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THE  DIFFERENTIAL  DIAGNOSIS  OF  JAUNDICE.* 


Franklin  M.  Hanger,  Jr.,  M.D., 
New  York,  N.  Y. 


Diseases  of  the  liver  often  produce  but  few  symp- 
toms; and  were  it  not  for  the  frequent  association  of 
jaundice,  a large  number  of  hepatic  disorders  would 
escape  clinical  detection  entirely.  Yet,  even  after 
the  patient  has  become  icteroid,  the  physician  is 
still  confronted  with  the  difficulties  of  determining 
whether  the  jaundice  represents  a benign  disturb- 
ance requiring  only  reassurance,  glucose  and  pa- 
tience, or  whether  it  is  the  harbinger  of  some  serious 
malady  necessitating  difficult  and  often  futile  surgi- 
cal procedures. 


Jaundice  may  be  produced  by  a number  of  dif- 
ferent physiological  disturbances.  These  become 
more  comprehensible  by  studying  a functioning  hepa- 
tic unit,  i.e.,  one  of  the  many  cylindrical  cords  of 
liver  cells,  comprising  a lobule.  The  terminal 

•From  the  Department  of  Medicine,  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  The  Presbyterian 
Hospital,  New  York  City. 

Address  delivered  as  Invited  Guest  at  the  seven- 
tieth annual  session  of  the  Medical  Society  of  Virginia,  at 
Richmond,  Va.,  October  3-5,  1939. 


bile  capillaries  end  blindly  in  this  aggregate  while 
surrounding  them  are  the  portal  sinusoids  lined 
by  the  Kupfer  cells.  Between  the  Kupfer  cells  and 
the  liver  cords  lie  potential  spaces  communicating 
with  the  lymphatic  system.  The  functions  of  the 
cells  of  the  liver  parenchyma  are  numerous  and  are 
constantly  being  amplified  with  increasing  chemical 
knowledge.  They  include  both  metabolic  and  ex- 
cretory activities. 

Metabolic  activities — (1)  Conversion  of  various 
carbohydrates  into  glycogen,  (2)  Deaminization  of 
proteins  and  synthesis  of  urea,  (3)  Formation  of 
serum  proteins  such  as  albumin  and  fibrinogen,  (4) 
Fat  and  cholesterol  metabolism  (desaturation  of 
fatty  acids)  (5)  Maintenance  of  water  balance,  (6) 
Detoxification  of  drugs  such  as  benzoic  acid,  phenol, 
camphor,  (7)  Utilization  of  vitamin  K (naphtho- 
quinone derivatives)  in  the  elaboration  of  prothrom- 
bin, (8)  Storage  of  the  anti-anaemic  factor,  etc. 

The  excretory  activity  consists  of  the  elaboration 
of  bile  which  is  chiefly  composed  of  (1)  bilirubin 
(bile  pigment),  (2)  bile  acids  and  their  salts,  (3) 
cholesterol  and  cholesterol  esters,  (4)  excretion  of 
various  foreign  colloids  and  dyes  such  as  Congo 
red  or  certain  phenolphthalein  derivatives,  (5)  vari- 
ous enzymes  such  as  phosphatase.  It  is  not  yet 
known  if  each  liver  cell  is  endowed  with  all  these 
functions  or  if  there  is  diversification  among  the 
various  components  of  the  lobule. 

The  Kupfer  cells  are  unrelated  to  the  liver  cells 
embryologically.  They  are  mesodermal  in  origin  and 
form  an  important  part  of  the  reticulo-endothelial 
system.  They  are  active  in  blood  cell  destruction  and 
the  conversion  of  hemoglobin  into  bilirubin.  They 
also  are  highly  phagocytic  for  foreign  colloids  in  the 
circulating  blood  and  play  a role  in  antibody  pro- 
duction and  globulin  formation. 

Jaundice  implies  the  accumulation  of  bilirubin  in 


2 


Virginia  Medical  Monthly 


[January, 


the  blood  above  2 mg.  per  100  cc.  This  pigment  is  a 
derivative  of  hemoglobin  and  is  formed  throughout 
the  reticulo-endothelial  system,  spleen,  bone  mar- 
row, lymph  nodes  where  blood  destruction  normally 
takes  place.  Bilirubin  appears  in  the  circulating 
blood  closely  bound  to  the  serum  proteins  until  it  is 
taken  up  by  the  Kupfer  cells  and  passed  on  to  the 
liver  cells  for  excretion.  Bilirubin  before  passing  the 
liver  threshold  gives  only  an  indirect  Van  den  Bergh 
reaction.  Once  its  union  with  serum  complexes  is 
disrupted  by  liver  activity,  a direct  Van  den  Bergh 
reaction  is  obtained. 

Jaundice  can  be  discussed  under  three  general 
headings:  (1)  Obstructive,  (2)  Hepatogenous,  (3) 
Hemolytic. 

Obstructive  Jaundice 

Obstruction  to  the  outflow  of  bile  from  the  liver 
leads  to  a rise  of  pressure  within  the  biliary  tree 
causing  a back-flow  or  regurgitation  of  bile  into  the 
lymphatics  and  hence  into  the  blood  stream.  Bile 
can  be  demonstrated  in  the  thoracic  duct  a few  hours 
after  ligation  of  the  common  duct.  In  such  cases 
dilatation  and  rupture  of  the  terminal  bile  capil- 
laries into  the  IjTnph  spaces  of  the  liver  can  be  dem- 
onstrated histologically.  It  is  noteworthy  that  al- 
though the  liver  cells  may  undergo  gradual  shrink- 
age and  atrophy  with  long  standing  biliary  stasis, 
they  are  not  intrinsically  diseased,  hence  liver  func- 
tion tests  involving  metabolic  processes  are  usually 
but  little  impaired  in  cases  of  obstructive  jaundice. 

The  causes  of  obstruction  are  numerous.  Biliary 
calculi  and  inflammatory  diseases  of  the  gall-bladder 
probably  account  for  over  70  per  cent  of  all  cases  of 
obstructive  jaundice.  Carcinoma  causes  about  12  per 
cent.  Inflammation  of  the  bile  ducts  (cholangeitis) 
accompanied  by  swelling,  scarring  or  spasm  also 
produces  obstructive  jaundice  as  can  swellings  in  the 
pancreas,  enlarged  lymph  nodes,  aneurysms,  ab- 
scesses, and  other  pathological  processes  compressing 
the  ducts.  The  jaundice  accompanying  biliary  cir- 
rhosis or  neoplasm  of  the  liver  is  essentially  due  to 
obstruction.  It  is  said  that  occlusion  of  a few  main 
hepatic  ducts  will  not  produce  jaundice  if  the  re- 
mainder of  the  liver  is  healthy. 

Hepatogenous  Jaundice 

The  mechanisms  of  hepatogenous  (non-obstructive) 
jaundice  are  less  dependent  upon  mechanical  factors. 
The  commonest  derangement  of  this  type,  catarrhal 
jaundice,  was  so  named  from  the  time  honored  as- 


sumption that  the  primary  lesion  was  a duodenitis 
with  ascending  inflammation  into  the  bile  passages. 
It  was  assumed  that  the  condition  was  essentially  an 
obstructive  jaundice  produced  by  inspissated  bile 
and  swelling  of  the  mucosal  walls  of  the  ducts.  It 
was  only  during  the  last  World  War  that  Eppinger^ 
had  the  opportunity  of  examining  the  livers  of  a 
number  of  jaundiced  Austrian  soldiers  with  this  dis- 
ease, killed  in  battle.  He  showed  there  was  no  ob- 
structive process  but  necrosis  of  groups  of  liver  cells 
in  the  lobule.  With  the  dissolution  of  these  cells  the 
bile  capillaries  have  open  access  to  the  peri-lobular 
spaces  permitting  a regurgitation  of  bile  into  the 
systemic  lymph  system.  It  is  now  generally  agreed 
that  catarrhal  jaundice,  in  most  instances,  is  in  fact 
hepatitis  and  is  seen  in  all  gradations  from  mild 
icterus  to  fatal,  acute  and  subacute  yellow  atrophy. 

Many  disorders  can  produce  necrosis  of  liver  cells 
leading  to  jaundice:  chemicals — such  as  chloroform, 
phosphorus,  arsphenamine,  cinchophen  and  sulfa- 
pyridine;  infections — (a)  hepatotropic  viruses,  such 
as  yellow  fever,  (b)  spirochaetes,  as  in  Weil’s  disease 
or  syphilis,  (c)  bacteria,  such  as  paratyphoid,  sepsis, 
and  almost  any  severe  systemic  infection. 

Some  cases  are  supposed  to  follow  food  poisoning, 
others  occur  in  epidemics.  Many  occur  about  ten 
days  after  an  upper  respiratory  infection,  as  if  it 
were  a secondary  toxic  reaction  in  the  liver  such  as 
is  sometimes  seen  in  the  kidney  after  scarlet  fever 
and  other  streptococcus  infections. 

In  all  events,  the  important  factor  is  injury  of  the 
liver  cells.  They  are  sick  and  disintegrating  in  typi- 
cal cases  of  hepatogenous  jaundice.  If  injury  is 
sufficiently  severe  and  extensive,  disturbances  may  be 
obsei^^ed  in  some  of  the  liver  functions  already  men- 
tioned. Theoretically  these  tests  should  distinguish 
obstructive  jaundice  from  the  hepatogenous  variety 
but  in  actual  practice  most  liver  function  tests  have 
been  rather  disappointing. 

In  some  instances  toxic  and  obstructive  factors  may 
co-exist  in  producing  jaundice.  Bile  casts  in  the 
biliary  capillaries  have  been  described  in  cases  of 
catarrhal  jaundice.  Also  the  oedema  and  swelling 
and  cellular  infiltration  accompanying  hepatitis  may 
cause  an  intrahepatic  biliary  stasis. 

Hemolytic  Jaundice 

This  condition  occurs  when  the  liver  is  unable  to 
eliminate  the  products  of  blood  destruction,  either 
because  of  excessive  red  blood  cell  breakdown  or 
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because  of  derangements  of  the  Kupfer  cells,  or 
both. 

It  is  encountered  most  commonly  in  patients  with 
a congenital  defect  in  red  cell  morphology.  Small 
spherical  cells  are  present  which  disintegrate  in  rela- 
tively high  concentration  of  salt  solution  (0.7  percent 
— complete  0.5  per  cent)  and  also  are  destroyed 
rapidly  by  the  spleen,  causing  excessive  amounts  of 
hemoglobin  derivatives  to  be  eliminated  by  the  liver. 
A variety  of  conditions  bringing  about  undue  blood 
destruction,  such  as  faulty  transfusions  or  hemolytic 
poisons,  can  produce  the  same  effect.  Hemolytic 
jaundice  is  easily  recognized,  especially  when  due  to 
congenital  spherical  microcytosis. 

TABLE  I 

Diagnostic  Features  of  Hemolytic  Jaundice 

(1)  Jaundice  frequently  of  long  duration  without  malaise, 

itching,  bradycardia,  or  bleeding  tendency. 

(2)  Often  a familial  incidence. 

(3)  Enlargement  of  spleen. 

(+)  Hyperchromic,  microcytic  anaemia  in  familial  type. 

(5)  No  bile  in  urine.  Urobilin  increased. 

(6)  Stools  darker  than  normal. 

(7)  Increased  fragility  of  red  cells  in  familial  cases. 

Fragility  normal  in  acquired  type. 

(8)  Serum  bilirubin  increased  rarely  above  10  mg.  per 

100  cc. 

(9)  Indirect  Van  den  Bergh. 

(10)  Tendency  to  gall-stone  formation. 

(11)  Familiar  cases  cured  by  splenectomy.  Acquired  type 

not  benefited. 

The  problem  of  major  clinical  importance  is  to 
distinguish  obstructive  jaundice  from  that  due  to 
inflammatory  and  degenerative  processes  in  the  liver 
parenchyma.  When  obstruction  is  the  cause,  prompt 
surgical  intervention  is  usually  indicated  as  patients 
are  better  operative  risks;  the  duration  of  the  illness 
can  be  shortened;  the  tendency  to  hemorrhage  has 
not  yet  developed;  and  if  a neoplasm  is  present,  the 
opportunities  for  complete  extirpation  are  improved. 
On  the  other  hand,  if  jaundice  is  due  to  disease  of 
the  liver,  a general  anaesthetic  and  operative  trauma 
are  definitely  harmful  and  may  actually  precipitate 
a fatal  outcome. 

Since  the  introduction  of  vitamin  K therapy  in 
the  pre-operative  treatment  of  the  icteric  patient,  a 
difference  of  considerable  practical  importance  has 
been  noted  in  the  two  types  of  jaundice.  Hemor- 
rhagic tendency  develops  in  the  obstructive  group  be- 
cause bile  salts,  necessary  for  the  absorption  of  vita- 
min K,  are  absent  from  the  intestinal  tract.  Clotting 
time  of  patients  with  biliary  obstruction  decreases 


rapidly  following  the  daily  oral  administration  of 
2,000  units  of  the  vitamin  with  two  to  three  grams  of 
bile  salts.  In  cases  of  hepatogenous  jaundice,  the 
bleeding  tendency  is  not  due  to  faulty 'absorption  of 
vitamin  K but  rather  to  inability  of  the  injured  liver 
to  utilize  the  vitamin  in  prothrombin  formation. 
These  cases  often  fail  to  respond  to  routine  treat- 
ment and  hence  are  subject  to  greater  operative  risk. 

The  differentiation  of  these  two  types  of  jaundice 
may  be  extremely  difficult.  It  is  often  found  ex- 
pedient to  treat  the  jaundiced  patient  conservatively 
at  first,  but  if  no  spontaneous  improvement  takes 
place  within  a six-week  interval,  exploration  is  rec- 
ommended to  establish  a diagnosis.  But,  in  our  ex- 
perience, watchful  waiting  of  this  kind  is  seldom 
necessary  if  certain  clinical  features  and  laboratory 
procedures  can  be  evaluated  properly. 

Clinical  Differentiation 

The  clinical  features  of  possible  diagnostic  value 
(Table  II)  are  based  chiefly  upon  an  analysis  of 
235  jaundiced  cases  seen  at  the  Presbyterian  Hos- 
pital and  reported  by  Flood  and  associates  in  1933.^ 
Few  comments  are  indicated: 

Age  is  an  extremely  important  consideration.  It 
is  very  reassuring  when  the  jaundiced  patient  is 
young,  for  benign  hepatitis  is  usually  present  and 
acute  yellow  atrophy  seldom  develops.  Stone  or  car- 
cinoma are  unlikely.  The  great  difficulty  is  recog- 
nizing hepatitis  in  patients  after  forty.  It  is  in  this 
group  that  unnecessary  operations  are  often  per- 
formed. 

Sex  is  of  little  diagnostic  aid  except  in  differentiat- 
ing carcinoma  of  the  pancreas  from  that  of  the  gall- 
bladder. S)mptomatically  these  may  be  indistin- 
guishable. 

Initial  symptomatology  in  many  instances  deter- 
mines the  duration  of  jaundice  before  the  physician 
is  consulted.  Patients  with  catarrhal  jaundice  are 
sickest  at  the  onset,  while  neoplastic  obstruction  may 
be  so  insidious  that  the  patient  is  not  alarmed.  The 
patient  with  gall-bladder  disease,  on  the  other  hand, 
may  be  so  accustomed  to  G.I.  upsets  that  he  post- 
pones professional  aid  until  self-medication  has 
failed. 

The  presence  of  pain  is  important  as  it  frequently 
leads  the  clinician  into  error.  Contrary  to  current 
teaching,  pain  and  tenderness  of  the  liver  is  not  un- 
common in  hepatitis.  I have  seen  numbers  of  pa- 
tients explored  needlessly  because  this  was  the  strik- 
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TABLE  II 


Clinical  Features  of  Possible  Value  in  Distinguishing  Hepatogenous  from  Obstructive  Jaundice 


Hepatogenous  Jaundice  (Medical) 

Obstructive  Jaundice  (Surgical) 

Catarrhal  Jaundice,  Acute  Yellow 
Atrophy,  Arsphenamine  Jaundice 

Carcinoma  of  Pancreas,  Gall- 
Bladder,  Bile  Ducts  and 
Liver  (primary) 

Calculus  in  Common  Bile 
Duct 

Age 

80%  under  40  years 

80%  over  40  years 

80%  over  40  years 

Sex 

Catarrhal  jaundice  67%  males 
. Acute  yellow  atrophy  76%  females 

Ca.  of  pancreas  72%  males 
Ca.  gall-blad.  usually  female 

71%  females 

Initial  Symptom 

Anorexia,  nausea,  vomiting  or 
malaise  60% 

Pain  48% 

Insidious  jaundice  27% 

Preceding  indigestion 
Jaundice  intermittent  or  re- 
current 

Upper  Abd.  Pain 

Present  in  56% 

Present  in  65% 

Present  in  97% 

Upper  Abd.  Tenderness  Present  in  55% 

Usually  absent 

Present  in  29% 

Itching  of  Skin 

Often  absent,  usually  mild 

Usually  present  except  with 
primary  carcinoma  of  liver 

Often  absent 

Loss  of  Weight 

Not  striking 

Average  20  pounds 

Usually 

Prodromal  Upper 
Resp.  Infection 

Present  in  25% 

None 

None 

Fever 

Often  present 

Often  present  except  with 
carcinoma  of  the  pancreas 

Often  present 

Spleen 

Often  palpable  or  enlarged  by 
X-ray 

Not  palpable 

Not  palpable 

Diabetes  Mellitus 

Absent 

With  carcinoma  of  pancreas 
develops  in  23% 

Absent 

ing  sjTnptom.  On  the  other  hand,  it  is  important  to 
recall  that  5 per  cent  of  stones  in  the  common  duct 
are  symptomless  and  are  usually  mistaken  for  malig- 
nancy. Obviously  all  patients  with  persistent  ob- 
structive jaundice  are  entitled  to  exploration  even  if 
the  chances  of  finding  a silent  stone  are  slight.  Car- 
cinomas of  the  pancreas  and  gall-bladder  are  usually 
not  painless,  as  is  generally  taught. 

The  spleen  should  be  carefully  studied  in  all  cases 
of  jaundice.  When  enlarged,  the  diagnosis  of  hepa- 
titis can  be  made  with  reasonable  assurance.  Hepa- 
titis and  cirrhosis,  however,  are  not  always  accom- 
panied by  splenomegaly  but  the  association  is  so 
common  that  an  X-ray  to  determine  splenic  size  may 
be  expedient  when  this  organ  is  not  palpable. 

Severe  itching  is  an  important  differential  feature 
favoring  obstructive  jaundice.  It  may  even  precede 
the  visible  jaundice. 

Other  features  of  little  aid  are  the  size  af  the  liver, 
which  is  usually  enlarged  in  all  cases  except  acute 
yellow  atrophy.  Fever  which  may  or  may  not  occur 
with  hepatitis  or  obstructive  processes.  Dilated  gall- 
bladder may  be  misleading,  as  clinically  it  is  often 
impossible  to  distinguish  it  from  a lobe  of  the  liver. 
Mistaking  the  gall-bladder  is  one  of  the  commonest 
sources  of  diagnostic  error.  “Amine  breath”  and 


drowsiness  occur  more  commonly  in  severe  hepatitis. 

In  summary,  the  age  of  the  patient,  the  presence 
or  absence  of  severe  itching  and  the  palpability  of 
the  spleen,  are  the  most  valuable  clinical  features  in 
distinguishing  obstructive  jaundice  from  that  due  to 
hepatitis. 

Laboratory  Differentiation 

In  Table  III  are  indicated  a variety  of  investiga- 
tions which  may  be  carried  out  in  cases  with  jaun- 
dice. It  has  been  implied  that  liver  function  tests 
theoretically  should  detect  disturbances  of  the  liver 
parenchyma,  thus  distinguishing  obstructive  jaundice 
from  that  secondary  to  liver  disease,  but  actually 
these  can  be  very  misleading  as  considerable  liver 
damage  may  be  present  with  normal  function  tests. 
Also  one  function  may  be  impaired  out  of  proportion 
to  the  others,  and,  furthermore,  few  tests  are  suffi- 
ciently delicate  to  be  dependable  in  border-line 
cases.®’  ^ 

Bile  in  Stools.  Bile  may  be  absent  in  hepatitis  for 
many  days  but  usually  reappears.  Stools  should  be 
examined  frequently  as  they  usually  remain  perma- 
nently acholic  if  the  ocdusion  is  due  to  neoplasm. 

Serum  Bilirubin.  This  is  a more  accurate  index  of 
the  severity  of  the  jaundice  than  the  patient’s  color. 
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TABLE  III 

Laboratory  Procedures  of  Possible  Diagnostic  Value  in  Distinguishing  Hepatogenous  from  Obstructive  Jaundice 


Test 

Normal  Values 

Hepatogenous  Jaundice 
(Medical) 

Catarrhal  Jaundice, 
Heptatitis,  Etc. 

Obstructive  Jaundice  (Surgical) 

Carcinoma  of  Pancreas 
Carcinoma  of  Gall- 

Bladder  Calculus  in  Common 

Carcinoma  of  Bile  Bile  Duct 

Ducts 

Bile  in  Stools 

Present 

Intermittent 

Persistently  absent 

Intermittent 

Serum  Bilirubin 

1 mg.  per  100  cc.  or  less 

Often  marked  increase 
Rapid  rise 

Often  marked  increase 
Gradual  rise 

Moderate  increase 

Icteric  Index 

8 or  below 

Average  144 

Average  116 

Average  61 

Van  den  Bergh 

Indirect 

Direct 

Direct 

Direct 

Duodenal  , 

[ Bilirubin 

Present 

Rarely  completely  ab- 
sent 

Light  color 

Absent 

Rarely  completely  ab- 
sent. Dark  color 

Drainage 

) Microscopic  No  crystals  or  pus  cells 

May  be  pus  and 
hepatic  cells 

Negative 

Clumped  cholesterol 
crystals  and  pus  cells 

^ Bacteria 

Usually  sterile 

Variable 

Negative 

Colon  bacilli  65% 

Blood  Cholesterol  Total 

150-220  mg./lOO  cc. 

Usually  normal 
Av.  178 

Often  elevated 
Av.  339 

Often  elevated 
Av.  282 

Blood  Cholesterol  Esters 

80-120  mg./lOO  cc. 

Usually  reduced 
Av.  65-90 

Normal 

Normal 

Galactose  Tolerance 
Test  40  gms. 

Less  than  3 grams  ex- 
creted in  S hours 

Impaired  (6-8  gms. 
in  5 hours) 

Normal 

Normal 

Bromsulphalein  (5  mg. 
per  kilo) 

No  retention  after  30 
min. 

Impaired  excretion 

Impaired  excretion 

Impaired  excretion 

Serum  Phosphatase 
Cephalin-Cholesterol 

Less  than  4 Bodansky 
units 

Usually  below  10  units 

Usually  above  10  units 

Usually  above  10  units 

Flocculation 

Negative 

Positive 

Negative 

Negative 

The  rise  or 

fall  of  the 

: serum  bilirubin  is 

the  best  tween  free 

cholesterol  and  cholesterol  esters  in  the 

method  of  following  the  patient’s  course  and  often 
is  the  deciding  factor  whether  to  operate  or  continue 
conservative  therapy. 

Icteric  Index  is  another  method  of  determining  the 
bile  in  the  serum  by  comparing  the  intensity  of  yel- 
low with  a standard  potassium  bichromate  solution. 
It  is  simple  but  less  reliable  than  the  serum  bilirubin 
determination,  as  other  pigments  (carotin)  or  laked 
r.b.c.  may  give  misleading  results. 

Van  den  Bergh  reaction  is  valuable  only  in  dis- 
tinguishing hemolytic  jaundice.  All  efforts  to  refine 
this  test  into  delayed  and  diphasic  types  are  useless 
in  distinguishing  obstructive  from  hepatogenous 
jaundice. 

Duodenal  Drainage  is  perhaps  more  accurate  than 
stool  examination  in  determining  if  there  is  flow  of 
bile.  The  material  can  be  studied  in  a number  of 
ways  which  may  be  helpful  in  differential  diagno- 
sis, i.e.,  microscopic  and  culture. 

Blood  Cholesterol.  The  liver  probably  synthesizes 
cholesterol  esters  and  maintains  a constant  ratio  be- 


blood.  In  obstructive  jaundice  cholesterol  may  be 
increased.  In  liver  damage  the  esters  may  be  low. 
This  method  is  still  employed  but  less  enthusiasti- 
cally than  formerly. 

Galactose  Tolerance  Test  and  the  Hippuric  Acid 
Test  are  probably  the  best  of  the  liver  function  tests, 
but  even  these  are  often  not  satisfactory  as  the  vari- 
ables of  the  methods  preclude  accurate  interpretation 
of  slight  deviations  from  normarreadings. 

Bromsulphalein  is  a measure  of  hepatic  excretory 
function.  In  cases  of  jaundice  of  all  types  the  elimi- 
nation of  dyes  may  be  impaired.  Naturally  X-ray 
visualization  of  the  gall-bladder  of  the  jaundiced 
patient  by  tetraiodophenolphthalein  is  of  little  use, 
as  this  dye  also  may  not  be  excreted  by  a damaged 
liver. 

In  our  clinic  the  Serum  Phosphatase  is  regarded  as 
one  of  the  most  valuable  methods  in  detecting  ob- 
structive jaundice.  Phosphatase  is  an  enzyme  which 
originates  in  the  bone  producing  cells.  It  escapes  into 
the  blood  and  is  eliminated  from  the  body  in  the 
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bile.  It  is  detected  chemically  by  its  capacity  to  split 
organic  phosphates  such  as  glycero-phosphate  into 
inorganic  phosphate.  When  there  is  biliary  obstruc- 
tion the  phosphatase  rises  promptly  in  the  blood 
(reaching  values  as  high  as  113).  In  hepatitis 
there  is  usually  but  little  increase.  The  value  of  this 
test  has  been  reviewed  recently  by  Gutman  in  our 
clinic  (Table  IV)  who  has  shown  that  the  two  main 
types  of  jaundice  can  be  distinguished  readily  in 


tion  of  the  emulsion  is  designated  as  -j — 1-  + +. 
This  test  has  been  performed  on  more  than  a hun- 
dred cases  of  hepatitis  and  has  been  found  definitely 
positive  in  about  90  per  cent  of  instances.  On  the 
other  hand,  a comparable  number  of  cases  of  proven 
obstructive  jaundice  have  given  negative  or  weak  re- 
actions in  almost  every  instance. 

The  significance  of  the  reaction  is  still  being  in- 
vestigated. We  have  been  able  to  show  that  floccula- 


TABLE  IV 

Serum  Phosphatase  Values  in  Bodansky  Units  (Normal  1-4)  in  Major  Disorders  of  Liver 

AND  Biliary  Tract — 308  Adults 


Total  Number 


Diagnosis 

OF  Cases 

4 OR  LESS 

4.1-9 

9.1-12 

12.1-25 

25-f 

Occlusion  of  Common  Bile  Duct 

79 

0 

6 

10 

46 

17 

Catarrhal  Jaundice 

69 

8 

48 

8 

4 

1 

Jaundice  after  Hepatotoxic  Drugs 

38 

2 

18 

4 

13 

1 

Hepatic  Cirrhosis  (non-biliary) 

44 

14 

20 

5 

4 

1 

Hemolytic  Jaundice 

13 

13 

0 

0 

0 

0 

Neoplastic  Involvement  of  Liver 

47 

4 

18 

5 

18 

2 

Liver  Abscess 

10 

0 

2 

3 

3 

2 

Chronic  Passive  Congestion  of  Liver- 

8 

3 

5 

0 

0 

0 

— Courtesy  of  Dr.  A.  B.  Gutman,  College  of  Physicians  and  Surgeons. 


most  instances.^  Our  surgeons  hesitate  a long  time 
before  they  will  consent  to  operate  on  a case  of 
jaundice  with  a phosphatase  under  ten  units. 

The  disadvantages  of  the  serum  phosphatase  de- 
termination as  a diagnostic  procedure  in  hepatic  dis- 
orders are — (1)  It  is  not  a simple  technique  and, 
unless  scrupulous  care  is  used  in  the  laboratory, 
erroneous  results  are  obtained.  (2)  It  is  elevated  in 
certain  bone  diseases  such  as  hyperparathyroidism, 
Paget’s  disease,  rickets,  bone  metastases,  etc.  (3) 
Children  with  obstructive  jaundice  show  a surpris- 
ingly small  increase.  (4)  High  values  may  be  ob- 
tained if  there  is  non-surgical  intra-hepatic  obstruc- 
tion such  as  carcinoma. 

The  cephalin-cholesterol  flocculation  test  is  of  spe- 
cial interest  to  me,  for,  while  working  on  some  un- 
related immunological  problems,  I happened  to  ob- 
serve that  emulsions  made  of  cephalin  and  cholesterol 
flocculate  in  the  presence  of  serum  from  patients  with 
inflammation  and  disintegration  of  liver  parenchyma, 
but  remain  stable  in  normal  serum  or  in  the  serum 
of  patients  with  obstructive  jaundice.  The  technique 
as  now  employed  has  been  recently  described.®-  It 
consists  essentially  of  diluting  0.2  cc.  of  the  patient’s 
serum  with  4 cc.  saline  to  which  is  added  1 cc.  of 
an  emulsion  of  cephalin  and  cholesterol.  Readings 
in  terms  of  plus  are  made  after  forty-eight  and  indi- 
cate the  degree  of  flocculation.  Complete  precipita- 


tion depends  upon  a specific  reaction  between  the  col- 
loidal cephalin  and  a globulin  fraction  which  appears 
in  the  serum  when  there  is  active  irritation  of  liver 
cells.  It  is  not  a liver  function  test  but  rather  an 
index  of  irritation  of  this  organ,  and  can  be  em- 
ployed clinically  to  detect  active  disturbances  in  the 
liver  somewhat  as  albuminuria  denotes  disturbances 
within  the  kidney. 

Like  all  other  laboratory  procedures,  the  test  is 
not  infallible.  The  chief  factors  discovered  to  date 
which  require  caution  are — (1)  It  has  not  been  es- 
tablished beyond  doubt  that  other  diseased  organs 
besides  the  liver  may  not  elaborate  flocculating  sub- 
stances. Globulin  per  se  will  not  produce  floccula- 
tion. (2)  It  is  impossible  in  certain  instances  to 
differentiate  intra-hepatic  obstruction  requiring  no 
surgery  from  obstruction  of  the  large  bile  ducts.  The 
flocculation  test  should  be  used  in  conjunction  with 
serum  phosphatase  determinations.  (3)  The  test 
may  become  negative  in  hepatitis  before  the  jaundice 
has  subsided  completely.  (4)  The  cephalin  employed 
must  be  standardized.  Freshly  prepared  cephalin 
may  be  too  delicate  and  show  slight  flocculation  with 
presumably  normal  serum. 

Conclusion 

Let  me  emphasize  in  closing  that  there  is  still  no 
single  procedure  infallible  in  the  differential  diagno- 
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sis  of  hepatogenous  from  obstructive  jaundice.  Care- 
ful study  of  the  case  along  the  lines  I have  indicated 
will  usually  clarify  the  problem,  but  each  bit  of  data 
must  be  carefully  evaluated.  In  this  age  of  growing 
laboratory  omnipotence,  clinical  judgment  is  still  the 
primary  requisite  when  disorders  of  the  liver  are 
under  consideration.  It  is  still  necessary  to  employ, 
as  best  we  may,  scientific  understanding,  patience, 
and  eternal  vigilance. 
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THE  PRESENT  STATUS  OF  OUR  KNOWLEDGE  CONCERNING 

PITUITARY  DISEASE.* 
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Introduction.  From  time  to  time,  it  is  of  consider- 
able value  to  consolidate  and  summarize  our  knowl- 
edge of  any  important  subject  in  medicine  in  order 
to  manage  more  effectively  the  patients  who  present 
themselves  for  relief.  It  is  with  the  hope  of  clarify- 
ing our  present  information  concerning  pituitary  dis- 
ease, following  a review  of  the  literature  and  the  in- 
clusion of  certain  pertinent  data  from  the  neuro- 
surgical clinics  of  the  University  of  Virginia  and 
the  Medical  College  of  Virginia,  that  this  presenta- 
tion has  been  prepared. 

Outline 

PART  I — EXPERIMENTAL  EVIDENCE 

1 . Historical 

2.  Development  and  Structure  (from  hormonal 

standpoint) 

3 . Physiology 

A.  Known  Hormones  from  anterior  lobe 
(growth  and  sex) 

B.  ? Hormonal  influence  of  posterior  lobe 

C.  Pars  intermedia  (of  buccal  origin  and 
hence  glandular) 

♦Read  at  the  Symposium  on  Endocrine  Diseases,  Uni- 
versity of  Virginia  School  of  Medicine,  April  29,  1938, 
and  at  a General  Staff  Meeting,  University  of  Maryland 
Hospital,  Baltimore,  November  20,  1939. 


D.  Associated  vegetative  centers  of  the  Dien- 
cephalon 

E.  Reciprocal  action  of  endocrine  secretions 

F.  Anti-hormone  theory 

PART  II — CLINICAL  CORRELATION 

1.  Clinical  types  of  pituitary  disease 

A.  Frohlich’s  Syndrome 

B.  Giants  and  Acromegalics 

C.  Cushing’s  Syndrome 

D.  Chromophobe  Tumors 

E.  Craniopharyngioma 

F.  Simmonds’  Disease 

G.  “Mixed”  Types 

H.  Diabetes  Insipidus 

I.  Pituitary  Dwarfs  and  the  Lorain  Syndrome 

J.  Laurence-Biedl-Moon  Syndrome 

K.  Miscellaneous : (carcinoma,  gumma,  tu- 

berculosis) 

2.  Therapy — Other  than  Hormonal — of  Certain 
Lesions  Described  Above  (Part  II). 

PART  HI — PITUITARY  ORGANOTHERAPY 

1.  Anterior  Lobe 

(a)  Growth  Hormone 

(b)  Sex  Hormone 
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(c)  Effect  of  antuitrin  on  myasthenia  gravis 
(1)  Analogy  to  Simmonds’  Disease 

2.  Posterior  Lobe 
A.  Pituitrin 

1.  Oxytocin 

2.  Pitressin 

Conclusions : (In  Reference  to  Organotherapy). 

PART  I EXPERIMENTAL  EVIDENCE 

1.  Historical:  The  pituitary  gland  and  its  adja- 
cent structures  in  the  region  of  the  circle  of  Willis 
inspired  the  curiosity  of  Galen,  Andre  Vesalius  and 
other  early  anatomists  who  gave  it  uncertain  hor- 
monal properties. 

Attention  was  recentered  on  this  gland  by  the 
French  neurologist,  Pierre  Marie,  who,  in  1886,  de- 
scribed a curious  malady  of  hypertrophic  skeletal 
changes  in  the  adult  which  he  called,  appropriately 
enough,  acromegaly.^  It  was  observed  sometime  later 
that  there  was  an  associated  hypophyseal  tumor. 
Led  by  Cushing,^-  ^ the  evidences  of  pituitaiy'  hypo- 
and  hyper-  function  have  slowly  but  steadily  been 
elucidated  and,  during  the  last  few  years,  the  hor- 
monal properties  of  the  gland  have  been  investigated 
by  a veritable  army  of  workers.  Still  other  functions 
have  been  ascribed  to  it  until  today  it  is  recognized 
that  growth,  nutrition  and  reproduction,  the  basic 
functions  of  life,  have  their  center  here.  Truly,  the 
pituitary  gland  is  the  keystone  of  the  endocrine 
arch. 

2.  Development  and  Structure:  The  anterior  lobe 
of  the  pituitary  is  derived  from  the  buccal  mucosa 
and  is  made  up  of  three  cellular  elements:  the  chief 
or  mother  cell  is  the  (a)  chromophobe  which,  in  the 
process  of  maturing,  acquires  coarse  secretory  gran- 
ules that  stain  deeply — the  chromophile  cell.  These 
two  types  exist  in  about  equal  proportion.  But  the 
chromophile  cells  can  be  further  divided  into  those 
whose  granules  take  the  acid  dye  (b)  acidophilic 
and  those  whose  granules  take  the  basic  dye  (c) 
basophilic.  These  latter  two  groups  of  cells  exist  in 
a proportion  of  4:1. 

The  posterior  lobe  is  derived  from  the  diencepha- 
lon— or  interbrain — surrounding  the  third  ventricle, 
and  is  made  up  of  cells  of  glial — not  glandular — 
origin  as  well  as  fine  myelinated  nerve  fibers  which 
descend  from  the  diencephalon  by  way  of  the  in- 
fundibulum to  end  in  a plexiform  arrangement  in 
the  posterior  lobe.  There  is  no  glandular  arrange- 
ment of  cells  in  the  posterior  lobe  and  the  blood 
supply  is  scant.  But  there  are  certain  hyaline  struc- 


tures, known  as  Herring  bodies,  scattered  throughout 
the  posterior  lobe,  thought  to  have  secretory  prop- 
erties; these  eventually  migrate  into  the  lumen  of  the 
third  ventricle  via  the  infundibulum  to  the  floor 
of  the  third  ventricle.  It  was  thought  by  Cushing* 
that  these  hyaline  bodies  found  in  the  posterior  lobe 
originate  in  the  pars  intermedia — which  latter  struc- 
ture is  also  glandular  in  origin,  arising  from  the 
original  buccal  outpouching — and  that  they  consti- 
tute the  active  principles  of  pituitrin — the  posterior 
lobe  secretion. 

The  posterior  and  anterior  lobes  have  individual 
arterial  supplies  independent  of  that  of  the  vegeta- 
tive centers  in  the  hypothalamus.  The  anterior  lobe 
is  drained  by  veins  leaving  its  lateral  borders  to 
enter  the  adjacent  cavernous  sinuses.  No  veins  have 
yet  been  found  draining  either  lobe  via  the  stalk  to 
ultimately  reach  the  hypothalamic  vegetative  centers 
in  the  floor  of  the  third  ventricle. 

3.  Physiology : 

A.  Anterior  Lobe. — There  are  two  powerful  hor- 
mones derived  from  the  anterior  lobe;  (a)  the  growth 
hormone  and  (b)  the  sex  or  gonadotropic  hormone, 
both  originating  from  the  chromophile  cells  of  the 
anterior  lobe.  Furthermore,  there  is  fairly  convinc- 
ing proof  that  the  growth-promoting  hormone  is 
formed  by  the  acidophilic  cells  and  the  sex  hormone 
by  the  basophilic  cells. 

The  rat  has  been  found  by  Smith^  to  be  ideally 
suited  to  hypophysectomy  because  the  body  of  the 
gland,  as  in  the  human  subject,  is  covered  by  a 
dural  diaphragm  and  can  readily  be  removed  with- 
out damage  to  adjacent  hypothalamic  structures. 
Thus  in  the  rat  an  exact  state  of  apituitarism  can 
be  produced,  thereby  allowing  the  testing  of  the 
effects  of  replacement  therapy. 

If  the  pituitary  be  removed  in  a young  rat,  re- 
tardation in  growth  and  failure  to  mature  sexually 
occur  and  the  animal  resembles  a delicate  dwarf. 

If  the  pituitary  be  removed  in  a sexually  mature 
rat,  there  result  a progressive  loss  of  weight,  a de- 
generation of  the  genital  system  characterized  by 
atrophy  of  the  gonads  and  immediate  cessation  of 
estrus  in  the  female,  together  with  atrophy  of  the 
thyroid,  parathyroid  and  suprarenal  cortex.  The 
basal  metabolic  rate  is  lowered. 

If  fresh  hypophyseal  tissue  be  now  transplanted 
intramuscularly  into  these  animals  from  normal  rats, 
the  dwarf  grows,  and  matures  sexually;  in  the  adult, 
estrus  returns,  genital  atrophy  disappears  and  the 
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associated  endocrine  glands  recover  their  former 
structure. 

Furthermore,  these  regressive  changes  do  not  oc- 
cur if  the  posterior  lobe  alone  is  removed;  it,  there- 
fore, appears  that  the  anterior  lobe  alone  is  entirely 
responsible  for  growth  and  sexual  maturity. 

Not  to  be  confused  with  the  gonadotropic  hormone 
of  the  anterior  pituitary  (q.  v.  supra)  is  the  male 
sex  hormone,  an  entirely  different  substance,  found 
in  testicular  tissue. 

Brief  mention  only  will  be  made  of  other  hormones 
from  the  anterior  lobe  which  influence  the  activity  of 
the  thyroid,  adrenal  cortex,  parathyroid,  secretion  of 
milk  and  metabolism  of  fat  and  carbohydrate.  An 
hematopoietic  hormone  has  been  demonstrated  ex- 
perimentally by  French  workers.^  Much  of  what  was 
once  thought  to  be  the  direct  influence  of  hypophyseal 
secretion  is  now  known  to  result  from  secretions  of 
other  endocrine  glands  activated  primarily  by  the 
pituitary  gland.  Thus  the  terms:  thyrotropic,  cor- 
ticotropic,  parathyrotropic  and  pancreatropic  hor- 
mones of  the  pituitary  gland. 

B.?  Hormonal  Influence  of  the  Posterior  Lobe. 
The  hormone  of  the  posterior  lobe  is  known  as 
pituitrin  and  from  it  have  been  obtained  pitressin 
and  oxytocin.  Howell®  was  the  first  to  point  out  that 
the  rise  in  blood  pressure  after  injection  of  pituitary 
extract  occurred  only  after  an  injection  of  posterior 
lobe  extract. 

Pitressin  elevates  the  blood  pressure  and  slows 
the  heart  rate;  it  is  less  marked  in  effect  than  epi- 
nephrin  but  its  effect  lasts  longer.  Pitressin  also 
stimulates  smooth  muscle  generally.  It  produces 
diuresis  in  the  normal  subject.  Pitressin  stimulates 
the  flow  of  milk,  i.e.,  a galactogogue — which  it  ac- 
complishes probably  by  stimulating  the  smooth  mus- 
cle of  the  breast  rather  than  the  secreting  cells  them- 
selves. 

Oxytocin  contracts  the  uterine  musculature  for 
which  it  has  a specific  action. 

What  we  are  interested  in  particularly  at  this 
point  of  our  discussion  is  whether  or  not  there  is 
convincing  evidence  that  the  posterior  lobe  is  a gland 
of  internal  secretion.  Van  Dyke'^  concludes  that 
despite  the  apparent  wealth  of  evidence  in  favor  of 
the  posterior  lobe  as  a gland  of  internal  secretion, 
closer  examination  of  the  experimental  data  reveals 
that  the  evidence  is  unsatisfactory.  The  most  nu- 
merous experiments — those  in  which  oxytocic  ef- 
fects have  been  studied — are  the  least  satisfactory. 


The  demonstration  of  vasopressor  or  anti-diuretic 
effects  by  blood  or  cerebrospinal  fluid  or  by  extracts 
of  these  is,  in  itself,  suggestive,  but  does  not  prove 
that  the  effects  demonstrated  are  due  to  the  active 
principles  of  the  posterior  lobe.  Vasopressor  sub- 
stances which  are  pharmacologically  different  from 
that  of  the  posterior  lobe  can  be  extracted  from  both 
the  blood  and  the  cerebrospinal  fluid.  Finally,  an 
anti-diuretic  substance,  differing  from  that  of  the 
posterior  lobe,  has  been  extracted  from  the  liver  ac- 
cording to  Theobold  and  White.’^ 

C.  Pars  Intermedia. — ^Van  Dyke’^  states  that 
nearly  all  experiments  in  amphibia  show  that  the 
pars  intermedia  elaborates  an  internal  secretion 
which  causes  a dispersion  of  the  black  pigment 
granules  in  the  epidermal  melanophores.  It  may  be 
concerned  with  visual  adaptation  in  mammals. 

D.  Role  of  the  Diencephalon. — Functions  previ- 
ously ascribed  to  the  hypophysis  are  now  known  to 
depend  on  vegetative  centers  of  the  diencephalon. 
Water  balance,  fat  and  carbohydrate  metabolism  are 
the  principal  processes  concerned  in  this  dual  rela- 
tionship, as  are  heat  regulation  and  pathological 
sleep.  Not  all  pituitary  hormonal  action  is  blood 
borne  to  other  endocrines;  it  may  be  by  direct 
diencephalic  action  instigated  by  pituitary  hormones. 

The  diencephalon  or  interbrain — so-called  because 
it  lies  between  the  end  brain  or  telencephalon  and 
the  midbrain  or  mesencephalon  — surrounds  the 
third  ventricle. 

The  most  striking  somatic  change  which  has  been 
produced  by  injury  to  or  disease  of  the  hypothalamus 
is  extreme  adiposity  (Fig.  I).  This  may  be  brought 
about  without  injury  to  the  hypophysis.  An  entirely 
parallel  condition  is  seen  clinically,  following  in- 
jury or  inflammation  of  the  region  of  the  tuber 
cinereum.  It  is  a well-recognized  sequel  of  epidemic 
encephalitis  (i.e.,  adiposity).  The  condition  often  is 
mistaken  for  disease  of  the  hypophysis. 

We  know  that  a mild  temporary  increase  in  water 
metabolism  may  follow  removal  of  the  h)q)ophysis 
but  its  degree  and  persistence  cannot  be  compared 
with  the  results  of  some  lesions  of  the  tuber  cinereum 
which  do  not  affect  the  contents  of  the  sella.  Dia- 
betes insipidus  may  be  due  solely  to  hypothalamic 
disease  (Table  I).  There  is,  furthermore,  pathologi- 
cal evidence  that  a number  of  other  disturbances, 
such  as  somnolence,  narcolepsy  and  vasomotor 
changes  may  be  produced  by  lesions  of  the  floor  of  the 
third  ventricle  in  which  lies  the  tuber  cinereum.  This 
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Fig.  I. — Ten-year-old  child.  Normal  fundi.  Sella  normal. 

No  diabetes  insipidus.  Menses  not  yet  established. 

Adiposity  may  be  due  entirely  to  diencephalic  disease. 

(Possibly  associated  anterior  pituitary  hypofunction. 

See  Table  I. ) 

fact  is  mentioned  here  only  because  these  manifesta- 
tions have  also  been  attributed  to  disturbances  of  the 
hypophysis  alone. 

In  internal  hydrocephalus,  the  hypothalamic  or 
diencephalic  region  may  become  reduced  to  paper- 
thinness  and  in  the  course  of  operations  on  tumors 
of  the  third  ventricle  it  may  be  severely  damaged  and 
yet  none  of  the  symptoms  just  enumerated  may  ap- 
pear. The  explanation  of  this  contradictory  situa- 
tion has  not  yet  been  suggested. 


E.  Reciprocal  Action  of  Endocrine  Secretions. — 
Hormonal  actions  of  the  pituitary  are  not  always  in 
one  direction,  i.e.,  not  invariably  from  the  pituitary 
to  other  organs.  Ovarian  hormones  in  pregnancy 
have  been  known  to  produce  enlargement  of  the 
pituitary  to  the  point  of  causing  a bi-temporal  hemia- 
nopsia and  pituitary  headaches,  and  that  ovarian 
secretions  may  unfavorably  influence  the  hypothal- 
amus is  demonstrated  by  the  well-known  tendency 
of  women  to  gain  considerable  weight  after  one  or 
more  pregnancies.  This  is  known  as  the  reciprocal 
action  of  endocrine  secretions. 

F.  Anti-Hormone  Theory. — One  more  variation 
in  the  hormonal  doctrine  of  endocrinology  is  the 
anti-hormone  theory.  Following  prolonged  treatment 
with  certain  pituitary  extracts,  there  is  a progressive 
diminution  of  their  effects.  This  is  ascribed  to  the 
formation  of  anti-hormones.  Collip*  believes  that 
anti-hormones  are  found  in  a yet  unlocalized  portion 
of  the  body  and  antagonize  the  pituitary  hormones. 

PART  II.  CLINICAL  CORRELATION 

1.  Clinical  Types  of  Pituitary  Disease:  Most  of 
these  syndromes,  as  recorded  in  the  outline  (q.  v. 
supra) , are  well  known  to  all  physicians  and  they  will 
be  described  briefly  in  turn  with  emphasis  on  their 
individual  pathogenesis  and  evidence  of  hypo-  or 
hyper-  function  of  the  pituitary  and  its  surrounding 
neurologic  structures. 

A.  Frohlich’s  Syndrome. — This  is  a complex  com- 
bination of  findings — also  known  as  dystrophia 
adiposo-genitalis — now  held  to  be  due  to  anterior 
lobe  deficiency  together  with  posterior  lobe  deficiency 
or  a hypothalamic  lesion  (Table  I).  It  was  first 
described  by  Babinski  in  1900,  who  should  be  given 
priority  for  the  clarification  of  the  syndrome.® 

This  condition,  as  its  name  suggests,  is  a syn- 
drome in  which  obesity,  sexual  infantilism  and 
dwarfism  (if  it  occur  during  the  growth  period)  are 
essential  features. 


Table  I 

Lesions  Resulting  from  Pituitary  Dysfunction 

/ Over  Activity  (Chromophile)  Acromegaly  1 Acidoohile 
I Gigantism  j ^ 

) Cushing’s  Syndrome — Basophile 

1.  Anterior  Lobe  ■, 

j Deficiency  Dwarfism 

I Simmonds’  Disease 

' Acromicria 

2.  Posterior  Lobe  Deficiency  or  Hypothalamic  Lesion  (or  both) Diabetes  Insipidus 

3.  Anterior  Lobe  Deficiency  together  with  Posterior  Dystrophia  Adiposo-Genitalis  (Frohlich) 
Lobe  Deficiency  or  Hypothalamic  Lesion  (as  in  a.  Infantile  or  Juvenile  Type 
Chromophobe  Tumor  or  Rathke’s  Pouch  Tumor)  b.  Adolescent  or  Adult  Type 

(Modified  from  Best  and  Taylor) 
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Anterior  lobe  deficiency  accounts  for  the  sexual 
immaturity  and  dwarfing,  whereas  the  obesity  prob- 
ably results  from  a lesion  in  the  hypothalamus  or  the 
tuber  cinereum.  Frbhlich’s  syndrome  is  not  due  to  a 
specific  lesion  as  is  acromegaly  or  gigantism  (in 
which  latter  cases  there  is  always  present  an  acido- 
philic adenoma  or  a carcinoma  derived  from  the  an- 
terior lobe)  but  it  may  result  from  pressure  on  the 
pituitary  from  a superimposed  craniopharyngioma, 
from  an  endocrinologically  inert  chromophobe  ade- 
noma of  the  anterior  lobe,  or  following  injury  or  in- 
fectious disease. 


over  the  pubis  and  axillae  is  sparse  or  absent,  the 
skin  of  the  face  and  body  is  smooth,  soft  and  hair- 
less; the  hips  are  broad.  In  female  subjects,  the 
obesity  is  often  extreme,  a weight  of  300  pounds 
being  not  unusual.  In  both  sexes,  the  feet  and  hands 
are  small  and  petite:  the  so-called  “pretty  hand”. 
The  basal  metabolic  rate  is  subnormal.  Diabetes 
insipidus  or  narcolepsy  are  occasional  accompani- 
ments. 

B.  Giants  and  Acromegalics. — Giants  and  acro- 
megalics occur  from  a specific  lesion:  adenomatous 
hyperplasia  or  carcinoma  of  the  acidophilic  cells  of 


Fig.  II. — (a)  (b). — Twenty-seven  years  old  : weight  350  lbs.  Sella  normal.  Severe  bitemporal  head- 
ache : visual  acuity  normal.  Note  generalized  obesity  including  extremities.  Typical  case  of 
non-surgical  adult  Frohlich’s  syndrome.  (Obesity  of  Cushing’s  syndrome,  on  the  other  hand,  is 
confined  to  the  trunk  and  face,  with  sparing  of  the  extremities ; see  Fig.  IV.) 


Frbhlich’s  syndrome  appears  in  two  forms  depend- 
ing on  the  age  at  which  it  develops:  (1)  the  in- 
fantile or  juvenile  and  (2)  the  adolescent  or  adult 
type  (Fig.  II).  Polyuria,  high  sugar  tolerance, 
somnolence,  voracious  appetite — especially  for  sweets 
— and  stunted  growth  may  occur.  The  fat  boy  of 
“The  Pickwick  Papers”  was  undoubtedly  an  ex- 
ample of  this  condition. 

The  male  adolescent  or  adult  type  of  Frbhlich’s 
syndrome  often  appears  effeminate  in  habitus.  Hair 


the  anterior  lobe  (Table  I).  If  the  lesion  occur  in 
adolescence,  gigantism  supervenes;  if  it  first  develops 
during  adult  life,  acromegaly  is  the  result  (Fig.  III). 

In  Marie’s  first  two  acromegalic  patients,  amenor- 
rhea was  an  early  symptom  which  was  ascribed  to 
overwork  and  exposure  to  cold. 

Headache — bi-temporal  in  location — is  common 
and  may  be  prostrating.  Libido  is  increased  at  first 
but  later  declines.  These  patients  succumb,  if  not  to 
an  intracranial  extension  of  the  tumor,  to  some 
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Fig.  HI. — Twenty-eight  years  old.  Large  sella,  practically  normal 
visual  fiel^  and  acuity.  Severe  bi-temporal  headache.  Op- 
erated upon  (elsewhere)  : Pituitary  cyst  demonstrated,  fol- 

lowed by  X-ray  therapy  with  relief  of  headache.  Note  coarse 
features  and  large  hands,  typical  of  acromegaly. 

cardiovascular  complication  associated  with  hyper- 
trophic changes  that  affect  the  heart  and  blood 
vessels. 

Whether  or  not  neighborhood  s>Tnptoms  occur  that 
demand  surgical  intervention  depends  upon  the  size 
attained  by  the  tumor  and  whether  it  remains 
confined  within  its  ballooned  capsule  or  bursts 
through,  pressing  upon  the  optic  chiasm  and  caus- 
ing the  typical  bi-temporal  hemianopsia  and  primary 
optic  atrophy. 

C.  Cushing’s  Syndrome- — Cushing’s  syndrome  is 
another  example  of  hyperfunction  of  the  anterior 
lobe  (Table  I)  but,  in  this  instance,  of  the  basophile 
cells.  In  1932  Cushing^*^  first  described  a remark- 
able sjTnptom  complex  due  to  a tiny  growth  (not 
gross  enlargement)  of  the  basophile  cells.  Since 
polyglandular  sjTnptoms  are  evident  and  since 
hyperplasia  or  even  tumor  of  the  adrenal  cortex  has 
been  the  more  obvious  lesion  postmortem,  that  gland 
(the  adrenal)  has  occasionally  been  indicted  for 
the  trouble  and  may  indeed  be  greatly  concerned 
with  it. 

The  disorder  is  distinguished  by  a rapidly  ac- 
quired plethoric  and  painful  adiposity,  confined  to 
the  face,  neck  and  trunk.  The  arms  and  legs  are 
thin  but  their  surface  is  mottled  and  acrocyanosis  is 
present.  Purplish  striae  are  present  on  the  abdomen. 
In  females,  amenorrhea  and  hypertrichosis  mark  the 
establishment  of  the  disease;  the  face  becomes 
bearded.  Polycythemia  and  vascular  hypertension 


are  decidedly  common.  The  average  duration  of  life 
is  about  five  years.  Hemianopsia  and  primary  optic 
atrophy  rarely  occur  as  the  gland  is  not  grossly  en- 
larged and  the  sella  usually  is  normal  or  even  quite 
small.  We  recently  discharged  such  a patient  with 
a right-sided  hemiplegia  following  an  apoplectic  at- 
tack. She  also  had  vascular  hypertension  and  a 
small  sella  as  well  as  marked  hypertrichosis  and 
amenorrhea  together  with  enormous  obesity  of  the 
trunk  and  quite  thin  extremities  (Fig.  IV).  X-ray 
therapy  is  utilized  for  the  control  of  the  disease,  al- 
though Pattison  and  Swan^^  report  favorable  results 
from  implantation  of  radon  seeds  in  the  pituitary 
after  failure  of  X-ray  therapy. 

D.  Chromophobe  Tumors. — Chromophobe  tu- 


Fig.  IV. — Forty-three-year-old  woman  with  Cushing’s  syndrome. 
Note  enormous  obesity  of  trunk  with  relative  sparing  of 
lower  extremities  ( compare  with  Fig.  II — Frohlich’s  syn- 
drome). B.  P.  210/140.  Sella  turcica  and  basal  metabolism 
normal.  This  patient  has  weakness  of  right  ara  and  leg 
from  probabie  cerebral  vascular  accident.  Definite  hirsutes 
of  chin.  Severe  headache  greatly  relieved  by  X-ray  therapy 
of  pituitary  gland. 
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mors,  on  the  other  hand,  although  also  derived  from 
the  anterior  lobe,  result  in  hypofunctional  manifesta- 
tions due  to  the  crowding  out,  by  the  functionless 
mother  chromophobe  cells,  of  active  basophile  and 
acidophile  cells,  as  well  as  impairing  the  function 
of  the  posterior  lobe  and  the  hypothalamus  (Table 
I).  These  tumors  are  usually  larger  than  the  acido- 
phile (acromegalic)  type.  Their  larger  size  causes 
a greater  likelihood  of  pressure  upon  neighboring 
structures  and  primary  optic  atrophy,  bi-temporal  or 
homonjTnous  hemianopsia,  bi-temporal  headache, 
and  a ballooned-out  sella  are  the  rule. 

Constitutional  signs  of  hypophyseal  insufficiency 
in  patients  with  chromophobe  tumors  are,  to  the 
trained  observer,  usually  apparent.  The  adiposo- 
genital syndrome  of  Frdhlich  is  occasionally  but  not 
alw'ays  evident  (Table  I).  There  is  a peculiar  waxy 
pallor  and  smoothness  of  the  skin,  a tendency  to  put 
on  weight  and  the  males  are  obliged  to  shave  only  at 
infrequent  intervals.  Growth  and  sexual  develop- 
ment may  be  impaired  due  to  suppression  of  the 
secretions  of  the  anterior  lobe.  Somnolence,  obesity 
and  diabetes  insipidus,  if  present,  point  to  diminu- 
tion in  function  of  the  posterior  lobe  or  the  hypo- 
thalamus. The  basal  metabolic  rate  is  characteristi- 
cally lowered,  whereas  in  the  chromophile  (acro- 
megalic) type  it  is  normal  or  elevated. 

E.  Craniopharyngioma  or  Rathke’s  Pouch  Cysts. 

■ — These  lesions  arise  from  cellular  rests  in  the 
neuro-buccal  development  of  the  pituitary  body. 
Being  congenital  in  origin,  they  commonly  give 
symptoms  early  in  life.  Suprasellar  calcification  is 
seen  in  80  per  cent  of  the  cases  by  X-ray  examina- 
tion. The  growth  may  be  solid  or  cystic  and  usually 
contains  cholesterin  crystals.  It  frequently  produces 
the  typical  Frohlich’s  syndrome  (not  always  present) 
by  compression,  from  above,  of  all  the  pituitary  ele- 
ments and  surrounding  nervous  structures  (Table  I). 
Internal  hydrocephalus  occurs  much  more  frequently 
than  in  ordinary  pituitary  adenomas  as  the  tumor 
frequently  encroaches  upon  the  third  ventricle.  The 
constitutional  s)Tnptoms  closely  resemble  those  of  a 
chromophobe  adenoma.  Not  all  of  the  constitu- 
tional states,  resulting  from  a craniopharyngioma, 
are  alike.  There  may  result  a fat  and  fairly  well- 
grown  child,  or  a dwarf.  These  dwarfs  and  in- 
fantile children,  so  long  as  they  escape  general  pres- 
sure symptoms,  remain  intellectually  precocious, 
and  may  have  a peculiarly  appealing  personality. 


It  is  only  when  hydrocephalus  develops  that  life  is 
threatened. 

F.  Simmonds’  Disease  or  Cachexia  Hypophy- 
seopriva. — Simmonds’  disease  or  cachexia  hypophy- 
seopriva  is  due  to  atrophy  or  destruction  of  the 
anterior  lobe  of  the  pituitary  gland  (Table  I).  The 
onset  is  insidious,  usually  in  the  third  or  fourth 
decade.  The  clinical  picture  is  characterized  by 
marked  emaciation,  precocious  senescence,  gastro- 
intestinal upset,  loss  of  secondarj'  sex  characteris- 
tics and  extreme  debility.  In  addition,  hypothermia, 
bradycardia  associated  with  vascular  hypotension,  a 
reduced  basal  metabolic  rate  and  diminished  salt 
and  water  excretion  are  present,  with  death  usually 
terminating  the  well-developed  syndrome.  We  have 
seen  the  Simmonds’  syndrome  develop  post- 
operatively  after  subtotal  removal  of  a chromophobe 
adenoma.  This  was  not  improved  by  administration 
of  various  anterior  pituitary  extracts.  On  the  other 
hand,  Horrax^^  has  described  marked  relief  of  the 
Simmonds’  syndrome  after  operation  for  chromo- 
phobe tumors. 

In  1914  Simmonds  of  Hamburg^^  first  described 
the  syndrome.  His  patient,  at  the  age  of  thirty-eight, 
had  puerperal  sepsis  after  the  birth  of  her  fifth 
child.  During  the  next  eight  years  she  developed 
amenorrhea,  muscular  weakness,  anemia,  loss  of 
weight  and  premature  senility.  She  was  hospitalized 
in  coma  and  died  without  regaining  consciousness. 
Autopsy  show'ed  generalized  splanchnomicria  with 
necrosis  of  the  anterior  lobe  of  the  pituitary.  Sim- 
monds was  the  first  to  insist  that  the  primary  etio- 
logical factor,  in  his  first  case  and  in  two  others 
subsequently  reported,  was  destruction  of  the  anterior 
pituitary  lobe. 

Calder^^  in  1932,  analyzed  seventy  cases  of  Sim- 
monds’ disease  in  the  literature  and  found  that  in 
most  cases  the  basal  metabolic  rate  was  subnormal 
and  the  blood  pressure  invariably  was  low.  In  fe- 
males, menstruation  ceased  and  sterility  ensued. 
Without  exception,  autopsy  revealed  destruction  of 
the  anterior  lobe  of  the  pituitary  gland.  An  inter- 
esting feature  of  the  condition  is  that  many  of  the 
symptoms  resemble  Addison’s  syndrome,  the  chief 
differentiation  being  the  pigmentation  of  the  skin 
generally  present  in  the  latter  disease.  Autopsy  in 
Simmonds’  disease  usually  shows  at  least  adrenal 
cortical  hypoplasia,  if  not  necrosis,  as  a result  of 
the  generalized  splanchnomicria  and  therefore  the 
asthenia,  low  blood  pressure  and  subnormal  tern- 
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perature  of  Simmonds’  disease  may  well  be  due  en- 
tirely to  secondary  involvement  of  the  adrenal  cortex. 

Anorexia  nervosa  must  always  be  rigidly  excluded 
in  every  case  of  Simmonds’  disease. 

G.  Mixed  Types. — Occasionally  curious  mixed 
syndromes  of  pituitary  dysfunction  are  seen,  espe- 
cially in  the  adenomas,  combining  certain  features  of 
the  Frohlich  syndrome  and  of  acromegaly,  pointing 
to  an  undoubted  concomitant  involvement  of  the 
chromophobe  and  the  acidophilic  cells  of  the  an- 
terior lobe. 

H.  Diabetes  Insipidus. — The  most  outstanding 
condition  which  is  presumably  associated  with  hypo- 
function  of  the  posterior  lobe  is  diabetes  insipidus 
but  this  may  also  be  a manifestation  of  hypothalamic 
dysfunction  alone  (Table  I).  Cushing®  has  given 
the  clearest  account  of  this  problem  so  far  available. 
Most  of  the  earlier  experimental  hypophysectomies 
on  dogs  now  unquestionably  lie  open  to  the  just 
criticism  that  a coincidental  damage  of  the  floor  of 
the  third  ventricle  also  occurred.  Cushing  summed  up 
our  present  knowledge  of  the  causation  of  diabetes 
insipidus  as  follows;  “The  evidence  at  hand  seems 
reasonably  convincing  that  the  disorder  cannot  be 
attributed  to  any  single  specific  lesion.  Experimen- 
tal injury  of  the  diencephalon  appears  to  give  the 
most  pronounced  and  enduring  polyuria,  yet  posterior 
lobe  injury  in  the  rat  in  the  absence  of  diencephalic 
involvement  will  produce  a definite,  although  less 
striking,  diuresis.” 

Diabetes  insipidus  occasionally  accompanies  tu- 
mors of  the  pituitary  gland  and  of  the  hypothalamic 
region.  It  has  been  shown  by  Bremer  and  Bailey^® 
that  in  animals,  puncture  of  the  floor  of  the  third 
ventricle  alone  will  produce  diabetes  insipidus  just 
as  Claude  Bernard’s  classic  puncture  of  the  floor  of 
the  fourth  ventricle  caused  a glycosuria,  the  so-called 
“medullary”  diabetes  mellitus. 

Best  and  Taylor^®  concur  in  Cushing’s  statement 
that  it  is  probably  correct  to  look  upon  diabetes  in- 
sipidus as  the  result  of  a disorder  affecting  the  in- 
tegrity of  the  posterior  hypophyseal — hypothalamic 
mechanism — rather  than  as  being  dependent  speci- 
fically upon  either  the  posterior  pituitary  or  the  hy- 
pothalamus alone.* 

*Dr.  Carlos  Gama  (University  of  Sao  Paulo,  Brazil)  has 
recently  greatly  reduced  a severe  polyuria  in  a patient  with 
diabetes  inspidus  by  transplanting  a steer’s  hypophysis  into 
the  thigh  of  his  patient.  He  advocates  preparing  patient 
and  donor  with  each  other’s  serum  before  the  transplant: 
“Transplante  de  Hypophyse  bovina  Ao  Homem,”  Sao 
Paulo,  1939. 


I.  Pituitary  Dwarfs  and  the  Lorain  Syndrome. — 
The  arrested  skeletal  development  which  results 
from  deficiency  of  the  growth  hormone  of  the  an- 
terior pituitary  is  spoken  of  as  the  Lorain  type  of 
infantilism.  These  dwarfs  are  usually,  though  not 
invariably,  undeveloped  sexually.  They  do  not  show 
deformity  or,  as  a rule,  mental  inferiority,  and  are 
generally  not  unattractive  in  appearance  (Fig.  V). 
Sometimes,  however,  except  for  their  miniature  stature, 
they  appear  older  than  their  years  (progeria).  Treat- 
ment with  the  growth  hormone  of  the  anterior 


Fig.  V. — Three  years  old.  Normal  sella.  Normal  in- 
telligence. Height:  76  cm.  (should  be  94  cm.). 

Head  : 47.6  cm.  in  circumference  (should  be  59  cm.). 
Weight:  22  lbs.  (should  be  32  lbs.).  A sibling, 
aged  4,  normal.  Typical  pituitary  dwarf ; treated 
with  antuitrin-G  hormone. 

pituitary  must  be  begun  before  the  epiphyses  have 
united  in  order  to  be  effective,  according  to  Sevring- 
haus.^'^ 

J.  Laurence-Biedl-Moem  Syndrome. — To  com- 
plete the  syndrome  of  hypofunctional  pituitary  states, 
mention  must  be  made  of  the  Laurence-Biedl-Moon 
Syndrome.  This  condition,  hitherto  ascribed  to  gen- 
eralized pituitary  deficiency  (of  both  lobes),  is  now 
believed  to  be  due  to  involvement  of  the  hypo- 
thalamus alone.  The  chief  features  of  the  disease 
are;  obesity,  sexual  infantilism,  retinitis  pigmentosa. 
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polydactylism  or  syndactylism,  mental  deficiency  and 
a familial  tendency  associated  with  occasional  con- 
sanguinity. 

K.  Miscellaneous  Conditions. — Carcinoma  may 
occur  in  the  pituitary  gland  and  also  in  cranio- 
pharj-ngiomata.  Usually  the  diagnosis  is  made  only 
on  histological  e.xamination  which  demands  more 
intensive  post-operative  X-ray  treatment  than  other- 
wise would  be  the  case.  Gumma,  tuberculoma  and 
diffuse  tuberculosis  of  the  pituitary  gland  all  have 
been  noted  by  various  obsen-ers.  Diffuse  tubercu- 
losis confined  to  the  pituitary  gland  has  been  noted 
only  once  to  our  knowledge.  This  was  in  a case 
operated  on  by  Dr.  C.  C.  Coleman  at  the  Medical 
College  of  Virginia  in  1936;  this  patient  was  free 
of  other  evidences  of  tuberculosis  and  clinically  re- 
sembled a case  of  chromophobe  adenoma.  The 
pituitary  tissue,  when  examined  by  Dr.  A.  C. 
Broders,  of  the  Mayo  Clinic,  showed  diffuse  tuber- 
culosis of  the  pituitary  gland.  Inquir}'^**  at  most  of 
the  Neuro-Surgical  Clinics  of  this  country  and  Can- 
ada disclosed  no  similar  lesion  on  record.  The  pa- 
tient made  an  uneventful  recover}-,  bi-temporal  hemia- 
nopsia disappeared  and  she  is  still  alive  and  well 
to  date  with  no  signs  of  recurrence  three  years  after 
operation.  Removal  of  tuberculous  lesions  from  the 
intracranial  cavity,  whether  in  the  pituitary  region 
or  in  the  posterior  fossa,  is  often  followed  by  tuber- 
culous meningitis. 

2.  Remarks  on  the  Therapy  (Other  Than  Hor- 
monal) of  Certain  of  the  Previously  Described 
Lesions  in  Part  II : It  is  generally  agreed  that  the 
only  effective  therapy  in  cases  of  adenoma  or  car- 
cinoma of  the  pituitary  gland  is  either  surger}-, 
roentgen  therapy  or  both.  Practically  all  observers 
agree  that  X-ray  treatment  is  more  effective  in  the 
chromophile  (acromegalic  or  gigantic)  types  than  in 
the  chromophobe  (Frbhlich  types)  although  this  is 
not  always  true,  as  demonstrated  by  a case  of 
cbromophile  tumor  operated  on  at  the  Lahey  Clinic 
by  Dr.  Gilbert  Horrax  several  years  ago  which  had 
received  intensive  X-ray  treatment  elsew-here  with 
little  improvement  in  vision,  although  the  tumor 
was  not  cystic;  operation  greatly  improved  the  visual 
defects.^®  The  neurosurgical  concensus  of  opinion 
concerning  treatment  of  pituitary  tumors  in  general 
is  that  surgery  is  indicated  only  if  there  is  definite  or 
severe  visual  impairment  when  the  patient  is  first 
seen  or  if  there  are  severe  intractable  headaches 
without  visual  impairment  that  are  not  adequately 


relieved  by  X-ray  therapy.  If  the  patient  is  first 
seen  with  an  enlarged  sella  and  a well  marked  pri- 
mary optic  atrophy  in  one  or  both  eyes  together  with 
partial  blindness  in  one  or  both  eyes  and  (or)  a 
more  or  less  well  developed  hemianopsia,  neuro- 
surgeons believe  that  immediate  operation  is  indi- 
cated without  resort  to  preliminary  X-ray  treatment  * 
especially  if  the  lesion  be  of  the  more  common 
chromophobe  (Frbhlich)  type,  which  is  known  to  be 
less  susceptible  to  X-ray  therapy.  It  is  only  fair 
to  state,  however,  that  roentgenologists  are  inclined 
to  recommend  preliminary  X-ray  treatment  in  all 
patients  with  an  enlarged  sella  and  visual  failure 
with  or  without  headache.  If  this  be  done,  the  pa- 
tient should  be  hospitalized  with  frequent  careful 
observations  of  the  visual  fields  and  acuity,  as,  oc- 
casionally, X-ray  treatment,  in  producing  an  initial 
edema  of  the  gland,  may  impair  vision  still  further. 
In  Cushing’s  clinic,  one  such  gland  expanded  after 
X-ray  treatment  to  the  extent  of  breaking  through 
the  floor  of  the  sella  into  the  sphenoid  sinus,  preceded 
by  great  reduction  in  vision. 

The  operative  mortality  in  cases  of  pituitary  tu- 
mor in  competent  hands  should  not  exceed  5 per 
cent.  Needless  to  state,  all  such  lesions  should  be 
irradiated  post-operatively.  Henderson^®  found,  in 
Cushing’s  series,  that  in  the  chromophobe  group  57.5 
per  cent  of  the  patients,  with  transfrontal  operation 
only,  remained  free  from  recurrence  for  five  years, 
whereas  87.1  per  cent  were  relieved  for  five  years  or 
more  if  X-ray  therapy  were  given  post-operatively. 
No  similar  statistics  for  a comparable  number  of 
chromophile  tumors  are  available  to  the  writer’s 
knowledge. 

It  must  be  said,  how-ever,  that  the  efficacy  of  X-ray 
therapy,  in  the  last  eight  or  ten  years,  has  been  con- 
siderably enhanced  compared  with  the  methods  util- 
ized in  most  of  Cushing’s  cases,  and  this  fact  should 
be  borne  in  mind  in  determining  the  form  of  therapy 
in  any  individual  case.  One  well-founded  objection 
to  pre-operative  irradiation  is  that  it  is  subjecting  a 
presumed  tumor  to  a destructive  agent  without  his- 
tologic verification — certainly  the  only  intracranial 
surgical  lesion  so  treated.  However,  all  observers 
agree  that,  unless  there  is  definite  visual  impair- 

*Since  this  paper  was  first  written,  Dr.  Francis  Grant  has 

advocated  preliminary  X-ray  therapy  for  all  pituitary 
tumors  with  severe  headache,  even  if  vision  be  seriously 
impaired.  Dr.  Ernest  Sachs  took  exception  to  this  state- 
ment, believing  that  surgery  is  always  indicated  as  a 
primary  procedure  in  these  ca.ses,  when  vision  is  seriously 
impaired.  J.  A.  M.  .4.,  113:1279-84,  September  30,  1939. 
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ment,  irradiation  of  the  pituitary  region  is  certainly 
indicated  if  there  is  an  enlarged  sella  turcica  and 
severe  headache  on  the  assumption  that  a tumor  is 
present.  Certain  pituitary  lesions  are  relieved  by 
roentgen  therapy,  as  in  Cushing’s  syndrome;  others, 
such  as  adolescent  pituitary  dwarfs,  by  hormonal 
therapy;  still  others,  such  as  adult  dwarfs  and  most 
cases  of  Simmonds’  disease,  are  not  effectively  re- 
lieved by  any  known  therapeutic  agent — in  the  pres- 
ent state  of  our  knowledge.  Endocrine  symptoms 
alone  are  never  to  be  considered  as  sufficient  justifi- 
cation for  surgery  even  in  the  presence  of  an  en- 
larged sella;  only  definite  visual  impairment  or 
severe  headache  not  relieved  by  X-ray  therapy  are, 
at  this  time,  considered  adequate  indications  for  op- 
eration. 

Surgery  is  the  only  effective  agent  in  the  manage- 
ment of  craniopharyngiomata  as  they  are  usually 
cystic  and  indifferently  affected  by  roentgen  ther- 
apy. Cushing  has  rightly  emphasized,  however,  that 
even  a partial  extirpation  of  this  lesion  is  one  of  the 
most  hazardous  operations  in  neurological  surgery. 
In  contrast  to  intra-sellar  growths,  the  mortality  is 
high.  The  chief  reasons  for  this  are  two:  (1)  in  the 
process  of  removal,  unavoidable  damage  may  be  done 
to  the  floor  of  the  third  ventricle  (which  adjoins  the 
top  of  the  tumor)  with  only  too  frequent  hyper- 
thermia and  (or)  hypersomnia  and  death;  (2)  in- 
creased intracranial  pressure  is  frequently  present  in 
these  tumors,  as  contrasted  with  the  primary  intra- 
sellar adenomas,  thus  greatly  increasing  the  hazards 
of  the  operation,  especially  as  it  is  a basilar  tumor. 
The  almost  unanimous  opinion  at  the  present  time 
is  that  these  lesions  are  best  treated  by  multiple  tap- 
pings of  the  cholesterinized  fluid  through  one  or  two 
anterior  burr  openings  with  subsequent  X-ray  treat- 
ments in  the  ^ hope  of  destroying  the  secreting  cells. 
Patients  can  frequently  be  carried  along  by  this 
method  for  an  indefinite  period. 

PART  III.  pituitary  ORGANOTHERAPY 

( 1 ) Anterior  lobe  preparations  are  of  only  limited 
success : 

(a)  The  growth  hormone,  known  commercially 
as  antuitrin  G,  produces  beneficial  results  in  adoles- 
cent dwarfs  during  the  growth  period,  but  adult 
pituitary  dwarfs  are  not  sufficiently  stimulated;  a 
more  potent  extract  is  needed. 

(b)  The  sex  or  gonadotropic  hormone  of  the  an- 
terior lobe,  known  commercially  as  antuitrin  S,  is  of 


no  value  in  sex  maturing  a hypogonadal  individual. 
Following  the  discovery  of  prolan  A and  B (an- 
terior pituitary-like  hormone)  in  pregnancy  urine, 
preparations  from  such  urine  have  been  used  in  the 
treatment  of  conditions  supposedly  the  result  of  de- 
ficiency in  the  gonadotropic  hormone.  For  example, 
it  is  undoubtedly  beneficial  in  certain  cases  of  func- 
tional uterine  bleeding  and  remarkable  results  have 
been  obtained  in  some  cases  of  undescended  testicle 
not  due  to  a mechanical  defect.  However,  the  sex 
hormone  of  the  anterior  lobe  is  of  little  or  no  value 
in  endocrinopathic  amenorrhea. 

In  Simmonds’  disease  most  observers  have  ob- 
tained little  improvement  with  anterior  pituitary 
extracts  which  are  apparently  indicated  as  replace- 
ment therapy. 

(c)  Effect  of  Antuitrin  on  Myasthenia  Gravis. — 
The  only  other  condition  in  which  anterior  pituitary 
extracts  have  proved  of  benefit  is,  curiously  enough, 
myasthenia  gravis.  Following  the  favorable  report 
of  Simon^^^®^^  in  1935,  we  administered  antuitrin  h.y- 
podermically  (this  substance  being  an  acid-aqueous 
extract  of  the  anterior  lobe)  in  a case  of  typical 
myasthenia  gravis  with  gratifying  results  so  that  the 
patient  has  now  returned  to  his  full  activity  as  a 
minister,  having  required  no  antuitrin  or  other  ther- 
apy for  more  than  two  years.^^^'^)  This  patient  re- 
sponded only  slightly  to  prostigmine  therapy. 

It  is  known  that  Simmonds’  disease,  pathologically 
characterized  by  invariable  atrophy  of  the  anterior 
pituitary,  has  as  its  most  outstanding  symptom  pro- 
found muscular  weakness.  It  is  at  least  reasonable 
to  assume,  in  certain  favorable  cases  of  myasthenia 
gravis  (also,  like  Simmonds’  disease,  characterized 
by  profound  muscular  weakness  and  also  possibly 
related  to  anterior  pituitary  hypofunction)  that  an- 
tuitrin will  restore  the  patient  to  improved  muscular 
activity  by  supplying  the  absent  or  diminished  hor- 
mone of  the  anterior  pituitary  lobe. 

(2)  Posterior  lobe  preparations,  although  appar- 
ently not  glandular  in  origin — unless  one  accept  the 
belief  that  the  hyaline  bodies  in  the  posterior  lobe 
are  derived  from  the  glandular  pars  intermedia  and 
also  that  these  hyaline  bodies  have  secretory  proper- 
ties— are  on  the  whole,  more  powerful  physiologically 
and  pharmacologically  than  are  the  anterior  lobe 
preparations. 

A.  Pituitrin,  which  is  the  group  name  for  all  pos- 
terior lobe  hormones  combined,  produces  definite 
changes  in  the  cardiovascular  and  urinary  systems 
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and  profoundly  affects  smooth  muscle  contraction 
and  metabolism. 

(1)  and  (2).  Oxytocin  and  Pitressin — both  de- 
rived from  pituitrin,  the  active  posterior  lobe  hor- 
mone— overlap  somewhat  in  physiological  effect. 
Oxytocin,  known  commercially  as  pitocin,  is  used  to 
some  extent  by  obstetricians  to  cause  uterine  contrac- 
tions before  and  during  delivery,  to  aid  in  the 
expulsion  of  the  fetus  or  placenta  and  to  combat 
post-partum  uterine  hemorrhage. 

Pituitrin  and  pitressin,  which  latter  drug  is  also 
known  commercially  as  pitressin,  have  a limited  ef- 
fect in  stimulating  bowel  action  and  allaying  ab- 
dominal distention. 

Pituitrin  raises  the  blood  sugar  by  antagonizing 
insulin  and  therefore  h)T3ophysectomy  should  lower 
the  blood  sugar.  It  is  known  that  removal  of  the 
pituitary  gland  in  a dog  with  hyperglycemia  (as  a 
result  of  previous  partial  pancreatectomy)  causes  a 
dramatic  fall  in  blood  sugar.  One  is  led  to  speculate 
as  to  whether,  sometime  in  the  future,  an  accepted 
treatment  for  diabetes  mellitus  will  be  a partial  h)^o- 
physectomy  (accomplished  surgically  or  by  X-ray 
therapy) . 

Pituitrin  has  anti-diuretic  properties  in  pathologi- 
cal individuals  and  is  used  in  the  treatment  of 
diabetes  insipidus  but  its  action  usually  is  transitory. 
Nasal  sprays  and  snuff  are  utilized  for  this  pur- 
pose. It  has  no  effect  when  the  diabetes  insipidus  is 
due  to  h\"pothalamic  disease  alone. 

It  has  been  aptly  stated  by  the  pharmacologist 
Sollmann^^  that  it  is  remarkable,  in  regard  to  the 
pituitarj"  as  in  the  suprarenal  glands,  that  those  por- 
tions of  these  two  glands  which  are  most  important 
to  life  (suprarenal  cortex  and  the  anterior  pituitary) 
have  the  least  acute  pharmacologic  effects.  The 
suprarenal  medulla  and  the  posterior  pituitary,  from 
which  are  derived  powerful  pharmacologic  sub- 
stances, appear  to-be  of  relatively  minor  importance 
to  the  existence  of  the  organism. 

The  recent  publication  by  Crockett^®  and  the  com- 
ment by  Main^^  are  of  great  value  in  clarifying  our 
views  on  the  endocrine  preparations  now  available 
to  the  profession.  A central  official  clearing  house 
for  the  standardizing  of  these  preparations  is  cer- 
tainly greatly  needed  as  the  present  methods  of  as- 
say of  the  various  pharmaceutical  houses  differ 
widely. 

Conclusions : (In  reference  to  pituitary  glandular 
therapy) : The  pituitary  lags  far  behind  the  out- 


standing success  that  has  been  obtained  with  thyroid 
extract  in  cretinism,  with  insulin  in  diabetes  mel- 
litus and  with  parathyroid  hormone  in  hypopara- 
thyroid  states.  With  regard  to  the  pituitary,  there 
have  been  no  definite  consistent  therapeutic  results 
in  the  treatment  of  pituitary  glandular  deficiencies 
by  means  of  pituitary  extracts,  or,  indeed,  by  any 
known  therapeutic  agent. 

The  value  of  any  pituitary  preparation  in  the 
treatment  of  any  pituitary  deficiency  is  questionable 
except  in  (1)  certain  cases  of  diabetes  insipidus,  (2) 
myasthenia  gravis  (possibly  an  anterior  pituitary 
deficiency  disease  in  part),  (3)  adolescent  pituitary 
dwarfs  who  are  not  under  50  per  cent  of  their  nor- 
mal growth  increment  and  whose  epiphyses  have 
not  yet  united  when  first  treated,  (4)  certain  cases 
of  undescended  testicle  not  due  to  a mechanical  de- 
fect, (5)  an  occasional  case  of  Simmonds’  disease, 
(6)  certain  cases  of  functional  uterine  hemorrhage. 
In  these  six  conditions,  good  results  have  been  ob- 
tained. Oral  administration  of  pituitary  prepara- 
tions (in  the  treatment  of  diseases  characterized  by 
pituitary  deficiency)  is  generally  held  to  be  useless 
and  oral  administration,  in  fact,  of  all  endocrine 
products,  has  been  effective  only  in  the  case  of  the 
thyroid  gland  (cretins),  and  the  adrenal  cortical  hor- 
mone. Then  again,  the  cost  of  repeated  injections  is 
almost  prohibitive  for  many  patients. 

The  development  of  glandular  therapy  is  rather 
hindered  by  premature  enthusiasm  which  is  inclined 
to  dispense  with  adequate  controls  and  often  with 
critical  diagnosis.  This  undue  enthusiasm  may  in- 
terpret psychic  manifestations  as  scientific  effects  of 
the  extracts  administered  and  it  may  depend  more  on 
credulity  based  on  expected  results  rather  than  on 

facts  (Sollmann).^^ 

Some  day,  aided  by  further  investigation  and  de- 
velopment of  pituitary  extracts,  perfection  of  these 
preparations  as  effective  agents  in  combating  the 
devastating  effects  of  pituitary  deficiency  disease  will 
doubtless  be  attained. 
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MEDICAL  ASPECTS  OF  ACUTE  PYELITIS.* 


Nathan  Bloom,  M.D., 

Richmond,  Virginia. 


Acute  pyelitis  was  first  recognized  and  described 
by  Rayer^  in  1837.  Inflammation  in  the  pelvis  of 
the  kidney,  with  its  resulting  clinical  syndrome,  is  a 
very  common  malady  but  unfortunately  very  little 
pathological  material  is  available  to  confirm  our 
clinical  impression  of  a disease  entity.  The  ana- 
tomical structure  of  the  genito-urinary  system  pre- 
vents the  development  of  just  a simple  pyelitis.  The 
adjacent  ureters  or  kidneys  invariably  must  be  in- 
volved in  the  inflammatory  reaction.  However,  from 
a clinical  standpoint  there  are  certain  cases  in  which 
inflammation  of  the  kidney  pelvis  is  a dominating 
factor. 

There  must  be  bacterial  invasion  of  the  genito- 
urinary structures  to  produce  acute  pyelitis.  The 

•Read  at  a meeting  of  the  staff  of  the  Retreat  for  the 
Sick  Hospital  on  March  20,  1939. 


organisms  commonly  found  in  this  disease  are  the 
colon  bacillus,  staphylococci,  streptococci,  and  tu- 
bercle bacilli.  The  finding  of  colon  bacilli  in  the 
urine  is  so  frequent  that  some  observers  consider  this 
organism  part  of  the  normal  flora,  but  under  aseptic 
precautions  and  without  parenteral  infection,  nor- 
mal urine  should  be  sterile. 

The  development  of  a pyelitis  usually  dejiends  on 
a ureteral  obstruction  followed  by  urinary  stasis. 
The  bacterial  organisms  then  reach  this  area  of  the 
genito-urinary  tract  by  ascending  from  the  bladder 
through  the  ureteral  lymphatics  or  invade  the  blood 
stream  and  then  are  carried  through  the  kidneys, 
localizing  in  the  pelves.  Occasionally  the  spread  of 
infection  is  through  the  ureteral  lumen.  This  has 
been  noted  in  tuberculous  infections  of  the  kidneys, 
in  which  the  spread  is  from  the  kidneys  to  the  blad- 
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der  and  then  ascends  through  the  ureteral  lumen  to 
the  opposite  kidney. 

Acute  pyelitis  is  not  confined  to  any  special  group 
of  individuals.  It  may  occur  in  the  infant  or  the 
adult  and  at  times  produces  very  unusual  symptoms 
that  confuse  the  diagnosis.  A typical  case  begins 
with  chills,  high  fever,  pain  in  the  costo-vertebral 
angles,  the  loins,  or  the  lower  quadrants  of  the  ab- 
domen. The  urine  invariably  contains  much  pus, 
bacteria,  albumin,  and  at  times  red  blood  cells. 
Frequency  of  urination  with  tenesmus  is  not  un- 
common. None  of  these  clinical  phenomena  in 
themselves  are  characteristic  of  pyelitis,  but  the 
combination  of  chills,  fever,  and  pyuria,  leads  us  to 
the  consideration  of  this  malady. 

There  are  many  other  acute  infectious  abdominal 
conditions  which  may  simulate  acute  pyelitis.  Acute 
appendicitis  will  very  frequently  be  associated  with 
chills,  fever,  and  loin  pain.  Pyuria  may  be  present 
if  the  appendix  is  in  close  proximity  with  the  ureter; 
this  is  not  unusual  in  the  retro-cecal  type  of  ap- 
pendix. Acute  cholecystitis  may  begin  with  chills, 
fever,  and  abdominal  pain,  but  the  pain  radiation  is 
posterior  and  upwards  towards  the  right  scapula. 
Jaundice  is  usually  present  and  pyuria  should  be 
absent.  In  children  early  lobar  pneumonia  will  be- 
gin with  abdominal  pain  and  not  infrequently  the 
urine  may  contain  pus.  A careful  chest  examination 
should  reveal  the  underlying  pathology.  Abdominal 
pain  with  chills  and  fever  may  occur  in  liver  abscess. 
The  pain  is  usually  more  anterior  and  higher  in  the 
abdomen  than  in  pyelitis.  Jaundice  may  be  present 
but  pyuria  should  be  absent.  Sub-diaphragmatic 
abscess  is  frequently  confused  with  acute  pyelitis; 
a distinguishing  feature  in  this  condition  is  shoulder 
top  pain.  Peri-renal  abscess  may  develop  all  of  the 
phenomena  w'e  find  in  pyelitis  but  usually  the  pain 
is  well  localized  over  the  affected  kidney  and  at 
times  definite  fluctuation  may  be  demonstrated  in 
this  area. 

When  confronted  with  a suspected  case  of  acute 
pyelitis  an  attempt  should  be  made  to  determine  the 
causative  organi.sm.  Obviously  the  finding  of  tu- 
bercle bacilli  in  the  urine  tends  toward  a more 
serious  prognosis  than  if  the  condition  were  due  to 
a B.  coli  or  staphylococcus  infection.  It  is  also  nec- 
essary to  determine  the  degree  of  functional  impair- 
ment to  the  kidneys.  If  there  is  an  acute  obstruction 
to  both  ureters  the  case  may  present  a picture  of 
uremia.  Fortunately  this  is  an  infrequent  occurrence 


but  severe  renal  impairment  is  possible  and  an  at- 
tempt should  be  made  to  determine  the  degree  of 
renal  insufficiency. 

There  are  many  simple  kidney  function  tests. 
The  phenolsulphonephthalein  test  is  based  on  the 
ability  of  the  kidneys  to  excrete  this  dye.  The  test 
has  no  value  in  the  presence  of  large  amounts  of 
gross  blood.  After  intravenous  injection  of  the  dye, 
the  urine  is  collected  at  the  end  of  fifteen,  thirty, 
sixty,  and  120  minutes.  At  least  25  per  cent  of  the 
dye  should  be  excreted  within  thirty  minutes  in  nor- 
mal individuals.  A marked  decrease  in  the  amount 
of  dye  excreted  means  either  obstruction  or  severe 
renal  damage.  The  non-protein  nitrogen  of  the 
blood  should  also  be  determined;  usually  in  acute 
pyelitis  if  dehydration  is  not  too  severe,  the  non- 
protein nitrogen  should  remain  within  normal  limits. 
One  of  the  most  important  kidney  function  tests  is 
the  concentration  test.  It  is  based  on  the  fact  that 
normal  kidneys  will  vary  in  their  excretory  ability 
during  twenty-four  hours.  The  method  is  to  allow 
the  patient  fluids  up  to  6 P.  M.  during  the  day,  col- 
lecting the  urine  at  two-hour  intervals.  No  fluids 
are  allowed  after  6 P.  M.  and  all  of  the  urine  from 
that  time  until  the  following  morning  is  collected  as 
one  specimen.  Normally  the  night  urine  should  be 
less  than  the  day  urine  and  its  specific  gravity 
should  be  above  1.018.  The  finding  of  an  increase 
in  nocturnal  urine  output  above  500  cc.,  with  a low 
maximal  specific  gravity  of  1.016  or  less,  means 
severe  kidney  damage.  A fixation  of  the  specific 
gravity  with  less  than  two  to  four  points  difference 
in  specimens  and  a range  below  1.016  also  signifies 
severe  impairment  in  kidney  function.  If  after  per- 
forming these  various  procedures  it  is  noted  that 
there  is  evidence  of  kidney  damage,  it  might  be  un- 
wise to  carry  out  any  instrumental  procedures  ex- 
cept with  extreme  caution. 

Genito-urinary  complications  are  usually  the  rule 
rather  than  the  exception  in  acute  pyelitis.  It  is  not 
unusual  to  have  ureteral  stricture,  renal  calculi, 
tumors,  or  congenital  anomalies,  associated  with  the 
inflammatory  process.  Much  interest  has  recently 
been  placed  on  hypertension  as  a complication  in 
renal  infections.  The  possibility  of  an  association 
between  kidney  infections  and  hypertension  had  not 
been  considered  until  the  recent  work  of  Goldblatt'"^ 
on  the  production  of  hypertension  in  dogs.  This 
definitely  revived  the  idea  that  in  some  cases  hyper- 
tension affecting  human  beings  might  be  cau.sed  pri- 
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marily  by  renal  infection,  particularly  if  the  arterial 
supply  to  the  kidneys  was  damaged.  Longcope®  re- 
cently discussed  the  relationship  between  chronic 
bilateral  pyelonephritis  and  hypertension.  He  found 
that  definite  hypertension  occurred  in  50  per  cent  of 
twenty-two  cases  of  pyelonephritis.  Butler^  reported 
on  a series  of  six  children  who  had  chronic  pyelo- 
nephritis associated  with  hypertension  and  in  two 
of  these  cases  in  which  the  pyelonephritis  was  uni- 
lateral, nephrectomy  was  performed  and  the  blood 
pressure  returned  to  normal.  Barker^  recently  re- 
ported a case  of  unilateral,  chronic,  atrophic  pye- 
lonephritis in  an  adult;  the  hypertension  developed 
after  the  chronic  pyelonephritis  and  the  patient’s 
blood  pressure  returned  to  normal  following  the  re- 
moval of  the  infected  kidney.  This  does  not  mean 
that  hypertension  is  a frequent  complication  of  acute 
pyelitis  but  the  possibility  of  sufficient  renal  damage 
with  later  development  of  hypertension  should  not 
be  overlooked. 

It  is  believed  that  most  of  the  cases  of  acute 


pyelitis  usually  subside  very  promptly  after  routine 
treatment,  but  we  should  always  be  on  the  alert  for 
the  various  complications  that  may  occur,  changing 
a very  simple  malady  into  a very  serious  and  some- 
times fatal  disease. 

Bibliography 

1.  Rayer;  Abt.  Pediatrics,  p.  914,  Saunders,  1924. 

2.  Goldblatt,  Harry:  Studies  on  Experimental  Hyper- 

tension V.  The  Pathologenesis  of  Experimental 
Hypertension  Due  to  Renal  Ischemia.  Ann.  Int. 
Med.,  2:69-103,  July,  1937. 

3.  Longcope,  W.  T. : Chronic  Bilateral  Pyelonephritis: 

Its  Origin  and  Its  Association  with  Hypertension. 
Ann.  Int.  Med.,  2:149-163,  July,  1937. 

4.  Butler,  A.  M. :.  Chronic  Pyelonephritis  and  Arterial 

Hypertension.  Jour.  Clin.  Investigation,  16:889-897, 
November,  1937. 

5.  Barker,  N.  W. : Hypertension  Associated  with  Uni- 

lateral Chronic  Atrophic  Pyelonephritis:  Treatment 
by  Nephrectomy.  Proceedings  of  the  Staff  Meetings 
of  the  Mayo  Clinic,  Vol.  13,  p.  118,  February  23, 
1938. 

1006  West  Franklin  Street. 


THE  TREATMENT  OF  PYELITIS. 


Charles  M.  Nelson,  M.D., 

Richmond,  Virginia. 


Pyelitis,  for  the  purpose  of  this  discussion,  may  be 
arbitrarily  divided  into  two  types,  simple  and  com- 
plicated. By  simple  pyelitis  I mean,  and  I think 
this  is  the  usual  concept,  a superficial  acute  inflam- 
mation involving  the  mucosa  of  the  renal  pelvis,  the 
tip  of  the  renal  papilla  and  a varying  proportion  of 
the  lower  urinary  tract.  By  complicated  pyelitis  I 
mean  that  there  is  either  some  pre-existing  condi- 
tion in  the  urinary  tract  which  exaggerates  and  pro- 
longs the  disease,  or  the  disease  spreads  from  its 
initial  site  at  the  tip  of  the  papilla  up  along  the 
lymphatics  and  blood  vessels  of  the  kidney  to  in- 
volve in  an  acute  process  all  of  the  interstitial  renal 
elements,  to  eventuate  usually  in  the  production  of 
multiple  abcesses  throughout  the  kidney  substance — 
the  so-called  pyelonephritis. 

The  primary  regard  in  the  treatment  of  simple 
pyelitis  must  be  for  the  comfort  of  the  patient,  and 
for  this  reason  therapy  must  be  at  first  directed  to- 
ward the  relief  of  the  bladder  symptoms  which  are 
so  frequently  the  low  companions  of  the  more  highly 
placed  infection.  To  this  effect,  alkalinization  by 


means  of  sodium  bicarbonate  and  fruit  juices  to- 
gether with  a mixture  of  tinctures  of  belladonna, 
hyoscyamus  and  opium  are  of  value.  In  the  female, 
daily  bladder  irrigations  with  boric  acid  or  some 
similar  mild  solution  serve  the  purpose  of  cleansing 
the  bladder  and  of  allowing  one  to  determine  the 
presence  or  absence  of  residual  urine.  Residual 
urine  in  the  female  bladder,  particularly  following 
pelvic  operations  or  parturition,^  is  more  common 
than  generally  supposed  and  will  act  as  a reservoir 
of  infection.  After  irrigation  an  ounce  of  10  per 
cent  neo-silvol,  1 per  cent  aqueous  mercurochrome, 
1/4  per  cent  protargol  or  some  similar  preparation 
may  be  left  in  the  bladder.  If  frequency  and  burn- 
ing are  extreme,  one  ounce  of  benzocaine  4 per  cent 
in  olive  oil,^  a fairly  powerful  anesthetic,  may  be  in- 
stilled instead  of  the  antiseptic  solution.'  During  the 
acute  stage  of  the  disease  either  water  by  mouth,  or 
normal  saline,  or  a 5 per  cent  solution  of  glucose 
parenterally  is  more  to  be  desired  than  drugs.  The 
fluid  intake  at  this  time  should  probably  not  be  less 
than  5,000  c.c.,  and  the  output,  certainly  after  the 
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second  day  of  treatment,  should  be  correspondingly 
high. 

The  administration  of  drugs  at  the  present  time 
is  predicated  on  a knowledge  of  the  infecting  or- 
ganism; We  have  at  our  disposal  at  least  three 
effective  drugs  for  this  purpose — sulfanilamide, 
mandelic  acid  and  neo-arsphenamine — each  of  which 
has  a definite  place  in  the  therapy  of  the  disease, 
that  place  depending  on  the  bacterial  agent.  Man- 
delic acid  is  of  little  value  in  infections  caused  by 
organisms  other  than  the  colon  group  and  streptococ- 
cus fecalis.  Sulfanilamide  has  its  greatest  use  in 
coccal  infections  and  those  due  to  the  proteus  group, 
although  it  will  attack  E.  coli,  while  neo-salvarsan 
is  rarely  used  in  other  than  the  staphylococcus  in- 
fections. It  is  a simple  matter  to  determine  the  type 
of  organism — a carefully  stained  smear  of  the  sedi- 
ment from  a centrifuged  catheterized  specimen  will 
usually  enable  one  to  determine  its  morphology,  al- 
though definite  identification  may  require  repeated 
cultures  which,  as  we  all  know,  is  a time  consuming 
procedure.  Fortunately,  in  the  majority  of  cases  the 
morphology  of  the  organism,  whether  it  is  a bacillus, 
or  staphylo-  or  streptococcus  is  all  that  need  be 
known  to  initiate  treatment. 

For  the  patient  with  uncomplicated  pyelitis,  then, 
we  can  plan  a regime  somewhat  similar  to  the  fol- 
lowing: 

1.  Restoration  of  fluid  balance. 

2.  Treatment  of  bladder  symptoms. 

3.  Drug  therapy. 

a.  If  the  organism  is  a bacillary  form  the  pa- 
tient should  be  given  ammonium  chloride  in  suffi- 
cient dosage  to  produce  a urinary  pH  of  5.2  or  less 
which  is  usually  accomplished  by  the  administra- 
tion of  fifteen  grains  t.i.d.  After  the  pH  is  5.2  or 
less,  mandelic  acid  is  given  in  doses  of  180  to  200 
grains  a day  divided  into  four  daily  doses.  We 
usually  prescribe  one-half  ounce  of  the  elixir  of  man- 
dechlor  four  times  a day  as  being  the  least  expen- 
sive of  the  various  preparations  available.  In  a series 
of  cases  recently  studied  at  the  Medical  College  of 
Virginia®  this  regime  proved  entirely  satisfactory  in 
the  colon  bacillus  group. 

b.  If  the  organism  present  is  a coccus,  especially  a 
streptococcus,  or  if  it  splits  urea  as  determined  by 
an  alkaline  reaction  and  the  odor  of  the  urine,  we 
usually  prescribe  sulfanilamide  in  fifteen-grain  doses 
four  times  daily  for  three  days.  If,  by  that  time, 
the  urine  has  not  markedly  improved  we  are  of  the 


opinion  there  is  little  to  be  gained  by  continuing  the 
drug,  since  in  all  probability  the  organism  present 
is  sulfanilamide  resistant.  Of  the  two  drugs,  the 
latter  is  definitely  more  valuable,  not  only  becau.se 
it  attacks  more  types  of  organisms,  but  also  because 
there  is  not  the  same  necessity  for  limiting  fluids 
and  acidifying  the  urine,  both  of  which  procedures 
are  not  without  danger  during  the  acute  phase  of  the 
disease. 

c.  If  the  organism  present  is  a staphylococcus, 
neo-arsphenamine  is  said  to  be  the  drug  of  highest 
therapeutic  efficiency.  Most  urologists  have  seen  the 
apparent  complete  abortion  of  an  acute  pyelitis  fol- 
lowing administration  of  the  drug  and  have  seen 
this  effect  often  enough  to  be  convinced  of  its  value 
as  a therapeutic  agent.  It  is  impossible  to  see  a 
very  ill  patient  running  a septic  temperature  receive 
a drug  and  never  thereafter  during  hospitalization 
run  any  fever  without  being  of  the  opinion  that  the 
drug  was  of  some  benefit.  Of  course,  this  hoped-for 
result  is  all  too  rarely  the  case,  but  it  occurs  suffi- 
ciently often  to  make  it  worth  while  to  give  the  drug 
a trial.  Like  sulfanilamide  it  can  be  administered 
during  the  acute  stage.  It  may  be  repeated  as  often 
as  every  other  day  for  three  doses. 

The  other  drugs,  caprokol,  hexamethylenamin, 
serenium,  pyridium,  et  cetera,  can  not  compare  in 
therapeutic  potency  with  any  of  the  three  above  men- 
tioned and  are  not  at  the  present  time  indicated  in 
the  treatment  of  this  disease. 

From  these  brief  remarks  it  can  be  seen  that  there 
is  no  special  knowledge  nor  is  there  any  special 
procedure  required  in  the  treatment  of  simple  pye- 
litis. Once  assured  of  the  diagnosis,  the  treatment  is 
entirely  medical.  Certain  of  these  cases,  however, 
and,  it  must  be  confessed,  a fairly  large  percentage, 
fail  to  improve  as  rapidly  as  could  be  desired;  others, 
while  symptomatically  improved,  persist  in  showing 
pus  and  occasionally  a few  red  blood  cells  in  the 
urine.  A third  group,  apparently  free  of  any  infec- 
tion on  discharge,  show  frequent  recurrences  or 
exacerbations.  All  three  of  these  groups  require 
further  study  and  usually  other  methods  of  treatment 
than  those  outlined  above. 

The  first  group — those  who  run  a septic  tempera- 
ture more  than  five  to  six  days  after  onset  of  symp- 
toms— exercise  the  ingenuity  of  the  physician  more 
than  any  other  type  of  case.  There  are  usually  two 
possible  explanations  for  this  therapeutic  failure, 
the  first  being  that  there  is  inadequate  drainage  of 
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the  kidney  from  whatever  cause — stone,  stricture, 
bladder  neck  obstruction — or  the  disease  has  spread 
throughout  the  renal  parenchyma  with  the  production 
of  an  acute  pyelonephritis.  With  the  latter  compli- 
cation the  patient  is  dangerously  ill  and  its  presence 
or  absence  should  be  determined  at  as  early  a date 
as  possible.  The  means  of  determining  this  are: 
First,  rule  out  a residual  urine  by  passing  a ureteral 
catheter  to  the  pelvis  of  the  kidney  and  finding  out 
whether  or  not  it  is  empty.  If  retained  urine  is  found 
the  catheter  should  be  left  in  place  and  the  pelvis 
kept  as  empty  as  possible,  no  other  procedure  being 
carried  out  until  the  patient’s  temperature  has  sub- 
sided. If,  however,  there  is;  no  residual  urine  in  the 
kidney  pelvis  and  it  is  observed  that  the  disease  is 
progressing  as  evidenced  usually  by  the  septic  tem- 
perature, a rapidly  falling  hemoglobin  and  a de- 
crease in  the  patient’s  P.  S.  P.  output,  we  are  faced 
by  the  most  difficult  problem  in  urological  surgery. 
Drug  therapy,  especially  sulfanilamide,  should  be 
pushed,  and  0.3  gram  of  neo-salvarsan  may  be  given 
while  the  sulfanilamide  is  being  administered.  These 
patients  invariably  show  a marked  decrease  in  their 
renal  output  and  almost  invariably  a severe  acidosis. 
The  COo  combining  power  should  be  checked  fre- 
quently and  alkalies  administered,  as  indicated, 
either  by  mouth  in  the  form  of  sodium  bicarbonate 
or  parenterally  in  the  form  of  sodium  lactate.'*  If 
there  is  still  no  improvement  and  the  patient’s  con- 
dition remains  critical,  recourse  may  be  had  to  the 
intravenous  administration  of  mercurochrome  1 per 
cent  in  aqueous  solution. “ This  drug  has  fallen  into 
disrepute  because  of  the  large  doses  originally  given 
which  produced  violent  reactions — amounting  in 
some  cases  to  death.  Nevertheless,  it  has  been  shown 
and  I myself  have  seen  that,  with  this  type  of  in- 
fection, the  drug  is  a therapeutic  agent  second  to 
none  and  I should  not  hesitate  to  use  it  in  cases  in 
which  other  measures  are  obviously  failing  to  avert 
a lethal  exit.  The  dosage  at  present  is  based  on  the 
body  weight  of  the  patient.®  A convenient  rule-of- 
thumb  in  arriving  at  the  dose  is  to  divide  the  weight 
of  the  patient  in  pounds  by  the  constant  figure  8.8. 
The  quotient  obtained  represents  the  number  of  c.c. 
of  1 per  cent  solution  required  to  deliver  2.5  mgm. 
per  kilo  of  body  weight. 

The  second  group — those  patients  who  improve 
symptomatically,  but  whose  urine  fails  to  clear  up — 


should  have  the  advantage  of  a thorough  urological 
examination.  The  source  of  this  persistent  pus  and 
blood  should  be  determined  and  appropriate  treat- 
ment instituted.  The  commonest  cause  of  this  per- 
sistence is  inadequate  drainage  somewhere  along  the 
course  of  the  urinary  tract — bladder  residual,  stric- 
ture or  stone  in  the  ureter,  or  aberrant  renal  vessels, 
causing  residual  in  the  renal  pelvis.  The  examina- 
tion should  include  cystoscopy  and  pyelography. 
This  procedure  is  preferable  to  intravenous  urog- 
raphy since  the  majority  of  these  patients  require 
cystoscopic  treatment  of  some  kind  and  diagnosis 
and  treatment  can  be  combined  in  the  one  procedure. 
Treatment,  of  course,  is  aimed  at  the  relief  of  ob- 
struction, either  by  dilatation  of  the  ureter  or  re- 
moval of  calculi  present.  The  possibility  of  stricture 
of  the  female  urethra  should  not  be  overlooked. 
Foci  of  infection  should  be  eliminated. 

The  third  group — those  prone  to  frequent  exacer- 
bations— also  should  have  a careful  cystoscopic  and 
X-ray  examination.  In  addition  to  this,  a very  thor- 
ough search  for  foci  of  infection  should  be  insti- 
tuted. Tonsils,  teeth,  sinuses,  and  the  cervix  should 
be  examined  carefully  and,  if  infected,  treated  vigor- 
ously. 

In  closing,  there  is  one  point  I should  like  to 
emphasize;  Whatever  the  treatment  necessary  for 
these  patients,  they  should  be  followed  until  the 
urine  becomes  and  remains  free  of  infection.  The 
time  to  effect  a cure  of  pyelitis  is  at  the  time  of  the 
first  attack.  Every  means  should  be  exhausted  be- 
fore condemning  the  patient  to  a life  of  persistent  in- 
fection with  its  frequent  flare-ups  and  increased  in- 
cidence of  stone  formation. 
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INCIDENCE  OF  CERVICAL  PAIN  ASSOCIATED  WITH  RENAL 
OR  URETERAL  CALCULI. 
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It  has  been  observed  by  us  that  cervical  pain  was 
associated  with  renal  or  ureteral  calculi.  In  these 
cases  no  further  signs  or  sjTnptoms  about  the  head  or 
neck  have  been  elicited  either  by  histor}'  or  physical 
examination.  Therefore,  this  clinical  entity  appar- 
ently was  not  confused  by  the  addition  of  other  com- 
plaints. 

The  purpose  of  this  paper  is  to  discuss  this  cervi- 
cal pain  syndrome  which  has  been  in  some  cases  of 
such  severity  that  the  original  complaint  of  renal 
or  ureteral  calculus  was  almost  completely  over- 
shadowed. Although  this  clinical  picture  may  be 
well  known,  we  offer  this  emphasis  because  of  its 
evident  absence  in  medical  literature  and  its  appar- 
ent neglect  in  medical  teaching. 

Our  recent  experience  is  the  more  pointed  because 
the  consecutive  cases  presenting  this  picture  were 
of  such  severity  that  we  believed  it  necessary  to  look 
back  on  past  case  records  to  see  whether  it  had  been 
obtained  in  either  the  history  or  elicited  in  the  physi- 
cal findings  or  stated  in  the  progress  of  the  patients. 
In  this  we  were  unsuccessful.  Consequently,  we  are 
of  the  opinion  that  it  merits  an  attempt  to  clarify 
this  intriguing  diagnostic  problem.  This  is  further 
narrowed  in  that  pyelitis  or  pyelonephritis,  although 
presenting  pain  in  the  kidney  areas,  is  not  accom- 
panied in  any  of  our  cases  by  cervical  pain.  The 
problem  then  resolves  itself  definitely  to  a discussion 
of  neurological  anatomy  and  physiology  of  the  kid- 
neys and  ureters. 

The  sympathetic  system  is  widely  distributed  over 
the  body,  especially  in  the  head  and  neck  and  in  the 
thoracic  and  abdominal  cavities.  The  sympathetic 
trunks  are  two  nerve  cords  which  extend  vertically 
through  the  neck,  thorax,  and  abdomen,  one  on  each 
side  of  the  vertebral  column.  In  the  abdomen  the 
sympathetic  trunk  gives  off  branches  which  enter 
into  the  formation  of  nerve  plexuses.  These  lie  in 
front  of  the  aorta  and  surround  the  origins  of  the 


larger  arteries  to  the  alimentarj’  canal.  We  are 
mainly  interested  in  the  aorticorenal  ganglia. 

The  lateral  ganglia  of  the  sympathetic  chain  are 
connected  with  all  the  spinal  nerves,  just  after  they 
have  given  off  their  posterior  divisions,  by  means  of 
the  rami  communicantes  which  are  of  two  kinds, 
white  and  grey.  The  white  rami  are  formed  by  fibers 
which  have  their  origin  in  the  spinal  cord;  whereas, 
the  grey  rami  represent  fibers  which,  arising  in  the 
sympathetic  ganglia,  run  back  to  join  the  spinal 
nerves.  The  visceral  outflow  represented  by  the  white 
rami  is  limited  to  a distinct  region  of  the  cord,  viz., 
from  the  first  thoracic  to  the  third  or  fourth  lumbar 
nerve  roots;  whereas,  the  grey  rami  pass  from  the 
sympathetic  to  all  spinal  nerve  roots. 

As  we  are  dealing  primarily  with  the  kidneys  and 
ureters,  we  are  interested  in  the  subdivision  of  the 
sympathetic  system  known  as  the  aorticorenal  ganglia. 
Pain  cannot  be  produced  by  pinching  or  cutting  the 
thoracic  viscera.  Acute  visceral  pain  is  caused  by 
disease  as  in  a renal  calculus  or  in  the  passage  of 
such  along  the  ureter.  The  attempt  to  pass  a renal 
calculus  or  the  passage  of  this  calculus  down  the  re- 
spective ureter  initiates  visceral  reflexes  which  are 
conducted  to  the  sympathetic  trunks  by  the  grey  rami, 
and  thence  cephalad  to  the  cervical  ganglia,  thus 
producing  the  clinical  picture  of  cervical  pain.  .\n 
additional  physiological  factor  is  now  introduced. 
This  stimulation  of  the  sympathetic  system  results 
in  an  increased  outflow  of  adrenalin  which  is  sym- 
pathicomimetic  in  its  action  and  serves  to  augment 
the  pre-existing  physiological  condition. 

Fifteen  consecutive  cases  with  positive  roentgeno- 
gram findings  of  renal  or  ureteral  calculi  have  come 
under  our  observation.  Fourteen  or  93  per  cent,  of 
these  simultaneously  complained  of  either  pain  in 
the  kidney  region  or  pain  radiating  down  to  the  groin, 
along  with  severe  cervical  pain.  At  first  this  com- 
plaint seemed  incongruous  with  the  positive  X-ray 
findings.  The  usual  remedies  such  as  acetylsalicylic 
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acid  and  the  removal  of  the  pillow  failed  to  alleviate 
the  existing  condition.  Morphine  and  atropine  sul- 
phate temporarily  rendered  them  free  of  both  renal, 
ureteral,  and  neck  pain.  As  soon  as  the  effect  of  the 
drugs  became  lessened,  the  original  complaints  were 
registered  again.  Complete  relief  of  renal  or  ureteral 


pain  was  in  all  cases  associated  with  the  disappear- 
ance of  cervical  pain. 

Although  this  series  is  quite  small,  the  high  per- 
centage of  positive  cervical  pain  complaints  justifies 
what  we  believe  to  be  an  important  factor  in  the 
symptomatology  of  renal  or  ureteral  calculi. 


THE  FEMALE  CLIMACTERIC.* 


E.  C.  Hamblen,  M.D., 

Durham,  North  Carolina. 


The  natural  span  of  life  is  characterized  by  three 
main  phases;  a period  of  growth  and  development, 
one  of  florescence  and  maturity,  and  one  of  old  age. 
The  climacteric,  of  which  the  menopause  or  cessation 
of  menstruation  is  but  an  isolated  event,  represents 
a transition  characterized  by  the  loss  of  the  povrer 
of  propagation,  by  a decline  in  the  sexual  functions 
and  a regression  of  the  sexual  organs,  and  by  the 
beginning  of  somatic  senility.  The  climateric  woman 
is  not  necessarily  an  old  woman,  but  a mature  woman 
who  has  begun  to  age.  It  seems  unnecessary  to  state 
that  the  climacteric  is  a physiological  phase  of  the 
process  of  aging,  yet  much  that  has  been  written  in 
recent  years  upon  this  subject  may  lead  one  to  regard 
this  process  as  fundamentally  a pathological  one.  If 
this  be  true,  then,  as  Richter  has  noted,  life  itself 
has  indeed  become  a disease. 

Cause:  The  fundamental  cause  of  the  climacteric 
is  the  development  of  a refractivity  of  the  ovaries  to 
regulatory  influences  of  the  pituitary.  A delicately 
coordinated  integration  of  function  of  ovaries  and  of 
pituitary  characterizes  the  gynecic  physiology  of  ma- 
turity. The  anterior  lobe  of  the  pituitary  exerts  cer- 
tain gonadotropic  influences  which  are  manifest 
fundamentally  by  stimulation  of  the  graafian  fol- 
licles, the  induction  of  ovulation  and  the  formation 
and  persistence  of  corpora’ lutea.  These  characteris- 
tic cyclic  phenomena  of  the  ovaries  are  attended  by 
quantitative  and  qualitative  alterations  in  secretory 
activity.  Two  ovarian  hormones,  one  of  which  pos- 
sesses estrogenic  properties  and  the  other  of  which 
produces  progestational  changes  are  well  known 
chemically  and  pharmacologically.  Fluctuations  in 

*From  the  Endocrine  Division  of  the  Department  of 
Obstetrics  and  Gynecology,  Duke  University  School  of 
Medicine  and  Hospital. 

Read  as  a part  of  a Seminar  on  Endocrinology  held 
at  the  King’s  Mountain  Memorial  Hospital,  Bristol,  Va.- 
Tenn.,  June  30,  1939. 


the  concentrations  of  these  hormones  in  the  tissues 
and  fluids  of  the  body  condition  or  regulate  the 
gonadotropic  function  of  the  pituitary.  The  syner- 
gistic and  antagonistic  relationships  between  the  two 
ovarian  hormones  and  the  two  gonadotropic  influ- 
ences of  the  pituitary  constitute  the  labile,  dynamic, 
and  ever  changing  hormonal  system  of  the  menstrual 
cycle. 

Watson,  Smith  and  Kurzrok^  have  supplied  clini- 
cal proof  that  the  ovaries  of  climacteric  women  are 
refractive  to  the  gonadotropic  influences  of  the  pitui- 
tary. They  have  observed  that  injections  of  gonado- 
tropic extracts  prepared  from  the  serum  of  the  preg- 
nant mares  (containing  gonadotropes  similar  to,  if 
not  identical  with,  those  of  the  pituitary-)  were  fol- 
lowed by  the  formation  of  multiple  cysts  in  the 
ovaries  of  women  during  the  third  decade  of  life, 
but  they  failed  to  observe  similar  responses  in  the 
ovaries  of  women  in. the  fourth  decade  or  older.  At 
times  they  observed  a unilateral  refractivity,  one 
ovary  responding  and  the  other  ovary  showdng  no 
alteration. 

It  seems  logical  to  assume  then  that  beginning 
senility  of  the  ovaries  results  in  a failure  to  carry 
on  their  normal  gametokinetic  and  endocrine  func- 
tions because  of  an  inability  to  respond  adequately  to 
the  gonadotropic  influences.  The  first  grade  of 
ovarian  failure  is  characterized  by  the  non-occurrence 
of  ovulation  and  the  loss,  as  a result,  of  the  progesta- 
tional phase  of  the  cycle.  Post-ovulational  corpora 
lutea  cease  to  occur  and  the  elaboration  of  proges- 
terone ceases.  The  ovarian  cycle,  therefore,  becomes 
uniphasic  rather  than  biphasic.  Estrogens  may  con- 
tinue to  be  excreted  for  a while  in  essentially  normal 
amounts,  or  perhaps  in  even  larger  amounts  than 
normal.  Cyclic  or  acyclic  estrogenic  bleeding  may 
continue  in  normal,  scanty,  or  excessive  amounts  up 
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until  actual  menopause.  Menopause  itself  occurs 
when  estrogenic  levels  become  critically  low  and 
cease  to  be  characterized  by  significant  fluctuations. 

H ormonology : The  changes  just  described  initi- 
ate the  hormonal  alterations  characteristic  of  the 
climacteric.  More  profound  and  general  alterations 
follow. 

From  the  time  that  sexual  maturity  was  attained, 
until  such  time  that  the  climacteric  alterations  be- 
gin, the  function  of  the  anterior  pituitary  is  regu- 
lated both  qualitatively  and  quantitatively  by  in- 
fluences exerted  by  the  ovarian  hormones.  In  a way, 
the  ovaries  may  be  regarded  as  “governors”  of  the 
pituitary.  When,  due  to  senility,  ovulation  and  the 
formation  of  corpora  lutea  cease  to  occur,  the  gona- 
dotropic influences  of  the  pituitary  become  funda- 
mentally uniphasic  ones  characterized  by  follicle 
stimulation.  As  ovarian  failure  becomes  more  marked 
and  the  follicular  apparatus  becomes  less  receptive 
to  these  influences,  the  pituitary,  as  if  to  overcome 
this  refractivity,  secretes  increasing  amounts  of  these 
follicle  stimulating  principles  with  the  result  that 
there  arises  a secondar}'  and  compensatory  hyper- 
function of  the  pituitary.  This  over  activity  of  the 
pituitary,  while  fundamentally  concerned  with  gona- 
dotropic functions,  doubtlessly  involves  to  a varying 
degree  the  other  tropic  influences  of  the  pituitary, 
particularly  the  adrenotropic  and  thyrotropic  ones. 

Investigation  of  the  hormonal  content  of  body 
fluids,  particularly  that  of  the  urine,  bears  testimony 
to  these  aberrations  in  the  endocrine  system.  Sodium 
pregnanediol  glucuronide  (metabolic  excretionary 
product  of  progesterone)  either  ceases  to  appear  in 
the  urine  or  occurs  there  in  very  small  amounts. 
Total  urinary  estrogens  decrease  gradually  but  small 
amounts  of  these  may  be  found  for  some  years  in  the 
urine.  As  the  urinary  estrogens  decrease  gonado- 
tropes  appear  in  the  urine  and  increase  pari  passu 
with  further  decreases  in  estrogens.  Positive  gonado- 
tropuria  may  occur  for  years  after  the  menopause. 

In  a certain  number  of  patients  signs  of  hyper- 
thyroidism may  appear.  Since  these  signs  and  symp- 
toms are  not  strikingly  different  from  those  commonly 
considered  characteristic  of  the  climacteric  under 
certain  conditions,  the  involvement  of  the  thyroid 
may  be  overlooked.  Climacteric  hyperthyroidism  is 
thought  to  occur  in  those  women  whose  thyroids  are 
unduly  sensitive  to  the  secondary  increase  in  the  thy- 
rotropic activity  of  the  pituitary. 

Some  workers  have  emphasized  alterations  in 


adrenal  function  during  the  climacteric.  Some  evi- 
dence has  been  submitted  that  increased  activity  of 
the  adrenal  medulla  occurs.  Many  of  the  symptoms 
and  signs  which  climacteric  women  have  are  not 
unlike  those  produced  by  large  doses  of  epinephrine. 
It  is  difficult,  however,  to  relate  a hypermedullary 
state  to  the  compensatory  hyperfunction  of  the  pitui- 
tary, for  no  direct  hormonal  associations  have  been 
established  between  the  adrenal  medulla  and  the 
pituitary.  Alterations  in  the  function  of  the  medulla, 
when  they  occur  at  this  time,  probably  are  due  to 
neurogenic  factors. 

Recently  our  group^  has  suggested  the  occurrence 
of  important  alterations  in  the  function  of  the  ad- 
renal cortex  during  the  climacteric  and  has  attri- 
buted to  the  adrenal  cortex  an  important  role  in  the 
ultimate  stabilization  of  the  endocrine  system  at  this 
time  which  results  in  the  advancement  of  sexual 
regression  and  of  aging.  Many  workers  in  the  past 
three  or  four  years  have  verified  the  fact  that  normal 
women  excrete  androgenic  principles  in  amounts 
comparable  to  those  excreted  by  normal  males.  When 
these  reports  first  appeared,  many  biologists  ac- 
cepted them  with  considerable  hesitancy  for  it  had 
been  felt  that  sex  was  more  clearly  delineated  as 
regarded  endocrine  function.  In  fact,  it  had  been 
supposed  that  various  sexual  inversions  might  be  ex- 
plainable upon  just  such  endocrine  grounds.  It  is 
now  recognized,  however,  that  normal  males  and  nor- 
mal females  excrete  both  estrogenic  and  androgenic 
hormones. 

At  first  it  was  assumed  that  these  androgens  in  the 
female  were  formed  in  the  ovary.  Our  group,  how- 
ever, has  shown  conclusively  that  little  change  occurs 
in  the  urinary  values  for  androgens  after  bilateral 
oophorectomy.  Other  workers  have  made  similar  ob- 
servations. Because  of  this  fact  and  because  of  the 
fact  that  the  most  significant  quantitative  changes  in 
the  urinary  titers  of  androgens  occur  in  diseases  of 
the  adrenal  cortex  (values  are  low  in  Addison’s  dis- 
ease and  high  in  adrenogenitalism),  it  is  believed 
generally  now  that  the  primary  source  of  these  andro- 
gens is  the  adrenal  cortex. 

The  first  reports  concerning  androgenic  titers  in 
senility  indicated  that  these  were  low.  These  studies, 
however,  dealt  primarily  with  the  male.  Our  group 
has  submitted  recently  evidence  that  urinary  andro- 
gens increase  during  the  climacteric.  We  have  found 
the  titers  may  be  from  three  to  five  times  as  great  in 
climacteric  women  as  in  normal  women  during  the 
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period  of  sexual  maturity.  Our  studies  are  still  in 
progress  and  continue  to  bear  testimony  which  sup- 
ports these  obseiA'ations.  On  the  basis  of  our  present 
data,  it  appears  that  androgens  begin  to  increase 
during  the  early  stages  of  the  climacteric  and  ap- 
parently reach  a peak  during  the  first  year  or  two 
after  menopause.  Androgens  then  slowly  decrease  in 
amount,  but  in  women  nearing  eighty  years  of  age 
they  occur  in  amounts  equal  to  or  perhaps  slightly 
higher  than  those  found  in  normal  women. 

These  observations  have  permitted  theories  which 
extend  the  hormonology  of  the  climacteric  and  of 
aging  women.  It  is  assumed  that  the  ultimate  stabi- 
lization of  the  endocrine  system  is  brought  about  by 
this  secondary  hyperactivity  of  the  adrenal  cortex. 
Were  not  some  mechanism  present  for  stabilization, 
the  anterior  pituitary’s  function  would  continue  to 
increase  in  an  unbridled  manner  until  the  pituitar}’ 
became  exhausted  and  a secondar}'  hypopituitarism 
intervened.  It  is  well  known,  however,  that  hypo- 
pituitarism does  not  characterize  the  well  stabilized 
post-menopausal  woman.  The  theory  is  advanced 
then  that  increasing  androgenic  titers  take  over  the 
role  of  stabilization  formerly  delegated  to  the  ovar- 
ies. Ample  experimental  evidence  exists  that  andro- 
gens do  depress  the  gonadotropic  function  of  the 
anterior  pituitar}-  when  they  reach  adequate  con- 
centrations. The  increase  in  these  androgens  may 
be  due  to  two  distinctly  different  mechanisms:  1. 

the  secondary  hyperfunction  of  the  pituitary  which 
results  in  increases  in  adrenotropic  influences;  and 
2.  an  intrinsic  increase  in  adrenal  function  due  to  re- 
lease from  antagonistic  influences  exerted  by  ovaries 
upon  adrenals. 

It  has  also  been  suggested  by  our  group,  that  the 
regressional  alterations  which  occur  characteristically 
in  the  sexual  system  during  the  climacteric  may  be 
due  primarily  to  the  anti-feminizing  effects  of  these 
androgens,  rather  than  due  solely  to  decreases  in 
estrogenic  hormones  coincident  to  ovarian  failure. 
These  changes  thus  are  explained  as  being  in  part 
the  result  of  specific  pharmacologic  activity  of  andro- 
gens. This  latter  explanation  is  particularly  appli- 
cable in  instances  wherein  sexual  regression  occurs 
despite  the  urinary  excretion  of  appreciable  amounts 
of  estrogen.  The  source  of  this  estrogen  has  been 
somewhat  difficult  to  explain  particularly  in  women 
who  have  had  bilateral  oophorectomy.  Its  most  likely 
source  is  the  adrenal  cortex  and  its  presence  may  be 
due  to  the  hyperfunction  of  the  cortex  at  this  time. 


Androgens  apparently  occur  in  much  larger  amounts 
than  estrogens  at  this  time. 

The  somatic  changes  which  occur  in  senescent 
women  suggest  in  part  a continuation  of  the  effects 
of  these  androgens  and  of  other  adrenal  principles. 
Among  some  of  these  alterations  which  seem  par- 
ticularly explainable  on  this  basis  are:  changes  in 
the  texture  and  pigmentation  of  skin;  increase  in 
facial  hair;  elevation  in  blood  pressure;  changes  in, 
the  voice. 

These  views,  therefore,  indicate  that  the  adrenal 
cortex  may  play  a dominant  role  in  the  final  stages 
of  the  climacteric  and  in  the  process  of  aging.  One 
may  look  upon  the  period  of  sexual  maturity  as 
being  one  primarily  characterized  by  dominance  of 
ovarian  function,  and  upon  senescence  as  being  an 
epoch  in  which  adrenal  function  predominates.  Tlie 
climacteric  may  be  view-ed  as  a period  of  transition 
during  which  the  ovaries  transfer  their  dominance  to 
the  adrenals.  The  adrenals  may  be  regarded,  there- 
fore, as  becoming  the  gonads  of  the  aging  woman. 

Symptomatology : There  is  no  strict  agreement  as 
to  the  incidence  of  disconcerting  symptoms  in  cli- 
macteric women.  Norris®  estimated  that  90  per  cent 
of  healthy  women  go  through  the  climacteric  with- 
out experiencing  any  s}Tnptoms  which  interfere  mate- 
rially with  their  general  health  or  domestic  and  so- 
cial activities.  Recent  studies  from  Great  Britain 
have  indicated  that  nearly  90  per  cent  of  women 
pass  through  the  climacteric  wdthout  having  enough 
discomfort  to  disturb  their  usual  daily  duties.  Most 
estimates  in  this  country  place  the  incidence  of  dis- 
concerting s}Tnptoms  at  15  to  35  per  cent  of  cli- 
macteric women.  Hawkinson,'*  however,  has  ex- 
pressed a contrary  view  and  states  that  fully  75  per 
cent  of  all  women  suffer  distressing  s>Tnptoms  at  this 
time. 

It  is  true,  however,  that  few  women  have  a com- 
plete absence  of  subjective  symptoms  at  this  time. 
Bishop®  estimated  that  approximately  1 5 per  cent  ob- 
served only  the  menstrual  alterations.  Mild  s}Tnp- 
toms  related  to  the  vasomotor  system  and  to  the 
psyche  occur  in  most  women.  These  symptoms  in- 
clude: thermic  ones,  characterized  by  transient  sen- 
sations of  being  either  hot  or  cold;  insomnia;  and 
instability  of  the  emotions;  a frequently  recurring 
feeling  of  anxiety  and  apprehension  for  which  the 
patient  can  adduce  no  cause;  a tendency  to  become 
confused  and  disconcerted  upon  the  slightest  provo- 
cation: languor  and  fatigue;  headaches  and  vertigo. 
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It  has  been  said  that  20  per  cent  of  women  having 
symptoms  at  this  time  have  only  thermic  ones  of 
mild  degree. 

A relatively  few  women  experience  severe  symp- 
toms at  this  time.  The  lists  of  these  S)Tnptoms  as 
given  by  some  writers  are  formidable  and  remind  one 
of  the  humoral  pathologist  who  described  “violent 
cardialgias  . . . intense  heat  and  pain  about  the 
precordia  . . . pain  in  the  joints  . . . er}'sipelatous 
fever  . . . nephritic  disorders  accompanied  with  pain 
in  the  loin  and  terminating  calculous  concretions 
. . . discharges  of  bloody  urine  . . . vomiting  of 
blood  or  the  morbus  niger  of  Hipprocrates”,  etc. 

Among  the  symptoms  which  are  most  commonly 
encountered  as  complicating  the  climacteric  are  the 
following:  headache;  hypertension  of  a peculiarly 
labile  sort;  epilepsy;  skeletal  ones  characterized  by 
arthritis,  myalgia,  acroparesthesia  and  neuralgia; 
and  prolonged,  too  frequent  or  excessive  uterine 
bleeding. 

Etiologic  Factors  of  Symptomatology:  We  have 
considered  the  endocrine  alterations  which  occur  in 
the  climacteric.  From  this  consideration  it  w'ould 
seem  that  fundamentally  the  adjustments  are  the 
same  in  those  women  whose  symptoms  are  minimal 
and  in  those  women  whose  s>Tnptoms  are  more 
severe.  All  have  the  same  degree  of  ovarian  failure. 
-All  experience  the  secondary  hyperfunction  of  the 
pituitary.  All  eventually  become  stabilized  at  a com- 
fortable level.  The  period  of  stabilization,  however, 
may  vary  from  a few  months  to  several  or  more 
years.  Certain  endocrine  conditions  may  be  sug- 
gested as  predisposing  to  prolongation  of  the  symp- 
toms or  to  producing  severity  of  symptoms.  The  sec- 
ondary hyperfunction  of  the  cortex  which  theoreti- 
cally may  be  a stabilizing  mechanism  may  be  de- 
layed in  its  occurrence.  Unusually  sensitive  thyroids 
may  be  stimulated  to  hyperfunction  as  a result  of  a 
compensatory  hyperfunction  of  the  pituitary.  Un- 
stable adrenal  medullae  may  become  hyperfunctional 
due  to  the  instability  of  the  vegetative  nervous  sys- 
tem at  this  time. 

There  are  many  other  factors  which  seem  par- 
ticularly implicated  in  exposing  the  nervous  and 
endocrine  systems  to  damage  at  this  time.  As  a rule, 
a well  balanced  healthy  woman  usually  has  rela- 
tively few  symptoms.  A careful  and  sympathetic  in- 
vestigation of  patients  with  severe  symptoms  often 
reveals  definite  psychic  factors  the  proper  handling 
of  which  materially  aids  in  the  therapeutic  salvage. 


Among  these  may  be  mentioned  the  following:  a 
phobia  founded  in  general  on  ignorance  of  the  sexual 
phenomena  and  in  particular  upon  an  insecurely 
justified  dread  of  this  period  of  life;  sociologic  con- 
flicts; domestic  infelicity  and  marital  disharmony; 
financial  reverses;  defense  mechanism  against  the 
continuation  of  sexual  relations;  an  inability  to  ac- 
cept the  cosmetic  alterations  of  age;  improper  atten- 
tion to  general  health;  over-indulgence  in  stimulants; 
and  a plea  for  s>Tnpathy  as  a method  of  retaining 
the  husband’s  attention.  These  psychic  factors  ex- 
plain the  excellent  therapeutic  results  obtained  by 
different  physicians  employing  divergent  measures, 
which  include  the  liberal  use  of  sedatives,  psycho- 
therapeutic ventilation  and  various  endocrine  prep- 
arations. 

Diagnosis  and  Treatment:  The  diagnosis  that  a 
woman  is  passing  through  the  climacteric  is  not  diffi- 
cult. The  age  of  the  patient,  the  irregularity  or 
cessation  of  uterine  bleeding,  the  regressional  changes 
in  the  genital  system  and  the  typical  somatic  altera- 
tions which  have  come  to  be  associated  with  the 
middle  aged  woman  make  the  diagnosis  an  easy  one. 
As  Ploss  and  Bartels®  have  observed:  “It  is  pos- 
sible, on  seeing  a woman  from  behind,  if  artificial 
appliances  do  not  conceal  her  from,  to  hazard  an 
approximate  conclusion  as  to  her  age.” 

Diagnoses  rest,  however,  upon  very  insecure  foun- 
dations, if  it  be  assumed  that  all  the  symptoms  which 
women  have  between  the  ages  of  forty  and  fifty-five 
are  due  to  “the  change  of  life”.  Our  diagnostic 
acumen  must  be  as  alert  during  this  span  of  years 
as  at  any  other  time.  Symptoms  and  signs  of  inter- 
current disease  must  be  suspected,  confirmed  or  ruled 
out  with  the  same  diligence  as  in  the  preadolescent 
girl  and  in  the  sexually  mature  woman. 

At  the  present  time  when  there  is  such  enthusiasm 
for  and  such  general  employment  of  endocrine  prin- 
ciples, it  is  not  unusual  to  find  ovarian  hormones 
almost  universally  employed  in  treating  climacteric 
women.  Doubtlessly  much  of  this  therapy  is  un- 
necessary and  wasted.  Pratt  and  Thomas'^  have  em- 
phasized the  role  which  a sympathetic  psycho- 
therapeutic approach  has  in  these  patients.  They 
have  reported  therapeutic  results  which  were  equally 
good  in  patients  treated  with  psycho-therapy  and 
estrogenic  principles  and  in  those  treated  alone  by 
psycho-therapeutic  measures. 

Estrogenic  principles  exert  specific  effects  which 
warrant  their  use  in  selected  climacteric  patients.  If 
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given  in  large  doses  they  will  overcome  and  prevent 
sexual  regression,  prolong  the  course  of  uterine  bleed- 
ing and  prevent  the  secondary  hyperfunction  of  the 
pituitary.  By  producing  these  effects  they  may  be 
made  to  postpone  the  orderly  course  of  the  climac- 
teric and  by  doing  so  they  do  curtail  and  prevent 
the  associated  sjTnptomatology.  Treatment  of  this 
sort  is  irrational  for  there  is  no  more  reason  for 
attempting  to  postpone  the  beginning  of  old  age  than 
to  try  to  prevent  old  age  itself. 

The  employment  of  moderate  doses  of  estrogenic 
substances  to  mitigate  severe  symptoms  and  to  make 
less  rocky  the  road  of  the  climacteric  is  rational,  if 
this  treatment  be  not  intensive  or  prolonged  enough 
to  materially  impede  the  physiologic  process.  The 
oral  employment  of  estriol  glucuronide  (emmenin), 
estriol  (theelol)  or  estradiol  (progynon-DH)  for  a 
few  weeks  or  months  frequently  constitutes  all  the 
treatment  which  is  necessary. 

There  is  another  important  reason  for  caution  in 
the  use  of  estrogenic  principles  at  this  time  of  life. 
There  is  a growing  belief  that  these  substances  pos- 
sess carcinogenic  properties  when  given  in  large 
amounts  over  long  periods  of  time  to  women  unduly 
sensitive  to  them.  A clearer  definition  is  being  grad- 
ually evolved  in  regard  to  these  principles  and  geni- 
tal carcinoma.  It  is  commonly  said  that  carcinoma 
of  the  cervix  or  of  the  uterus  never  develop  in  women 
who  have  had  their  ovaries  removed.  So  far  the  ex- 
pense of  estrogens  and  the  necessity  of  giving  them 
by  injection  has  prevented  women  from  receiving 
large  doses  over  long  periods  of  time.  In  the  last 
year  or  so  certain  synthetic  estrogenic  substances, 
such  as  stilboestrol,  have  been  prepared  and  are 
being  offered  for  clinical  trial  in  this  countr)^  These 
are  not  hormones.  They  do  not  fit  into  the  endocrine 
system.  They  are  active  by  mouth.  They  will  be 
relatively  cheap.  It  is  my  personal  feeling  that  their 
availability  for  self  medication,  their  activity  by 
mouth  and  their  cheapness  may  constitute  a definite 
hazard  because,  then,  ideal  circumstances  will  exist 
for  the  production  of  carcinoma.  These  substances 
should  be  tried  with  caution. 

Recently  androgenic  substances  have  been  used  in 
the  treatment  of  women.  They  have  been  emplo}'ed 
in  practically  all  the  same  conditions  for  which  es- 
trogens have  been  used.  This  therapeutic  excursion 
proceeded  with  breath-taking  speed,  but  now  caution 
has  become  the  pass  word  when  most  disconcerting 
virilizing  influences  such  as  hypertrophy  of  the 


clitoris,  hypertrichosis,  hoarseness  of  the  voice  have 
occurred  and  have  already  led  to  medico-legal  com- 
plications. Our  theory  as  to  the  influence  of  andro- 
gens in  bringing  about  ultimate  stabilization  of  the 
endocrine  system  in  climacteric  women  may  suggest 
their  therapeutic  application.  In  properly  selected 
patients  whose  climacteric  is  lasting  unnecessarily 
long  there  may  be  some  justification  for  the  use  of 
androgens.  The  future  must  determine  their  value 
here  and  weigh  it  against  any  possible  harmful  ef- 
fects. 

A reconsideration  of  the  hyperfunctioning  state  of 
the  pituitary  at  this  time  and  of  the  refractive  state 
of  the  ovaries  should  itself  sternly  refute  a wide 
spread  practice  of  using  various  anterior  pituitary 
and  anterior  pituitary-like  principles  at  this  time. 

Any  attempt  at  therapy  should  bear  in  mind  the 
various  psychic  and  nervous  factors  operative. 
Measures  which  quiet  and  soothe  the  mind  and  nerv- 
ous system  are  often  much  cheaper  and  much  more 
effective  than  the  endocrine  principles. 

No  diligent  physician  will  fail  to  be  on  the  alert 
for  carcinoma  in  women  during  the  climacteric.  A 
careful  pelvic  examination  with  visualization  of  the 
cervix  by  speculum  should  be  a part  of  every  in- 
vestigation. Prolonged,  too  frequent  or  excessive 
bleeding  should  not  be  treated  empirically  with  en- 
docrine agents  or  with  roentgen  therapy  without  a 
preliminary  study  of  the  endometrium  oy  a com- 
petent pathologist. 

The  physician’s  role  in  the  handling  of  climacteric 
women  is  a clear  cut  one.  Much  will  be  accomplished 
by  the  institution  of  active  prophylactic  measures 
as  the  patient  approaches  this  time  of  life.  Unnec- 
essary damage  or  sacrifice  of  ovarian  function  should 
be  avoided  in  every  female  > regardless  of  her  age. 
The  general  level  of  health  should  be  carefully 
guarded  as  the  climacteric  approaches.  Obesity 
should  be  guarded  against  and  treated  if  it  exists, 
and  similarly  rest  and  liberal  diet  should  be  assured 
the  woman  who  is  underweight  and  poorly  nourished. 
A sympathetic  conference  with  the  woman  which  out- 
lines the  clinical  and  biological  aspects  of  the  cli- 
macteric repays  well.  The  words  of  Sarah  Trent* 
often  help  in  effecting  a healthier  philosophy  and  a 
happy  mental  orientation:  “Let  women  understand 
this  neat  division  in  their  lives — the  years  up  to 
forty  for  growing,  for  learning,  for  marrying  and 
bearing  children;  the  latter  years  for  self  expression 
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and  for  herself  and  for  all  kinds  of  social  and  help- 
ful activities.” 

Moderate  exercise,  regular  hours  of  rest  and  re- 
laxation, avoidance  of  over  indulgence  of  foods  and 
stimulants,  a cheerful  environment,  a freedom  from 
financial  worries  are  to  be  desired  and  are  beneficial 
to  the  patient  if  they  can  be  secured. 

Summary:  Some  endocrine,  medical  and  gyneco- 
logic aspects  of  the  female  climacteric  have  been 
considered.  These  are  summarized  briefly: 

1.  A review  of  the  endocrine  physiology  suggests 
that  the  adrenal  cortex  may  play  an  important  part 
in  producing  the  alterations  which  characterize  the 
climacteric  and  somatic  aging. 

2.  A refractivity  of  the  ovaries,  due  to  senility,  is 
the  primary  cause  for  the  initiation  of  the  climacteric 
alterations. 

3.  Many  diverse  factors,  endocrine  and  non- 
endocrine  ones,  operate  to  aggravate  the  symptomatol- 
ogy of  certain  climacteric  women. 

4.  The  exercise  of  an  alert  diagnostic  acumen  is 
essential  to  evaluate  these  factors,  to  exclude  the  oc- 
currence of  intercurrent  disease  and  to  outline  a ther- 
apeutic approach. 

5.  Organotherapy  is  only  one  of  various  therapeu- 
tic measures:  only  a minority  of  climacteric  women 
requires  it. 

6.  The  prolonged  use  of  large  doses  of  estrogens 
by  injection  may  unnecessarily  prolong  the  climac- 
teric, and,  thereby,  aggravate  rather  than  minimize 


the  symptomatology.  Often  the  oral  administration 
of  estrogens,  such  as  emmenin,  is  all  the  endocrinal 
therapy  that  is  needed. 

7.  Androgenic  principles  and  certain  synthetic 
estrogens,  such  as  stilboestrol,  should  be  not  em- 
ployed generally  in  the  treatment  of  climacteric 
women  until  their  pharmacology  is  better  known. 
Gonadotropic  principles,  regardless  of  their  source, 
are  valueless. 
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ULCERS  OF  THE  PYLORIC  SPHINCTER  WITH  CASE  REPORTS.* 


Guy  W.  Horsley,  M.D.,  F.A.C.S., 

Richmond,  Virginia. 


Ulcers  of  the  pyloric  ring  are  comparatively  rare 
as  evidenced  by  the  fact  that  from  1920  to  1935 
only  forty-six  such  cases  were  recorded  at  the  Mayo 
Clinic,  according  to  Butsch,  and  only  ten  of  these 
were  definitely  diagnosed  by  examination  of  the 
specimen  removed  at  operation.  The  other  thirty- 
six  cases  had  a gastro-enterostomy  performed  and 
the  operating  surgeon  made  a diagnosis  of  ulcer  of 
the  pyloric  ring  at  operation.  As  Butsch  says,  “an 

•From  the  Surgical  Department  of  St.  Elizabeth’s  Hos- 
pital, Richmond,  Va. 

Presented  at  the  Southside  Virginia  Medical  Association, 
at  Petersburg,  Va.,  June  13,  1939. 


exact  anatomicopathological  diagnosis  in  this  group 
is,  of  course,  impossible,  and  uncertain”. 

A review  of  the  literature  shows  that  little  has 
been  written  on  this  subject  as  very  few  authors 
separate  this  type  of  ulcer  from  a gastric  or  duodenal 
ulcer.  The  symptoms  are  similar  to  those  of  other 
peptic  ulcers  but  accentuated  due  to  their  position. 
These  ulcers  may  be  likened  to  a fissure-in-ano  as 
the  pain  and  discomfort  are  caused  not  only  by  the 
nature  of  the  lesion  but  also  by  its  position  within 
the  grasp  of  the  sphincter,  whose  chief  function  is 
tonic  contraction  with  only  intervals  of  rdaxatielfv^ 
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From  an  anatomic  standpoint  these  ulcers  are  gastric 
and  it  is  an  ulceration  of  the  gastric  mucosa.  Many 
of  the  clinical  and  laboratory  findings  are  those  of 
a gastric  ulcer.  Butsch  reported  that  in  his  series 
of  cases  there  were  1 1 per  cent  achlorhydria  with  the 
average  free  hydrochloric  acid  being  6.7  units  below 
normal  as  compared  with  5.4  units  below  normal  in 
other  gastric  ulcers.  In  a series  of  twelve  cases  re- 
ported in  19vl5  by  Dr.  J.  Shelton  Horsley  free  hydro- 
chloric acid  averaged  32.9  with  16  per  cent  showing 
achlorhydria.  This  is  10.3  units  below  the  average. 

Nausea  with  vomiting  of  large  quantities  of  gas- 
tric contents  at  one  time  is  a frequent  occurrence. 
This  seems  to  be  due  to  the  marked  retention  of 
gastric  contents  found  in  most  of  these  cases,  the 
average  amount  found  in  the  fasting  stomach  in 
these  cases  being  350  cc.  and  several  cases  having 
1,000  cc.  or  more. 

The  more  frequent  finding  on  X-ray  examination 
is  almost  complete  obstruction  of  the  pyloric  end 
of  the  stomach,  there  being  70  per  cent  or  more  re- 
tention at  the  end  of  twenty-four  hours  in  one- 
fourth  of  Horsley's  cases.  This  was  also  a prominent 
feature  in  Butsch’s  series.  The  filling  defect  seen 
roentgenologically  in  most  cases  is  usually  absent 
here  because  the  spasm  of  the  sphincter  muscle  pre- 
vents filling  of  the  ulcer  crater. 

G.  B.  Eusteman  states:  “Apparently  the  ‘syn- 

drome pylori que’  is  intensified  in  cases  in  which 
lesions  are  confined  to  the  pyloric  ring  and  it  is 
quite  natural  that  it  should  be.  Of  chief  clinical  in- 
terest in  this  group  seems  to  be  the  following  obser- 
vations: the  comparatively  brief  duration  of  symp- 
toms at  the  time  the  patient  sought  relief ; the  stormy 
convalescence  in  the  majority  of  cases,  attributed  to 
painful  spastic  manifestations;  the  pyloric  obstruc- 
tion of  variable  degree  resulting  from  spasm,  inflam- 
matory reaction,  or  cicatrization;  the  dilatation  of 
the  stomach  even  in  absence  of  constant  pyloric  ob- 
struction; the  high  volume  of  gastric  content;  the 
preponderance  of  ulcers  in  men  and  the  difficulty 
of  clinical  and  roentgenologic  diagnosis  so  far  as 
actual  localization  of  the  lesion  to  the  ring  is  con- 
cerned.” 

Symptoms  in  all  cases  are  by  no  means  similar, 
but  they  seem  to  follow  the  course  of  other  peptic 
ulcers  in  periodic  discomfort,  which  may  or  may  not 
be  relieved  by  food  or  soda.  Roentgenologic  diag- 
nosis of  unusual  spasm  or  possible  obstruction  is 


characteristic,  but  rarely  is  found  the  filling  defect 
supposed  to  be  characteristic  of  peptic  ulcer. 

7 he  treatment  of  this  condition  is  operation.  The 
cases  reviewed  in  the  literature  and  the  cases  to  be 
reported  here  have  had  adequate  medical  treatment 
without  improvement.  The  symptoms  from  this  type 
of  ulcer  are  too  severe  and  the  spasm  too  constant 
to  be  relieved  by  antispasmotics,  and  anti-acids  are 
of  ver}’  little  benefit  as  most  of  these  cases  already 
have  low  acidity. 

It  is  generally  accepted  that  some  type  of  gastric 
resection  is  the  operation  of  choice  and,  of  course,  if 
the  normal  continuity  of  the  gastro-intestinal  tract  is 
maintained,  better  immediate  results  will  be  obtained 
and  there  is  less  likelihood  of  recurrence  of  gastric 
s}Tnptoms  in  the  future. 

After  the  obstruction  and  ulcer  have  been  re- 
moved by  operation  the  post-operative  care  is  im- 
portant to  insure  a comfortable  and  satisfactory  con- 
valescence. In  addition  to  sedatives  and  fluids  it  is 
very  essentials  to  give  the  stomach  adequate  rest  and 
to  prevent  distention.  This  has  usually  been  done 
by  inserting  a Jutte  or  Levine  tube  through  the  nose 
immediately  after  operation  and  aspirate  the  stomach 
contents  for  the  first  three  or  four  days.  In  some 
patients  the  presence  of  such  a tube  is  quite  a nui- 
sance and  often  produces  a sore  and  irritated 
pharynx.  To  prevent  this,  at  the  suggestion  of  Dr.  J. 
Shelton  Horsley,  we  have  been  employing  a small 
gastrostomy  tube  which  is  inserted  into  the  stomach 
at  the  time  of  operation  and  brought  out  through  a 
stab  wound  in  the  abdominal  wall  to  the  left  of  the 
mid  line.  This  gives  complete  drainage  of  the 
stomach  and  is  not  as  annoying  to  the  patient  as  the 
nasal  tube.  We  have  been  using  this  gastrostomy 
tube  during  the  last  several  months.  It  is  always 
easily  removed  without  leaving  any  gastric  drainage 
and  the  wound  promptly  heals.  These  patients 
should  continue  on  a bland  diet  for  several  months, 
as  is  the  usual  procedure  following  all  gastric  or 
duodenal  operations,  and  should  have  frequent  check- 
up examinations  for  the  first  twelve  to  eighteen 
months. 

I would  like  to  report  the  following  two  cases  that 
I have  operated  upon  in  the  last  two  years. 

Case  I.  Mrs.  G.  W.,  age  seventy-two,  was  admitted 
to  St.  Elizabeth’s  Hospital  on  January  8,  1937,  com- 
plaining of  a stomach  ulcer  and  vomiting  blood. 
She  stated  she  had  had  pains  in  the  epigastrium  for 
three  months  and  that  there  had  been  a marked  loss 
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of  weight  during  this  time.  With  this  had  been  asso- 
ciated nausea,  vomiting,  and  intermittent  diarrhea. 
Soda,  when  taken  in  large  doses,  gave  relief  but 
food  did  not.  She  had  continued  to  grow  weak  and 
it  had  been  necessary  for  her  to  stay  in  bed  three 


Fig.  1. — X-ray  picture  of  stomach  of  Case  1 after  taking  barium 

meal ; note  marked  pyloric  obstruction  and  dilated  stomach. 

weeks  previous  to  admission.  Her  marital  and  past 
histor}’  were  essentially  negative  except  for  having 
had  eight  children,  and  two  attacks  of  kidney  colic 
in  the  right  side  during  the  last  five  years.  Her 
usual  weight  was  135  pounds;  on  admission  it  was 
ninety-three. 

The  examination  showed  the  patient  anemic  and 
very  dehydrated  with  signs  of  marked  loss  of  weight. 
Heart  was  normal  in  size  and  rhythm;  blood  pres- 
sure 110/80.  Abdomen  was  very  relaxed  except  for 
spasm  and  slight  tenderness  in  the  upper  part  of  the 
abdomen.  Vaginal  and  rectal  examinations  were 
negative.  X-ray  examination  of  the  stomach  showed 
definite  pyloric  obstruction  but  we  were  unable  to 
ascertain  whether  the  obstruction  was  due  to  an  old 
ulcer  or  an  annular  carcinoma  of  the  pylorus.  There 
was  a large  stone  in  the  region  of  the  gall-bladder — 
it  was  uncertain  whether  it  was  in  the  gall-bladder 
or  in  the  upper  part  of  the  kidney.  A six-hour  X-ray 
examination  showed  a SO  per  cent  retention  of  the 
barium  meal.  Hemoglobin,  32  per  cent;  r.b.c.,  1,- 
980,000;  w.b.c.,  6,400.  Urea,  normal;  gastric  analy- 
sis showed  a free  acid  of  from  four  to  thirty  degrees, 
total  of  from  twenty-four  to  forty-two;  all  four 
specimens  contained  blood. 


Four  days  after  admission  the  patient  was  given 
a direct  transfusion  of  500  cc.  of  blood.  She  was 
given  daily  dextrose  in  Ringer’s  solution  intraven- 
ously, and  proctoclysis.  She  had  frequent  gastric 
lavages,  leaving  in  .2  per  cent  dilute  hydrochloric 
acid  after  each  lavage.  Ten  days  after  admission 
the  patient  was  operated  ujxm  under  a local  anes- 
thetic. The  large  indurated  mass  in  the  pyloric 
region  completely  obstructed  the  gastric  outlet.  A 
Horsley  modification  of  a Billroth  number  one  type 
partial  gastrectomy  was  done.  The  specimen  re- 
moved consisted  of  the  pyloric  end  of  the  stomach 
which  measured  9^/2  cm.  on  greater  curvature  and 
8 cm.  on  lesser  curvative.  On  opening  the  specimen, 
an  ulcer  was  found  directly  in  the  grasp  of  the 
sphincter.  The  ulcer  measured  21^  x 2 cm.  The 
microscopic  examination  showed  a chronic  inflam- 
mation with  marked  fibrosis  and  areas  of  degenera- 
tion. There  was  evidence  of  old  hemorrhage  but  no 
evidence  of  any  malignancy.  The  patient  was  given 
another  transfusion  and  she  made  an  uneventful 
convalescence.  The  stomach  was  kept  empty  by  a 
nasal  drainage  tube.  She  was  first  fed  on  the  third 
post-operative  day.  She  was  discharged  from  the 
hospital  on  the  twentieth  day  after  operation  in  ex- 


Fig.  2. — X-ray  picture  of  Case  2 showing  pyloric  obstruction  with 
50  per  cent  retention  four  hours  after  taking  barium  meal. 

cellent  condition.  When  last  heard  from,  several 
days  ago,  she  stated  she  had  had  no  further  trouble 
and  had  regained  her  normal  strength  and  weight 
and  was  feeling  well. 

Case  II.  Mr.  J.  F.,  age  forty-seven,  was  admitted 
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to  Sheltering  Arms  Hospital  complaining  of  sharp 
epigastric  pain  which  was  relieved  by  soda  but  not 
by  food.  This  complaint  had  been  present  only  a 
short  time  and  during  this  period  there  had  been  a 
marked  loss  of  weight.  X-ray  examination  showed 
a large  filling  defect  in  the  pyloric  region,  possibly 
due  to  a carcinoma  or  an  old  ulcer.  The  patient’s 
past  history  was  essentially  negative  except  in  1929 
he  was  operated  upon  for  a mixed  tumor  of  the 
parotid  gland  and  there  had  been  no  recurrence. 
The  laboratory  findings  in  this  case  were  essentially 
negative.  The  gastric  acidity  showed  an  average  of 
22  units  free  and  30  units  total. 


ng.  3. — Specimen  from  Case  2 showing  ulcer  directly  in  group 
of  pyloric  sphincter,  another  gastric  ulcer  and  also  larger 
gastric  erosion. 


The  physical  examination  showed  the  loss  of  a 
great  deal  of  weight,  definite  spasm  in  the  upper 
part  of  the  abdomen,  and  tenderness  in  the  region 
of  the  duodenum.  The  examination  was  otherwise 
negative. 

The  patient  was  operated  upon  on  April  12,  1939, 
under  local  anesthesia,  using  small  amounts  of 


nitrous  oxide  during  the  last  fifteen  minutes  of  the 
operation.  The  pylorus  was  found  to  be  completely 
occluded  by  scar  tissue.  The  gall-bladder  showed  in- 
flammation and  contained  a small  stone.  The  Hors- 
ley modification  of  Billroth  number  one  type  partial 
gastrectomy  was  done,  removing  about  one-half  of 
the  stomach;  the  gall-bladder  was  also  removed. 
The  gastric  specimen  measured  14  cm.  on  the  greater 
curvature  and  6 cm.  on  the  lesser  curvature.  On 
opening  the  specimen  the  pyloric  sphincter  was  found 
to  be  greatly  hypertrophied  with  an  ulcer  directly 
over  the  sphincter.  There  was  another  ulcer  on  the 
gastric  side  of  the  sphincter  and  a large  erosion 
measuring  4 cm.  above  the  sphincter  on  the  lesser 
curvature. 

The  patient  made  a very  satisfactory  convales- 
cence. He  was  discharged  on  the  24th  post-operative 
day  and  has  had  no  further  complaints.  I used  the 
gastrostomy  tube  described  in  the  first  part  of  this 
paper  with  very  pleasing  results  in  this  case.  There 
was  no  pharyngitis  and  when  the  tube  was  removed 
there  was  no  leakage  of  gastric  contents. 

These  two  cases  follow  the  expected  course  of 
pyloric  sphincter  ulcers,  having  a low  gastric  acidity, 
a very  stormy  and  painful  pre-operative  course, 
marked  gastric  retention,  and  X-ray  findings  of 
almost  complete  pyloric  obstruction.  Both  cases  had 
the  significant  symptoms  of  temporary  relief  by 
soda,  but  food  gave  no  relief. 

Summary 

The  exact  diagnosis  of  a peptic  ulcer  in  the  pyloric 
sphincter  is  rather  difficult.  The  treatment  of  this 
condition  must  be  entirely  different  from  the  treat- 
ment of  other  types  of  peptic  ulcers.  Medical  treat- 
ment is  of  very  little  value  and  no  surgical  procedure 
seems  to  be  satisfactory  unless  the  ulcer  and  the 
sphincter  are  removed,  which  is  best  done  by  a 
partial  gastrectomy.  The  operation  should  be  fol- 
lowed by  careful  post-operative  attention  and  the 
patient  should  be  kept  under  observation  after  being 
discharged. 
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RECENT  DEVELOPMENTS  IN  GYNECOLOGICAL  ENDOCRINOLOGY.* 


Joseph  A.  Hepp,  M.D., 

Assistant  Professor  of  Gynecology,  School  of  Medicine,  University  of  Pittsburgh, 
Pittsburgh,  Pennsylvania. 


Historical.  Briefly,  a few  dates  in  endocrinology 
are  worth  mentioning.  In  1849  Berthold  demon- 
strated the  gonads  were  endocrine  organs.  Landau, 
in  1896,  prescribed  ovarian  preparations  in  treating 
amenorrhcea  and  menopause.  Fraenkel,  the  foster 
father  of  the  corpus  luteum  theory  of  menstruation, 
experimented  with  the  corpus  luteum  of  rabbits  dur- 
ing pregnancy  in  1903.  In  1917,  Stockard  and 
Papanicolaou  demonstrated  the  vaginal  spread  in 
rodents.  1927,  the  Allen-Doisy  test.  In  1928 
Aschheim  and  Zondek  announced  their  biologic  test 
for  pregnancy.  In  1929,  theelin  was  isolated  in 
crystalline  form  by  Doisy.  Robert  Frank,  working 
in . the  field  of  gynecologic  endocrinology  over  a 
period  of  thirty-five  years,  demonstrated  estrin  in 
the  blood  and  urine  of  the  non-pregnant  woman. 
Frank,  by  his  subsequent  work,  has  shown  a definite 
rise  and  fall  of  hormones  in  the  blood  and  urine 
during  the  normal  menstrual  cycle,  and  he  has  con- 
tributed much  in  amenorrhcea  and  the  menopause. 

Pituitary-Ovarian-Uterine  Relationship  in 
THE  Normal  Menstrual  Cycle  and 
in  Pregnancy 

The  endocrine  glands  are  interrelated  to  each  other 
and  maintain  a balanced  system;  when  this  endocrine 
chain  is  broken  or  when  this  balance  is  interrupted, 
certain  physiological,  anatomical  and  chemical 
changes  manifest  themselves. 

The  hormones  which  originate  in  the  anterior  lobe 
of  the  pituitary  are: 

1.  Growth  hormone — secreted  by  the  acidophile 
cells. 

2.  Gonadotropic  hormones — secreted  by  the  baso- 
phile  cells  and  chromophobes. 

A.  Follicle  stimulating  hormone. 

B.  Luteinizing  hormone. 

3.  Lactogenic  hormone  (prolactin) — influences 
lactation  following  estrogenic  breast  stimulation. 

4.  Mammogenic  hormone — influences  growth  of 

*Read  before  the  joint  meeting  of  the  West  Virginia 
Obstetrical  and  Gynecological  Society,  and  the  Pittsburgh 
Obstetrical  and  Gynecological  Society  at  Magee  Hospital 
Pittsburgh,  Pa.,  April  3,  1939. 


the  duct  and  acinar  system  of  the  breasts  during 
pregnancy. 

5.  Thyrotropic  hormone — influences  thyroid  ac- 
tivity. 

6.  Adrenalotropic  hormone  — influences  adrenal 
activity  (cortical  portion). 

7.  Metabolic  hormones — influences  pancreatic  ac- 
tivity. 

A.  Blood  sugar  raising  hormone. 

B.  Fat  metabolism  hormone. 

In  the  normal  menstrual  cycle,  the  follicle  stimu- 
lating hormone  of  the  anterior  lobe  stimulates  follicle 
ripening  and  the  follicle  of  the  ovary  secretes  “estrin” 
which  causes  growth  and  vascularization  of  the 
uterine  musculature  and  swelling  of  the  endometrium. 
This  comprises  the  follicular  phase  of  the  cycle  or 
“priming  of  the  endometrium”. 

The  luteinizing  hormone  of  the  anterior  lobe  has 
its  effect  on  the  ruptured  Graafian  follicle  and  pro- 
duces the  corpus  luteum.  The  corpus  luteum,  in 
turn,  secretes  the  hormone  “progesterone”,  as  well  as 
“estrin”.  Progesterone  changes  the  follicular  endo- 
metrium to  the  luteal  phase  which  is  necessary  for 
nidation  and  early  nutrition  of  the  fertilized  ovum. 
In  the  normal  menstrual  cycle  with  regression  of  the 
corpus  luteum,  there  is  a cessation  of  estrin  and  pro- 
gesterone production  and  consequently  menstruation 
occurs.  As  you  know,  in  pregnancy  the  hypophysis 
is  very  active  and  the  hormones  in  the  urine  are  simi- 
lar to,  but  not  identical  with,  the  anterior  lobe 
gonadotropic  hormones.  These  hormones,  in  preg- 
nancy urine,  are  called  anterior  pituitary-like  sub- 
stances and  are  produced  by  trophoblasts  at  the 
site  of  the  placental  development.  The  Aschheim- 
Zondek  pregnancy  test  is  positive  if  active  tropho- 
blastic tissue  is  in  contact  with  the  circulation. 

The  Aschheim-Zondek  Test.  This  biologic  test 
for  pregnancy  is  really  the  only  worthwhile  product 
of  the  intensive  work  in  female  reproductive  physi- 
ology over  a period  of  the  last  twenty-five  years. 
For  practical  purposes,  biologic  diagnosis  of  preg- 
nancy is  especially  desired  during  the  first  few  weeks. 
In  our  series,  extending  over  eight  years,  we  have 
completed  1 ,000  pregnancy  tests,  845  mouse  tests  and 
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155  rabbit  tests  (Friedman).  The  test  checked  ac- 
curately with  clinical  observation  in  95.4  per  cent  of 
cases.  How  early  in  pregnancy  did  the  reaction  be- 
come positive?  The  test  was  positive  when  the  urine 
was  examined  eight  days  after  the  menstrual  period 
was  due  and  at  this  time  the  pregnancy  was  twenty- 
two  days  old.  Subsequent  clinical  observation  con- 
firmed the  test.  In  another  case,  the  urine  was  posi- 
tive before  a laparotomy  was  done  for  ectopic  preg- 
nancy. Here,  the  clinical  history  revealed  no  missed 
period  but  the  patient  had  spotting  for  six  days  after 
the  last  menstrual  period  and  the  spotting  was  ac- 
companied by  cramps  in  the  lower  abdomen.  Of  the 
numerous  modifications  of  the  Aschheim-Zondek  test, 
not  one  has  any  special  advantage  or  has  been  gen- 
erally employed  except  the  method  of  Friedman,  in 
which  mature  female  rabbits  are  used. 

Two  very  common  gynecologic  disorders  for  which 
a patient  seeks  advice  are  functional  uterine  bleeding 
and  the  menopause. 

Functional  Uterine  Bleeding.  The  endocrine 
mechanism  concerned  here  usually  causes  an  altera- 
tion from  the  normal  relationship  between  the  hypo- 
physis, ovaries,  thyroid  and  the  endometrium.  Other 
glands  may  be  involved.  Endometrial  biopsy  studies 
have  shown  that  excessive  menstruation  can  occur 
from  almost  any  type  of  endometrium.  The  endo- 
metrium, most  characteristically,  shows  hyperplasia, 
especially  cystic  in  type,  but  often  it  is  atrophic  or  in 
a resting  stage.  Since  this  type  of  hemorrhage  is 
sometimes  associated  with  various  degrees  of  hypo- 
thyroidism, a B.M.R.  determination  should  always 
be  run,  and  we  must  always  remember  the  value  of 
desiccated  thyroid,  even  in  the  absence  of  definite  evi- 
dence of  deficient  thyroid  function,  both  clinically 
and  by  B.M.R.  determination.  Thyroid  gland  sub- 
stance, administered  in  conjunction  with  other  hor- 
mone products,  particularly  the  chorionic  hormones 
as  A.P.L.  (Ayerst)  is  of  definite  value.  Novak  has 
repeatedly  said  that  thyroid  is  the  sheet  anchor  of 
endocrine  therapy. 

What  is  the  treatment  of  functional  hemorrhage 
from  puberty  through  the  child-bearing  age?  Con- 
servatism is  the  keynote  at  this  time  of  life.  Aside 
from  endocrine  therapy,  the  patient  must  be  treated 
for  hemorrhage.  Blood  transfusion  and  iron  therapy 
are  of  definite  value  here.  Currettage  may  stop  the 
bleeding.  As  I mentioned  above,  thyroid  therapy  is 
of  definite  value  in  adolescent  bleeding.  While 


speaking  of  treatment,  we  cannot  forget  that  often 
the  bleeding  will  stop  spontaneously,  without  any 
treatment  whatsoever.  Chorionic  hormones,  which 
enjoy  wide  usage  in  functional  bleeding  at  the  present 
time,  are  A.P.L. , follutein  and  Antuitrin-S.  Before 
and  during  the  reproductive  ages,  the  maintenance  of 
menstrual  and  reproductive  functions  demands  a 
trial  of  conservative  measures. 

Should  glandular  products  be  given  in  pre- 
menopausal or  menopausal  bleeding?  No,  because 
cancer  should  always  be  ruled  out  by  a diagnostic 
curettage.  Here  radium  or  surgery  solves  the  prob- 
lem and  the  results  are  more  satisfactory  than  in  the 
child-bearing  age. 

The  Menopause.  Many  women  pass  through  the 
menopause  with  few  sjTnptoms,  and  they  need  no 
treatment.  In  another  group  of  women  the  symptoms 
are  rather  mild,  so  that  no  treatment  is  necessary 
except  a reassuring  and  confidential  talk  by  the 
physician  as  to  the  nature  of  the  symptoms,  the  im- 
portance of  avoiding  stress  and  anxiety  and  perhaps 
the  administration  of  simple  sedatives  as  luminal, 
bromides  or  phenobarbital.  You  are  all  familiar  with 
this  type  of  patient.  What  are  the  characteristic 
s\Tnptoms  of  the  menopause?  There  is  only  one 
group  of  symptoms  to  which  all  agree,  i.e.,  vaso- 
motor phenomena  as  periodic  flushes  and  sweats  and 
also  the  flashes  of  heat  which  may  involve  the  entire 
body.  Very  often  these  hot  flashes  are  confined  to 
the  neck  and  face  and  head.  It  is  surprising  to  know 
that  the  brilliant  advances  made  in  reproductive 
physiology  have  added  little  to  our  knowledge  con- 
cerning the  mechanism  of  these  menopausal  vaso- 
motor phenomena.  We  all  know  that  after  bilateral 
oophorectomy  or  after  destruction  of  the  ovaries  b\ 
cystic  changes,  these  vasomotor  phenomena  manifest 
themselves.  In  the  light  of  recent  advances  in  endo- 
crinology, w’hat  is  the  mechanism?  There  is  a de- 
crease and  finally  stoppage  of  ovarian  function  and 
there  is  an  increase  in  anterior  lobe  activity  as  shown 
by  urine  gonadotropic  hormone  studies.  What  basis 
have  we  for  the  use  of  estrogenic  substance  here? 
Follicular  hormone  is  of  value  for  two  reasons: 
1.  We  know  that  the  menopause  is  produced  by  the 
withdrawal  of  ovarian  secretions.  2.  Since  complete 
cessation  of  ovarian  function  always  induces  hyper- 
activity of  the  anterior  lobe  of  the  hypophysis,  it 
seems  plausible  to  ascribe  these  vasomotor  disturb- 
ances to  an  excess  of  anterior  pituitary  hormones. 


1Q40] 


Virginia  Medical  Monthly 


35 


Therefore,  it  seems  logical  to  attempt  an  inhibition 
of  anterior  lobe  over-activity  by  means  of  follicular 
hormone. 

The  etiology  of  functional  bleeding  at  the  age  of 
thirty-two  is  different  from  the  etiology  of  the 
bleeding  at  age  forty-eight.  Although  there  is  ab- 
sence of  lutein  tissue  at  both  these  ages,  we  all  know 
the  absence  during  the  child-bearing  period  is  only 
temporary.  However,  in  climateric  bleeding,  because 
the  ovary  has  lived  its  physiologic  life  span,  it  is 
unable  to  form  lutein  tissue.  In  climacteric  bleed- 
ing, there  is  a decline  in  ovarian  function,  due  to 
intrinsic  structural  changes  in  the  ovary  as  shown 
by  the  increased  function  of  the  gonadotropic  hor- 
mone of  the  anterior  lobe.  This  is  proved  by  the 
presence  of  large  amounts  of  follicle  stimulating  hor- 
mone in  the  urine,  but  in  the  urine  hormone  tests 
in  bleeding  at  age  thirty-two  there  is  absence  of 
anterior  lobe  hormone.  Although  diagnostic  curet- 
tage in  both  instances  may  show  cystic  endometritis, 
the  etiology  and  the  results  from  hormone  studies  are 
somewhat  different. 

In  recent  work  by  Frank  and  his  co-workers, 
hormone  studies  showed  that  cessation  of  ovarian 
function  is  followed  by  persistent  over-secretion  of 
follicle  stimulating  and  also  luteinizing  gonadotropic 
factors  of  the  pituitary.  He  has  also  demonstrated 
that  injection  of  the  estrogenic  factor,  in  proper 
dosage,  temporarily  overcomes  the  excessive  anterior 
lobe  action  with  rapid  disappearance  of  both  factors 
from  the  blood  and  urine.  Although  most  of  the 
evidence  today  is  in  favor  of  decreasing  ovarian 
function  as  the  prime  factor  in  causing  the  hot 
flashes,  other  investigators  believe  that  the  vasomotor 
symptoms  are  due  rather  to  gonadotropic  excess  than 
to  the  estrone  deficiency. 

From  this  you  can  see,  although  the  etiology  is 
still  an  unsolved  problem,  the  administration  of 
estrogenic  substances  in  the  menopausal  patient  is 
certainly  in  keeping  with  present-day  physiologic 
knowledge. 

In  evaluating  the  results  from  follicular  hormone 
therapy,  we  should  be  guided  by  the  decrease  in 
severity  of  the  vasomotor  phenomena.  Another  guide 
in  treatment  has  been  the  vaginal  spread  method,  as 
demonstrated  by  Papanicolaou  and  Shorr.  In  regard 
to  dosage  and  treatment,  common  sense  should  be 
the  rule;  for  example,  if  5,000  international  units  do 
not  give  relief,  the  dosage  may  be  increased  to  20,000 


or  50,000  units,  etc.  This  rule  of  increasing  dosage 
should  apply  to  oral  medication.  The  oral  route  is 
very  popular  today  and  is  usually  sufficient  in  the 
milder  symptom  patient.  In  patients  with  severe 
vasomotor  symptoms,  the  hypodermic  route  secures 
better  results  and  is  much  more  effective,  especially 
in  the  beginning,  because,  later  on,  these  patients  can 
be  treated  by  the  oral  route.  Novak  has  said  that 
organotherapy  must  be  combined  with  intelligent 
management  of  the  particular  woman’s  entire  meno- 
pausal syndrome.  For  example,  in  some  women  the 
fear  of  cancer  may  be  in  the  background;  in  others, 
a fear  of  pregnancy  or  insanity.  All  these  factors 
should  be  confidentially  discussed  and  their  cor- 
rection must  constitute  a part  of  the  management  of 
such  cases. 

Results.  Over  a period  of  ten  months  we  have 
treated  thirty-three  menopausal  patients  in  the  gyn- 
ecological endocrine  clinic  of  the  Magee  Hospital. 
These  patients  fall  into  five  groups:  hysterectomy; 
hysterectomy  with  bilateral  oophorectomy;  hysterect- 
omy with  unilateral  oophorectomy;  radium;  and 
normal  non-surgical  menopause.  Because  hot  flushes 
are  such  a constant  symptom  of  the  menopause,  no 
patients  were  included,  in  this  series,  who  did  not 
have  this  symptom.  The  highest  number  of  hot  flushes 
and  sweats  per  week  in  this  series  was  180  in  a pa- 
tient who  had  a bilateral  oophorectomy  for  extensive 
pelvic  endometriosis.  This  patient  w'as  given  30,000 
international  units  of  estromone*  in  oil  every  other 
day  for  several  weeks  until  she  showed  signs  of  im- 
provement and  now  she  is  being  treated  with  10,000 
units  of  estromone  once  a week.  Another  patient,  who 
had  radium  castration,  was  given  20,000  units  of 
estromone  a week  for  three  weeks,  after  which  the 
dosage  was  reduced  to  10,000  units  of  estromone  a 
week  and  at  the  present  time  this  patient  receives 
5,000  units  every  three  weeks.  The  number  of  hot 
flashes  at  the  beginning  of  the  treatment  was  110 
a week  and  now  it  is  twenty-one  per  week.  This 
patient  has  been  under  treatment  for  eight  and  one- 
half  months.  A third  patient  was  in  the  normal  non- 
surgical  menopause  group  with  hypertension,  the 
blood  pressure  before  treatment  being  185/95,  during 
treatment  180/112,  202/100.  Under  treatment  her 
hot  flashes  decreased  in  number  and  she  felt  better, 
but  as  you  see,  her  blood  pressure  was  not  decreased. 
In  other  words,  the  hypertension  was  unimproved 

*Dr.  Samuel  Gordon,  of  Endo  Product?,  Inc.,  has  gen- 
erously supplied  us  with  estromone. 
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by  the  treatment  which  was  effective  on  the  other 
s}Tnptoms. 

Another  patient,  when  first  seen,  showed  10  R.U. 
urinary  gonadotropic  factor  and  after  she  was  given 
20,000  units  of  estromone,  the  gonadotropic  factor 
was  reduced  to  one.  With  this  decrease  in  anterior 
lobe  activity  there  was  a decrease  in  the  number  of 
hot  flashes. 

Three  patients,  in  this  series,  who  had  radium 
castration,  received  considerable  relief  from  the  hot 
flashes  with  progynon  B,  theelin  in  oil  and  emmenin, 
and  emmenin  alone.  One  of  these  patients  said  she 
was  free  of  symptoms  as  long  as  she  took  emmenin 
but  as  soon  as  she  stopped  taking  this  medication 
her  symptoms  returned  and  became  increased.  Two 
other  patients  had  their  symptoms  controlled  entirely 
with  oral  medication,  emmenin  and  progynon  D H 
tablets.  Sometimes  it  was  necessary  to  use  a com- 
bination of  oral  medication  and  intramuscular  in- 
jections. 

Although  these  patients  are  still  under  treatment, 
they  are  all  improved,  and  the  number  of  hot 
flashes  has  decreased.  These  symptoms  increase  as 
soon  as  treatment  is  withheld. 


Summary  and  Conclusions 

The  Aschheim-Zondek  test  continues  to  be  a re- 
liable test  when  checked  by  subsequent  clinical  ob- 
servation. 

Pregnancy  urine  preparations  as  A.P.L.,  follutein 
and  Antuitrin-S  are  of  value  in  functional  uterine 
bleeding  during  the  reproductive  stage  of  life. 

Preparations  used  in  treating  a series  of  thirty- 
three  menopausal  patients  were:  oral  preparations 
in  this  series  consisted  of  emmenin,  estradiol  (progy- 
non D H),  and  estrone  (amniotin);  the  hypodermic 
preparations  were  estromone,  estradiol  benzoate 
(progynon  B)  and  estrone  (theelin). 
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Definition  : 

Placenta  accreta  is  an  abnormal  condition  of  the 
after-birth,  in  which  it  is  attached,  either  wholly  or 
partially,  to  the  underlying  wall  of  the  uterus;  the 
villi  attach  themselves  directly  to,  or  even  penetrate 
into,  the  uterine  muscle.  The  decidua  basalis,  espe- 
cially its  spongy  layer,  is  usually  absent,  to  a greater 
or  lesser  degree. 

Incidence  : 

The  figures  vary  widely.  B.  C.  Hirst  reported  one 
case  in  40,000  deliveries.  Phaneuf  placed  the  inci- 
dence at  one  in  14,622  deliveries;  his  average  was 
obtained  from  all  available  statistics  at  that  time 

•From  the  Gynecological  Service  of  St.  Joseph’s  Hospital, 
Baltimore,  Md. 


(1933).  Lawson  and  Oginz  concluded  from  statis- 
tics and  their  own  cases  that  placenta  accreta  oc- 
curred in  one  case  in  13,500  deliveries.  Incidence  of 
Irving  and  Hertig  was  given  as  one  case  in  1,956. 
In  our  review  of  the  literature,  we  have  been  able  to 
find  a total  of  118  cases  reported.  At  St.  Joseph’s 
Hospital  in  the  last  ten  years  there  was  one  case  in 
9,176  deliveries. 

The  cases  of  placenta  accreta  reported  have  oc- 
curred almost  entirely  in  multiparous  w'omen. 

Etiology  ; 

Most  probable  causes,  in  order  mentioned : 

1 . Previous  manual  extraction  of  placenta. 

2.  Curettage — too  thorough  curettage,  when  only 
a little  endometrium  is  left  for  regeneration. 
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3.  Endometritis. 

4.  Submucous  fibroids. 

5.  Atmocausis  (historical). 

6.  Previous  caesarean  section.  This  is  a mechani- 
cal factor  given  as  possible  cause  by  King. 

Theories: 

a.  Inflammation. 

b.  Bleeding  in  early  months  of  pregnancy. 

c.  Deportation  of  villi  via  blood  stream. 

d.  Endocrines. — This  would  naturally  be  the 
latest  theory.  Faulty  implantation  of  the 
placenta  results  from  imperfect  development 
of  the  mucosa  and  this  in  turn  is  due  to  a 
hyper-  or  hypo-secretion  of  one  of  the  sex 
hormones,  possibly  a lack  of  corpus  luteum. 

Pathology : 

In  the  normal  third  stage  of  labor,  the  placenta 
separates  in  the  spongy  layer  of  the  serotina  (Lang- 
hans’).  As  no  spongy  layer  exists  in  placenta  accreta, 
separation  cannot  take  place;  the  myometrium  and 
villi  are  fused  and  there  is  no  line  of  cleavage. 

With  either  the  incomplete  or  complete  absence  of 
the  decidua  basalis,  the  villi  follow  the  trophoblasts 
and  penetrate  the  muscle,  which  usually  undergoes 
degeneration.  There  is  excessive  thinning  of  the 
uterine  wall. 


Fis-  1. — Gross  specimen  of  uterus  with  attached  placenta. 


Irving  and  Hertig  state  that  deep  penetration  of 
the  villi  was  not  a feature  of  their  cases,  nor  was 
excessive  thinning  of  the  uterine  wall  that  so  often 
accompanies  it.  They  found  evidence  of  chronic  in- 


flammation of  the  decidua  in  six  of  their  cases,  and 
acute  inflammation  in  two  of  them. 

Summary  of  pathological  findings  in  the  litera- 
ture: 

1.  Total  or  partial  absence  of  whole  decidua 
basalis. 

2.  Absence  of  either  spongy  or  compact  layer. 

3.  Penetration  of  epithelial  cells,  probably  of  a 
trophoblastic  nature. 

4.  Deep  penetration  of  chorionic  villi  into  the 
uterine  wall.  Nathanson  states  that  he  did  not  find 
any  deeper  penetration  into  the  uterine  wall  than  one 
would  encounter  on  study  of  the  normal  placental 
site. 

5.  Thinning  of  the  uterine  wall. 

6.  Changes  in  the  layer  of  Nitabuch. 

7.  Myometrial  tissue  drawn  up  into  the  decidual 
septa. 

8.  Degeneration  of  the  myometrium. 

9.  Acute  and  chronic  inflammation. 

10.  Increased  connective  tissue  formation. 

11.  Condition  of  the  decidua  vera:  some  found  it 
normal;  others,  absent,  or  poorly  developed.  The 
spongy  layer  was  deficient  or  absent. 

Some  use  the  term  placenta  increta  in  those  cases 
where  the  erosive  process  of  the  trophoblast  has  pene- 
trated deeply  into  the  muscularis  and  even  to  the 
serosa. 

Diagnosis  : 

1.  One  to  two  hours  following  delivery  there  is 
retention  of  the  placenta. 

2.  The  following  classical  signs  of  placental  sep- 
aration fail  to  become  evident: 

a.  Bloody  show.  (If  separation  is  partial, 
bloody  show  is  present  and  profuse  hemor- 
rhage may  occur). 

b.  Rise  of  the  fundus. 

c.  Descent  of  the  umbilical  cord. 

3.  Manual  exploration  of  the  uterine  cavity  (un- 
der strict  asepsis)  reveals  no  line  of  cleavage  be- 
tween placenta  and  uterus. 

Treatment  : 

In  our  opinion,  the  accepted  treatment  is  as  fol- 
lows: A manual  exploration  of  the  uterine  cavity 
under  the  most  strict  aseptic  technique  is  done;  how- 
ever, we  feel  that  this  procedure  should  be  carried 
out  in  the  operating  room,  when  the  operating  team 
is  prepared  for  immediate  laparotomy.  If  a line  of 
cleavage  can  be  found  and  the  entire  placenta  re- 
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moved,  no  further  operative  procedure  will  be  nec- 
essary. If  not,  the  diagnosis  of  placenta  accreta  is 
confirmed  and  a supravaginal  hysterectomy  with 
blood  transfusions  during  and  following  the  opera- 
tion is  indicated. 


rotjcacancai: 


2. — Cross  section  of  uterus  and  attached  placenta,  showing 
that  for  approximately  one-half  its  breadth  there  is  no  line 
of  cleavage. 

In  the  literature,  treatment  consisting  of  supra- 
vaginal hysterectomy  with  no  attempt  at  extraction 
had  no  cases  of  mortality.  Those  cases  treated  by 
manual  extraction  or  curettage  presented  a mortality 
of  58.8  per  cent;  those  by  partial  manual  extraction 
and  vaginal  hysterectomy,  36.4  per  cent;  partial  man- 
ual extraction  and  supravaginal  hysterectomy  18.9 
per  cent. 

We  conclude,  therefore,  that  if  the  diagnosis  is 
reasonably  certain,  the  most  satisfactory  mode  of 
treatment  is  that  of  supravaginal  hysterectomy  with- 
out an  attempt  at  extraction  of  the  placenta. 


Fie.  3. — Photomicrograph  showing  thinning  out  of  decidua  and 
the  presence  of  smooth  muscle  fibres  adjacent  to  the  placenta. 
The  placental  septae  show  the  myometrium  to  be  present 
in  the  placenta. 


Abstract  of  Our  Case 

The  patient,  Mrs.  B.  W.,  was  admitted  to  St. 
Joseph’s  Hospital  on  the  Gynecological  service  of 
Dr.  Thomas  K.  Galvin  at  11 :50  P.  M.  on  December 
2,  1938.  A note  at  that  time  revealed  that  she  had 
been  delivered  of  a living  female  child,  weight  five 
pounds,  one  ounce,  at  9 :15  P.  M.  Following  the  de- 
livery the  placenta  could  not  be  expressed.  After 
about  two  hours  had  passed  in  which  there  were  un- 
successful attempts  made  at  expressing  the  placenta, 
including  manual  exploration  of  the  uterine  cavity 
under  non-sterile  technique,  the  patient  was  sent  into 
the  hospital.  There  had  been  no  administration  of 
oxytocics  or  anesthetics  prior  to  her  admission. 
There  was  marked  vaginal  bleeding  and  the  um- 
bilical cord  projected  from  the  vagina  on  admission. 
Attempts  to  express  the  placenta  by  modified  Crede 
method  were  futile.  A tentative  diagnosis  of  pla- 
centa accreta  was  made  and  the  patient  was  pre- 
pared for  the  operating  room,  after  500  cc.  of  10  per 
cent  glucose  were  given  intravenously. 

Synopsis  of  History: 

Chief  Complaint  was  retained  after-birth  follow- 
ing a normal  delivery. 

Family  History  was  irrelevant  and  past  histor)- 
non  contributory  except  that  the  patient  had  had  no 
previous  operations  or  serious  illnesses. 

Catamenia:  Menarche  at  thirteen  years  of  age; 
periods  regular  every  thirty  days  and  last  five  days. 
Has  moderate  dysmenorrhea,  but  no  menorrhagia  or 
metrorrhagia.  Last  menstrual  period  was  March  17- 
22,  1938. 

Marital:  Married  twice.  First  husband  dead;  one 
child  by  him.  Second  husband  living  and  well.  This 
is  her  second  pregnancy;  no  abortions.  First  child 
was  a forceps  delivery  following  prolonged  labor  and 
ante-partum  bleeding,  but  puerperium  was  unevent- 
ful. 

Present  Illness:  Patient  went  to  a physician  when 
five  months  pregnant;  no  examination  was  made  by 
him  at  that  time.  Prior  to  this,  however,  she  tried  to 
interrupt  her  pregnancy  at  two  months  by  taking 
“Dr.  Douglas’  Powder”,  “Dr.  Hooper’s  Green  Seal 
Pills”,  turpentine,  and  other  proprietary  medicines, 
plus  three  “hypodermics”  given  by  a physician.  Her 
pregnancy  was  uneventful. 

Labor  was  normal  with  no  sedation,  although  the 
duration  was  eighteen  hours.  Delivery  was  spon- 
taneous. After  delivery,  placenta  could  not  be  ex- 
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pressed  and  manual  removal  was  attempted  by  the 
accoucheur.  As  this  failed  and  patient  was  bleeding, 
hospitalization  was  resorted  to. 

Physical  Examination; 

T.  100.  6;  P.  104;  R.  22;  B.  P.  50/30. 

Patient  was  a twenty-year-old,  fairly  well- 
developed,  well-nourished  white  female,  lying  in  bed 
in  a shocked  condition.  Pulse  was  fast  and  of  poor 
volume.  Skin  was  pale,  cool,  and  moist.  Mucous 
membranes  were  of  poor  color.  Head,  neck,  lungs, 
and  heart  were  normal.  Abdomen — uterus  was  at 
level  of  umbilicus;  otherwise,  normal.  Laboratory 
findings:  Hemoglobin  42  per  cent;  R.B.C.  2,400,- 

000.  Urinalysis  negative. 

Course  in  Hospital; 

Patient  was  taken  to  operating  room,  and,  under 
strict  aseptic  technique,  attempt  was  made  to  remove 
the  placenta  manually.  No  line  of  cleavage  could 
be  found.  Patient  was  further  prepared  and  under 
general  anesthesia  of  nirous  oxide,  oxygen,  and  ether, 
she  was  operated  upon.  A supravaginal  hysterectomy 
was  done,  and  the  abdomen  closed  with  one  cigarette 
drain  left  inside  the  peritoneum.  Intravenous  fluids 
were  given  on  the  operating  table,  and  the  immediate 
post-operative  condition  of  the  patient  on  leaving 
the  operating  room  was  good.  Several  hours  later, 
patient  was  given  500  cc.  citrated  blood  transfusion. 
Her  post-operative  course  was  entirely  uneventful, 
and  afebrile  after  the  fourth  day!  Another  transfu- 
sion was  given  and  incision  healed  rapidly  per 
primum.  Patient  was  discharged  on  the  fourteenth 
post-operative  day  in  excellent  condition. 

Pathological  Report 

Pathological  report  by  Dr.  R.  B.  Wright: 

Gross  pathology  consists  of  the  uterus,  attached  to 
the  endometrial  surface  of  which  there  is  a placenta. 

Microscopic  pathology:  The  sections  show  a nar- 
row strip  of  decidum,  separating  the  chorionic  villi 
from  the  uterine  muscle.  In  some  places  the  cho- 
rionic villi  are  adjacent  to  the  myometrium.  In  other 
places  there  are  projections  of  this  hyalinized  deci- 
duum  extending  into  the  placenta  proper.  There  is 
no  evidence  of  malignancy. 

Pathological  report  with  Mallory  stain  by  Dr. 
L.  M.  Heilman: 

There  are  several  sections  of  placenta  attached  to 
the  uterine  wall.  The  villi  are  of  normal  size  and 
show  no  pathological  change.  The  chorionic  plate 


shows  the  usual  degenerative  changes  and  there  is  no 
evidence  of  inflammatory  reaction.  There  is  a pro- 
nounced defect  in  the  decidual  plate  with  a great 
diminution  to  absence  of  decidual  cells.  In  many 
places,  a layer  of  fibrinoid  with  scattered  trophoblast 
cells  is  all  that  covers  the  myometrium.  In  areas,  the 
placental  surface  of  this  fibrinoid  shows  infiltration 
of  polymorphonuclear  leucocytes.  The  placenta  septae 
show  the  myometrium  to  be  present  in  the  placenta. 
It  is  quite  obvious  from  the  sections  that  no  good 
line  of  cleavage  could  ever  have  been  found.  The 
presence  of  smooth  muscle  fibres  adjacent  to  the 
placenta  and  in  the  placental  septa  is  especially  well 
demonstrated.  In  several  areas  there  are  numerous 
placental  site  giant  cells  extending  approximately 
one-third  the  way  into  the  myometrium.  Of  special 
interest  is  the  decidua  adjacent  to  the  placenta.  The 
decidua  is  somewhat  thinned  out,  but  no  definite 
areas  of  absence  or  scarring  could  be  demonstrated. 
Diagnosis:  Adherent  placenta  (placenta  accreta). 

Summary 

1.  \ case  of  placenta  accreta  is  presented  to  be 
added  to  the  118  cases  already  reported  in  the  litera- 
ture up  to  the  present  time. 

2.  No  attempt  has  been  made  to  clarify  the  etiol- 
ogy of  the  condition. 

3.  From  a review  of  the  mortality  resulting  from 
the  various  forms  of  treatment,  it  seems  clear  that 
supravaginal  hysterectomy  is  the  most  satisfactory 
method.  No  attempt  should  be  made  to  extract  the 
placenta  manually  before  hysterectomy,  if  the  diagno- 
sis is  reasonably  certain  without  carrying  out  this 
procedure. 
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TREATMENT  OF  GONORRHEA  IN  THE  MALE  WITH  SULFANI- 
LAMIDE AND  URETHRAL  INJECTIONS  OF  ACRIFLAVINE.- 


Walter  M.  Brunet,  M.D., 
Charles  H.  Reinhardt,  M.D., 
Norman  D.  Shaw,  M.D., 

Chicago,  Illinois. 


During  the  last  half  century  every  conceivable 
form  of  therapy  has  been  recommended  for  the  cure 
of  gonorrhea  in  the  male.  Within  the  past  decade 
biologic  control  has  ridden  several  waves  of  popu- 
larity but  it  went  out  with  the  tide.  Within  the  past 
three  years  sulfanilamide  has  been  acclaimed  the 
“therapia  sterilisans  magna”  in  urological  practice 
and  physicians  have  literally  deluged  the  editors  of 
medical  journals  with  clinical  reports  of  their  results 
with  the  use  of  the  drug. 

Lack  of  acceptable  standardized  methods  of  treat- 
ment of  gonococcal  urethritis  and  unsatisfactory  re- 
sults obtained  with  most  methods,  in  a large  per- 
centage of  cases,  have  stimulated  the  search  for  a 
remedy  which  would  speedily  render  the  patient  non- 
infectious  and  by  continuation  of  the  treatment  effect 
an  early  cure.  This  is  what  happens  with  syphilis  by 
modern  treatment  methods.  We  have  had  no  remedies 
which  approach  such  control  in  gonorrhea. 

Syphilologists  are  in  complete  agreement  that  a 
minimum  of  twelve  months  of  active  treatment  is 
necessary  for  the  control  and  cure  of  early  sero- 
negative or  sero-positive  lues,  and  for  late  and  cen- 
tral nervous  system  involvements  years  may  be  re- 
quired. Urologists  rarely  see  a patient  with  gonor- 
rhea who  requires  twelve  months  of  treatment  and 
the  great  majority  are  completely  recovered  in  three 
or  four  months.  However,  every  gonococcal  infection 
is  potentially  severe  and  many  first  infections  are 
vicious,  especially  in  blonds.  There  are  many  phy- 
sicians who  cling  to  the  ancient  thought  that  a Neis- 
serian  infection  is  a passing  incapacity  rather  than  a 
potentially  severe  disease.  Gonorrhea  outranks  syphi- 
lis in  its  prevalence  more  than  four  to  one  and  the 
actual  mechanics  of  its  treatment  are  as  involved  and 
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difficult  as  syphilis.  The  number  of  physicians  who 
understand  the  fundamentals  of  syphilis  and  its 
therapy  is  not  large  but  there  are  in  proportion  just 
as  many  poorly  qualified  physicians  who  will  accept 
and  treat  patients  with  gonorrhea.  Most  general 
practitioners,  certainly  those  in  the  smaller  cities,  will 
without  hesitation  accept  for  treatment  a patient  with 
gonorrhea  even  when  they  hesitate  to  treat  syphilis. 
Both  infections  can  be  satisfactorily  treated  if  the 
physician  has  not  reached  the  “fixed  period”  in  life 
and  will  apply  himself  to  the  study  of  these  diseases. 
The  treatment  of  syphilis  is  more  than  being  skillful 
with  a needle  and  making  an  intravenous  injection 
without  infiltrating  the  arm,  so  the  treatment  of 
gonorrhea  is  something  beyond  an  urethral  syringe 
and  a colored  antiseptic  solution.  The  prevalence  of 
both  of  these  infections  is  so  great  that  there  are  not 
enough  specialists  to  adequately  treat  the  numbers 
requiring  care.  The  time  has  long  since  arrived  for 
general  practitioners  to  know  how  to  diagnose  and 
adequately  treat  these  infections.  In  the  complicated 
cases  the  expert  must  be  consulted.  In  gonorrhea  as 
in  syphilis  the  patient  must  be  treated,  not  just  his 
infection,  and  this  is  especially  true  when  a drug  as 
toxic,  and  as  variable  in  its  action  on  individuals  as 
is  sulfanilamide  is  used.  The  idiosyncratic,  or  al- 
lergic, reactions  produced  by  sulfanilamide  fortu- 
nately disappear  upon  its  withdrawal  in  the  vast  ma- 
jority of  patients,  but  in  this  instance  as  in  the  use  of 
arsenic  for  syphilis  the  power  to  control  the  disease 
carries  with  it  potential  dangers  to  the  blood  making 
organs. 

A year  ago  we  published  a preliminary  report f and 
warning  regarding  the  use  of  large  doses  of  sul- 
fanilamide in  the  treatment  of  gonorrhea  and  at  that 
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time  stated:  “We  believe  that  sulfanilamide  is,  and 
should  be,  regarded  only  as  an  experimental  and 
speculative  remedy  until  a larger  number  of  ade- 
quately controlled  and  correlated  clinical  studies 
have  been  reported.”  We  think  our  statements  were 
pertinent  then  and  have  since  been  confirmed.  At 
this  time  no  one  knows  how  sulfanilamide  aids  in 
the  control  of  gonorrhea  in  those  patients  who  are 
benefited,  or  why  it  fails  in  others.  By  some  it  is 
said  to  be  bacteriostatic,  others  think  that  it  is  bac- 
teriocidal and  still  others  state  that  it  neutralizes 
toxins.  All  may  be  right.  There  is  no  doubt  that  it 
is  a valuable  addition  to  our  materia  medica,  but 
how  great  a boon  it  will  eventually  prove  to  be  no  one 
can  predict.  It  can  be  said  with  emphasis  that  the 
drug  is  not  a specific  for  gonorrhea  in  any  sense  of 
the  word.  Our  experience  with  sulfanilamide  extends 
over  a period  of  nearly  two  years  and  we  find  it 
difficult  to  be  too  sanguine  over  the  good  results,  or 
to  condemn  it  too  violently  when  it  failed  in  its  ac- 
tion. Some  months  ago  we  treated  200  cases  of  gon- 
orrhea in  the  male,  half  of  them  received  twenty 
grains  of  sulfanilamide  daily  and  the  other  half 
forty  grains  of  the  drug  daily.  We  also  used  local 
injections  of  a mild  acriflavine  solution.  The  pur- 
pose of  these  observations  w'as  to  determine  the  effect 
of  small  and  moderate  sized  doses  of  sulfanilamide 
on  the  course  of  acute  anterior  and  complicated 
gonococcal  infections  in  unselected  ambulatory  pa- 
tients. In  the  first  group,  those  receiving  twenty 
grains  of  sulfanilamide  daily,  90  per  cent  reported 
for  treatment  within  the  first  week  of  their  infection, 
and  of  this  number  fifty-five  were  first  infections, 
thirty-one  second  infections,  ten  third  infections, 
three  fourth  infections  and  one  the  seventh  infection. 
Of  the  forty-five  patients  with  a history  of  previous 
infections  twenty  had  a complication : they  were  four 
acute  prostatitis;  four  prostatitis  and  epididymitis; 
four  epididymitis;  one  bilateral  epididymitis;  two 
peri-urethral  abscess;  one  arthritis;  and  four  stric- 
ture. There  were  thirty-one  cases  admitted  with  a 
posterior  extension  and  twenty-eight  became  compli- 
cated while  under  treatment.  Thus  59  per  cent  of 
this  group  had  a complicated  infection.  We  consider 
the  disease  to  be  complicated  when  the  second  urine 
becomes  slightly  hazy  even  if  there  are  no  subjective 
symptoms.  The  diagnoses  were  eighteen  prostatitis; 
four  epididymitis  unilateral;  two  epididymitis  bi- 
lateral; three  peri-urethral  abscess;  and  one  arth- 
ritis. 


The  patients  with  an  anterior  infection  were 
placed  on  small  urethral  injections  of  1-4000  aqueous 
solution  of  acriflavine  administered  daily  in  the 
clinic  only  for  the  first  two  weeks.  The  injections 
were  given  with  a 10  cc.  bulb  type  syringe  and  were 
carried  out  as  follows:  The  patient  urinates  in  two 
glasses  and  the  syringe  is  filled  with  the  solution  and 
about  one-third  of  its  contents  is  slowly  injected  into 
the  urethra  (if  the  organ  is  of  normal  size;  if  small, 
a less  amount),  the  medicament  retained  momentarily 
and  then  allowed  to  escape.  This  procedure  is  re- 
peated a second  time  and  the  remaining  one-third  is 
retained  for  three  minutes.  We  use  an  inexpensive 
three-minute  sand  glass  for  the  timing.  If  there  are 
any  complaints  such  as  irritation  or  burning  the  pa- 
tient is  instructed  to  expel  the  solution  at  once.  If 
the  patient  develops  a posterior  extension  local  treat- 
ment is  stopped  and  intramuscular  injections  of  a 
foreign  proteid  are  given  at  forty-eight  hour  intervals 
for  six  or  eight  visits  until  the  second  urine  clears  and 
remains  so  for  one  week  when  local  treatment  is  re- 
sumed. After  two  weeks  of  daily  treatment,  the  dis- 
charge lessening,  we  prescribe  for  use  at  home  an 
aqueous  solution  of  5 per  cent  mild  silver  proteinate 
in  4 per  cent  gelatine.  This  preparation  will  gel  at 
a temperature  of  50  degrees  F.  and  must  be  warmed 
before  it  is  used  and  the  patients  are  instructed  to 
place  the  bottle  in  hot  water  to  liquefy  it.  A bulb 
type  urethral  syringe,  previously  mentioned,  is  also 
prescribed  and  the  patients  are  instructed  to  use  the 
treatment  once  daily,  preferably  in  the  evening  hours, 
and  not  to  urinate  for  one  hour  after  the  treatment 
but  to  void  before  retiring.  The  physician  attending 
the  patient  stresses  the  dangers  of  forceful  injections 
and  urges  care  and  gentleness  in  the  use  of  the 
syringe,  demonstrating  repeatedly  how  the  treatments 
are  to  be  made.  After  home  treatment  is  prescribed 
the  patient  visits  the  clinic  three  times  a week  for  a 
fortnight  and  if  his  progress  is  uninterrupted  through 
the  fourth  week  he  reports  twice  a week.  At  the  end 
of  the  sixth  week  if  both  urines  are  clear  and  the  dis- 
charge minimal  the  prostate  is  massaged  and  the  se- 
cretion examined.  If  the  slide  shows  less  than  10 
per  cent  pus  cells  per  high  power  field  and  no 
gonococci,  treatment  is  continued  and  at  the  end  of  a 
week  a straight  sound — size  twenty-four,  if  the 
meatus  will  admit  it — is  passed  to  the  bulb.  If  there 
is  no  reaction  following  this  instrumentation  the  pro- 
cedure is  repeated  within  three  days.  If  there  is  no 
discharge  within  five  days  following,  the  second 
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straight  sound — a twenty-six  Van  Buren  if  the  ori- 
fice is  adequate — is  passed  into  the  bladder.  This 
procedure  is  repeated  again  within  five  days.  After 
the  use  of  the  two  straight  sounds  acriflavine  is  in- 
stilled into  the  anterior  urethra  and  both  anteriorly 
and  posteriorly  when  Van  Buren  sounds  are  used. 
All  home  treatment  is  discontinued  after  the  second 
Van  Buren  sound.  Following  each  of  these  four  tests 
of  cure  a glass  slide  is  given  the  patient  to  secure 
any  discharge  the  morning  following  instrumenta- 
tion and  return  it  for  examination  at  the  next  visit. 
(We  have  not  had  a so-called  urethral  chill  for  years 
and  only  rarely  do  we  have  a patient  who  faints  or 
complains  of  nausea.  When  an  aseptic  technique  is 
strictly  followed  the  reactions  will  be  rare.)  If  all 
goes  well  the  next  procedure  is  the  instillation  into 
the  urethra,  anterior  and  posterior,  of  a solution  of 
one-half  per  cent  silver  nitrate,  one  week  following 
the  last  sound.  When  this  provocative  is  given,  the 
patient  is  instructed  to  disregard  all  discharge  which 
may  occur  for  the  first  forty-eight  hours,  but  any 
material  which  he  may  secure  afterward  by  gently 
stripping  the  urethra  is  to  be  placed  on  a slide  and 
brought  in  for  examination.  A routine  blood  Wasser- 
mann  is  taken  on  admission  and  blood  is  drawn  for 
a second  Wassermann  at  this  time.  Should  these  pro- 
cedures all  prove  negative  a specimen  of  semen  is 
requested  and  brought  in  within  a week.  We  advise 
that  this  be  obtained  manually,  be  kept  warm  and 
examined  within  four  hours.  If  the  microscopic  ex- 
amination of  the  semen  shows  it  to  be  normal  the 
patient  returns  in  three  weeks  for  his  final  examina- 
tion before  he  is  discharged.  Upon  dismissal  from 
treatment  each  patient  is  advised  to  return  in  three 
months  for  a re-examination. 

Many  patients  ask  at  the  time  of  their  dismissal 
from  treatment  when  it  will  be  safe  for  them  to  have 
intercourse,  or  to  marry.  We  urge  that  no  sexual  re- 
lations be  had  for  several  months  and  that  for  six 
months  no  intercourse  be  had  without  a condom. 
We  advise  those  who  contemplate  marriage  to  dela}’ 
it  for  at  least  six  months.  There  were  ninety-two  pa- 
tients in  the  group  receiving  twenty  grains  of  sul- 
fanilamide daily  who  completed  all  of  their  tests  of 
cure,  and  eight  became  delinquent  but  were  appar- 


ently non-infectious  when  they  dismissed  themselves. 
The  length  of  time  these  patients  were  under  treat- 
ment and  observation  is  shown  in  the  accompanying 
table. 

Our  tests  of  cure  as  outlined  above  require  about 
six  weeks  for  their  completion  and  this  includes  a 
period  of  three  weeks  during  which  time  the  patient 
receives  no  medical  attention  before  the  final  visit  and 
discharge.  With  this  plan  of  management  56  per  cent 
of  this  group  of  patients  were  discharged  cured 
within  twelve  weeks,  and  an  additional  31  per  cent 
at  the  end  of  the  twentieth  week.  These  results  even 
with  our  small  doses  of  sulfanilamide  compare  favor- 
ably with  those  results  secured  by  Bogaev  and  his  as- 
sociates at  the  Jefferson  Hospital  in  Philadelphia.* 
They  reported  a series  of  seventy-six  patients,  of 
which  fifty-six  completed  their  treatment,  and  of  these 
forty-one,  or  73  per  cent,  were  classified  as  failures 
and  fifteen  cases,  or  27  per  cent,  were  cured.  They 
used  eighty  grains  of  sulfanilamide  daily  for  two 
days,  sixty  grains  for  five  days,  forty  grains  for 
seven  days  and  twenty  grains  thereafter,  and  no  local 
treatment  was  given.  These  authors  do  not  state  the 
number  of  cases  which  were  susceptible  to  the  medica- 
ment but  one  patient  developed  agranulocytic  angina 
and  is  still  under  treatment.  There  were  1 1 per  cent 
of  our  patients  found  to  be  sensitive  to  the  small  dose 
of  twenty  grains  daily  which  this,  group  received  and 
6 per  cent  of  the  patients  could  not  tolerate  it.  Two 
patients  stated  that  they  had  the  same  sensations 
after  taking  the  drug  that  were  experienced  after  the 
use  of  alcohol  and  both  complained  of  inability  to 
judge  distances  accurately  while  driving  their  auto- 
mobiles. One  demolished  the  front  of  his  garage  and 
the  other  damaged  a fire  hydrant.  The  records  of 
ninety-two  patients  showed  that  they  completed  all 
of  their  tests  of  cure,  and  eight  became  delinquent 
but  were  presumably  non-infectious  when  they  dis- 
missed themselves. 

The  second  group  of  100  cases  received  forty 
grains  of  sulfanilamide  daily.  Of  this  number 
eighty-three  patients  reported  for  treatment  within  the 
first  week  and  seventeen  patients  after  this  period. 

*Bogaev,  Lift  and  Davis:  Sulfanilamide  in  the  Treat- 
ment of  Gonorrhea  in  the  Male.  Jour,  of  Urol.,  Vol.  41, 
No.  1,  1939. 


Table  I 

Period  of  Observation 
(20  gr.  sulfanilamide  daily) 


Weeks 

6 1 

7 1 

8 1 

9 

1 10  1 

11  1 

12  1 

13  1 

14 

1 15  1 

16  1 

17  1 

18  1 

20  1 

21  1 

22  1 

24  1 25 

1 27  1 

32  1 

34 

No.  of  cases.- 

2 1 

1 1 

3 1 

7 

22  1 

9 1 

12  1 

7 1 

6 

1 4 1 

5 

1 3 

1 2 

1 4 

1 4 

1 1 

1 3 1 1 

1 1 1 

1 2 1 

1 
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'I'here  were  two  patients  that  had  received  treatment 
elsewhere  for  six  months  prior  to  our  examination. 
There  were  forty-eight  patients  who  admitted  a previ- 
ous infection,  and  of  these  twenty-four  gave  a history 
of  a complication,  viz. : prostatitis  ten,  epididymitis 
and  prostatitis  six,  epididymitis  and  stricture  five,  bi- 
lateral epididymitis  two,  peri-urethral  abscess  one. 
On  admission  eighteen  of  the  number  were  found  to 
have  a posterior  infection  and  fifteen  developed  a 
complication  under  treatment;  thus  33  per  cent  were 
complicated.  The  posterior  extensions  which  occurred 
while  under  our  care  were  recorded  as  follows:  pro- 
statitis twelve,  epidid)Tnitis  one,  arthritis  one,  peri- 
urethral abscess  one.  In  the  complicated  cases,  espe- 
cially epididymitis,  if  pain  is  a disturbing  symptom 
w'e  find  intravenous  injections  of  sodium  iodide,  one 
or  two  grams,  given  every  forty-eight  hours  for  sev- 
eral visits  a valuable  remedy.  We  prefer  heat  in  any 
form  to  cold  for  local  applications  in  all  cases  which 
require  it,  as  facilities  are  usually  at  hand  in  every 
household  and  it  is  better  tolerated  by  the  patients 
and  the  end  results  are  most  satisfactory. 

The  period  of  treatment  in  this  second  group  of 
100  cases  receiving  forty  grains  of  sulfanilamide 
daily  was  considerably  shortened  by  the  increase  in 
the  amount  of  the  drug  given.  In  this  series  82  per 
cent  of  the  patients  received  all  tests  of  cure  and  were 
discharged  cured  in  twelve  weeks  and  only  18  per 
cent  were  under  treatment  beyond  this  time.  The  de- 
tails are  recorded  in  Table  II. 


Table  II 

Period  of  Observation 
(+0  gr.  sulfanilamide  daily) 


Weeks 

8 

9 

10 

11 

12  1 

13  1 

14  1 

15  1 16  1 

17  1 

18 

19 

21 

No.  of 
cases 

13 

20 

18 

'l2 

1 

1 19 

5 

3 

3 1 1 

1 

3 

1 

1 

Sulfanilamide  was  administered  throughout  the 
course  of  the  infection  up  to  the  beginning  of  the 
tests  of  cure.  We  discovered  24  per  cent  of  this  group 
of  patients  exhibited  scane  susceptibility  to  the 
medicament  and  10  per  cent  were  intolerant  to  it  and 
it  was  omitted.  We  observed  two  patients  with  tem- 
peratures above  103°F.,  six  with  marked  dermatitis, 
and  a number  showed  minor  toxic  manifestations. 
Usually  all  of  the  untow’ard  s}Tnptoms  cleared  up 
promptly  when  the  drug  was  withheld.  We  did  not 
make  routine  blood  counts  or  blood  concentrations. 
The  several  ill  patients  on  whom  complete  blood 
counts  were  made  showed  no  evidence  of  blood  dys- 
crasias. 


From  a diligent  study  of  the  literature  we  do  not 
think  that  oral  administration  of  sulfanilamide  alone 
should  be  relied  upon  to  control  or  cure  gonorrhea 
unless  the  patients  are  hospitalized  and  kept  under 
rigid  supervision.  Obviously  such  a procedure  is  im- 
possible for  the  infected  population,  for  in  95  per  cent 
of  the  cases  gonorrhea  is  not  bed-confining  and  few 
indeed  are  the  patients  who  would  jeopardize  their 
jobs  or  risk  the  existing  social  dangers  by  entering 
an  institution  with  an  uncomplicated  infection. 
There  are  fewer  still  who  could  bear  the  additional 
expenses  of  hospital  confinement.  However,  we  are 
in  agreement  with  those  physicians  who  recommend 
in-patient  care  if  sulfanilamide  only  is  given  as  the 
treatment  of  choice.  We  think  that  hospitalization  is 
obligatory  in  these  instances,  for  in  this  procedure 
lies  the  most  complete  safeguard  for  both  the  patient 
and  the  public. 

Several  writers  have  reported  a high  percentage  of 
cures  with  sulfanilamide  without  adjuvant  local  ther- 
apy and  have  explained  their  failures  as  being  due 
to  a persistent  or  walled  off  lesion  in  the  genital  tract. 
We  cannot  square  our  experiences  against  these  state- 
ments. Protracted  localized  infections  of  the  urethral 
glands  are  infrequent  and  when  present  often  pro- 
duce painful  or  other  subjective  symptoms.  A careful 
examination  will  usually  disclose  them.  The  fact 
is  that  sulfanilamide  fails  completely  in  a number 
of  patients  and  we  do  not  agree  with  the  expressed 
opinion  that  when  it  does  not  benefit  the  patient  it 
is  due  to  a “locus  minoris  resistentiae”.  The  reason 
why  it  fails  completely  in  some  patients  is  unques- 
tionably due  to  unknown  factors  inherent  in  the  hu- 
man economy. 

In  previous  communications  we  have  reported  our 
results  in  the  treatment  of  gonorrhea  in  the  male 
using  sandalwood  oil  capsules  by  mouth  and  ure- 
thral injections  of  a mild  solution  of  acri flavine.  In 
a paper  presented  before  the  Neisserian  Medical  So- 
ciety in  June,  1936,  we  showed  that  in  a group  of 
1,000  patients  37.5  per  cent  were  discharged  cured 
or  non-infectious  within  twelve  weeks,  16  per  cent  in 
sixteen  weeks,  18  per  cent  in  eighteen  weeks,  and  29 
per  cent  were  treated  beyond  this  period.  Compared 
with  the  two  groups  discussed  alwve,  w’e  find  that  by 
administering  twenty  grains  of  sulfanilamide  a day 
in  place  of  sandalwood  oil  the  percentage  of  cures 
obtained  within  twelve  weeks  is  increased  to  56  per 
cent,  or  a 20  per  cent  improvement;  in  eighteen  weeks 
34  per  cent,  or  a 15  per  cent  gain,  and  from  the  eigh- 
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teenth  week  onward  a gain  of  12  per  cent. 

The  second  group  of  100  cases  received  forty 
grains  of  sulfanilamide  daily  with  greater  improve- 
ment and  earlier  cures.  There  were  82  per  cent  of 
the  patients  in  this  series  discharged  cured  within 
twelve  weeks.  This  was  an  improvement  of  more 
than  50  per  cent  over  the  patients  receiving  sandal- 
wood oil  capsules,  and  a 26  per  cent  increase  over  the 
group  receiving  twenty  grains  of  sulfanilamide  daily. 
The  increase  in  dosage  from  twenty  to  forty  grains 
daily  doubled  the  number  of  reactions  observed  and 
disclosed  that  twice  as  many  patients  were  allergic 
to  the  drug. 

We  are  convinced  that  sulfanilamide,  or  its  deriva- 
tives, will  fill  a therapeutic  gap  in  the  treatment  of 
gonorrhea  which  has  been  missing  since  the  birth  of 
modern  medicine.  At  the  present  time,  however,  we 
have  not  reached  the  stage  where  a true  appraisal 
of  the  drug  is  possible.  We  are  emerging  from  the 
period  of  unrestrained  use  and  abuse  when  caution 
was  disregarded  and  damage  has  been  serious.  We 
are  approaching  the  stage  where  sanity  is  succeeding 
abuse  and  stability  is  being  established.  It  requires 
about  ten  years  for  a new  drug  to  have  an  established 
place  in  therapeutics  and  the  mid-point  in  the  use 
of  sulfanilamide  in  the  treatment  of  gonorrhea  has 
not  yet  been  reached.  There  is  no  question  that  the 
drug  is  useful  and  valuable  but  it  will  require  time 
and  further  clinical  experience  to  establish  its  true 
worth. 

We  will  continue  our  conservative  methods  of  ad- 
ministration of  sulfanilamide  in  these  infections  as 
all  of  our  patients  are  ambulatory,  of  the  low  income 
group,  and  in  their  various  occupations  they  require 
all  of  the  medical  guidance,  social  protection  and  in- 
dustrial safeguards  with  which  we  can  surround 
them. 

Summary 

1.  A study  of  200  cases  of  gonorrhea  in  the  male 
treated  with  small  and  moderate  sized  doses  of  sul- 
fanilamide and  local  injections  of  acriflavine  is  pre- 
sented. 

2.  One-half  of  the  group  (100  patients)  received 
twenty  grains  of  sulfanilamide  and  anterior  urethral 
injections  of  acriflavine  daily  and  the  other  half  (100 
patients)  received  forty  grains  of  sulfanilamide  and 
anterior  urethral  injections  of  acriflavine. 

3.  An  outline  of  the  treatment  procedures  and 
tests  of  cure  as  followed  in  our  clinic  is  given  in  de- 


tail. The  tests  required  before  discharge  from  treat- 
ment consume  about  six  weeks. 

4.  Of  the  group  of  100  cases  which  received  twenty 
grains  of  sulfanilamide  daily,  ninety-two  completed 
all  tests  of  cure  and  eight  became  delinquent  but 
were  non-inf ectious.  Of  the  total  number  56  per 
cent  were  discharged  cured  in  twelve  weeks,  and  31 
per  cent  before  the  end  of  the  twentieth  week.  The 
remainder  were  under  treatment  for  varying  periods 
of  time.  Details  are  given  in  a table. 

5.  The  second  group  of  100  cases  received  forty 
grains  of  sulfanilamide  and  anterior  injections  of 
acriflavine  daily.  The  treatment  time  was  substan- 
tially shortened  by  doubling  the  amount  of  the 
medicament.  In  this  series  82  per  cent  of  the  pa- 
tients were  discharged  cured  within  twelve  weeks  and 
only  1 8 per  cent  were  under  treatment  or  observ'ation 
for  a longer  period  of  time.  Details  are  given  in  a 
table. 

6.  Of  the  100  patients  receiving  twenty  grains  of 
sulfanilamide  daily,  11  per  cent  were  .found  sensi- 
tive to  the  drug  and  in  half  of  these  it  had  to  be  dis- 
continued. Of  the  patients  receiving  forty  grains  of 
the  medicament  daily,  24  per  cent  showed  an  al- 
lergic response  and  ten  of  the  cases  could  not  tolerate 
it. 

7.  The  results  secured  in  these  two  groups  of  cases 
were  superior  to  those  obtained  with  any  treatment 
methods  heretofore  available.  With  the  small  doses 
of  twenty  grains  of  sulfanilamide  daily  there  is  a 
20  per  cent  improvement  in  twelve  week  cures  and 
15  per  cent  better  results  beyond  this  period.  The  pa- 
tients receiving  forty  grains  of  sulfanilamide  daily 
show  a 50  per  cent  improvement  in  twelve  week  cures 
over  older  methods  and  25  per  cent  better  results 
over  the  group  receiving  twenty  grains  of  the  drug 
daily. 

8.  We  think  urethral  injections  are  a necessary 
part  of  the  treatment  and  especially  in  ambulatory 
patients.  Mild  antiseptic  solutions  used  locally  and 
given  daily  by  the  physician  for  the  first  two  weeks 
aid  in  closer  cooperation  and  secure  better  patient 
control. 

9.  The  place  sulfanilamide  will  occupy  in  the 
treatment  of  gonococcus  infection  in  the  male,  es- 
pecially in  ambulant  patients,  must  depend  upon 
time  and  the  unbiased  sifting  of  divergent  clinical 
experience  and  opinion. 

159  North  Dearborn  Street. 
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EUGENIC  STERILIZATION  OF  THE  EPILEPTIC  AND  THE 
MENTALLY  DEFICIENT.* 


G.  B.  Arnold,  M.D., 

Superintendent,  State  Colony  for  Epileptics  and  Feeble-Minded, 
Colony,  Virginia. 


So  far  as  I know,  Kansas  was  the  first  of  these 
United  States  in  which  eugenic  sterilization  opera- 
tions without  special  therapeutic  intent  were  per- 
formed on  a large  scale.  The  sterilization  in  a 
Kansas  Home  for  the  Feeble-minded  of  some  sixty 
boys  and  girls,  by  castration  and  without  authority 
of  the  law,  so  aroused  public  opinion  that  the  prac- 
tice was  hastily  abandoned. 

From  1899  to  1907  some  persons  were  eugenically 
sterilized,  with  their  consent,  in  the  State  of  Indiana. 
Then,  in  1907,  Indiana  enacted  a eugenic  steriliza- 
tion law  and  became  the  first  State  to  sanction  such 
surgical  procedure  by  statute. 

In  1909,  California  passed  a well-written  sterili- 
zation law;  and  it  has  pursued  a rather  vigorous 
policy  of  sterilization  in  its  State  Institutions  ever 
since. 

From  year  to  year  other  states  followed  suit.  Some 
of  the  laws  were  permitted  to  die  from  inertia,  and 
some  were  found  to  be  wholly  unconstitutional.  It 
seemed  very  difficult  for  the  early  legislators  to  view 
the  matter  of  sterilization  as  anything  but  punish- 
ment; a mild  sub-conscious  sadism  was  exhibited  by 
some  of  them. 

In  1920  an  attempt  was  made  to  enact  an  eugenic 
sterilization  law  in  Virginia.  It  was  never  reported 
out  of  committee.  Almost  no  interest  was  shown  by 
the  members  of  the  Assembly.  In  1922  a steriliza- 
tion bill  reached  the  floor,  but  it  received  almost  no 
verbal  support  and  only  some  few  favorable  votes. 
By  1924,  however,  the  picture  had  changed  radically, 
and  the  law  passed  both  houses  with  hardly  a dis- 
senting vote! 

The  General  Hospital  Board  decided  that  since 
similar  laws  in  other  states  had  been  unable  to  sur- 
vive Court  action,  it  would  be  best  to  introduce  a 
friendly  suit  to  determine  once  and  for  all  time  the 
constitutionality  of  the  Virginia  statute.  The  State 
Hospitals  and  the  State  Colony  agreed  to  share  the 
expense  of  the  litigation. 

Dr.  Priddy,  who  was  then  Superintendent  of  the 

•Read  at  the  Post-Graduate  Seminar  of  the  Medical 
College  of  Virginia,  during  Spring,  1939. 


State  Colony,  was  asked  to  choose  the  patient  for 
this  “test  case”.  He  selected  the  now  famous  Carrie 
Buck.  Carrie  was  a moron  by  almost  anyone’s  stand- 
ards. Her  mother  was  even  more  feeble-minded.  And 
to  make  the  case  just  about  perfect  from  the  stand- 
point of  the  contestants,  Carrie’s  illegitimate  baby — 
then  less  than  one  year  of  age — had  been  pronounced 
definitely  mentally  deficient  by  several  authorities. 

Dr.  Priddy,  as  provided  for  by  the  law,  petitioned 
the  Circuit  Court  of  Amherst  County  to  appoint  a 
guardian  to  defend  Carrie’s  interests  in  the  steriliza- 
tion proceedings.  He  then  drew  up  a petition  giving 
his  reasons  for  believing  sterilization  justified.  A 
copy  of  the  petition,  together  with  a notice  as  to  the 
time  and  place  of  hearing  thereof  by  the  Special 
Board  of  Directors  of  the  Colony,  was  then  served 
upon  Carrie,  her  mother,  and  Mr.  R.  G.  Shelton,  her 
guardian. 

On  the  10th  of  September,  1924,  the  Special  Board 
of  Directors  assembled  at  the  Colony.  Carrie  and 
her  guardian  appeared  before  the  Board ; all  evidence 
in  the  case,  both  pro  and  con,  was  weighed  care- 
fully. After  deliberation,  the  Board  ordered  that  the 
Superintendent  perform,  or  have  performed  by  some 
competent  surgeon,  the  operation  of  salpingectomy. 

During  the  ensuing  thirty-day  period  (which  in 
every  proceeding  for  sterilization  in  Virginia  must 
elapse  between  the  date  of  hearing  and  the  date  of 
operation)  Mr.  Shelton,  as  Carrie’s  guardian,  ap- 
pealed to  the  Circuit  Court  for  a reversal  of  the 
action  of  the  Special  Board.  This  acted  as  an  auto- 
matic “stay”  in  the  proceedings. 

The  Circuit  Court  sustained  the  Board’s  conten- 
tion that  the  rights  of  the  patient  had  been  safe- 
guarded, that  due  process  of  law  had  been  provided 
for,  and  the  law  was  in  no  sense  a cruel  or  unusual 
punishment. 

From  the  Circuit  Court  the  case  was  appealed  to 
the  Supreme  Court  of  Appeals  of  Virginia;  from 
there  to  the  Supreme  Court  of  the  United  States. 

On  the  2nd  of  May,  1927,  Mr.  Justice  Holmes 
handed  down  the  decision  of  the  Supreme  Court  and 
said  in  part:  “We  have  seen  more  than  once  that 
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the  State  may  call  upon  the  best  of  its  citizens  for, 
their  lives;  it  would  be  strange  indeed  if  it  could  not 
call  upon  those  who  already  sap  the  strength  of  the 
State,  for  these  lesser  sacrifices  often  not  felt  to  be 
such  by  those  concerned.”  And  again;  “The  prin- 
ciple which  sustains  compulsory  vaccination  is  broad 
enough  to  cover  cutting  of  the  Fallopian  tubes.”  He 
also  said,  but  not  with  strict  accuracy,  “Three  gen- 
erations of  imbeciles  are  enough !”  And  to  conclude 
with  quotations  from  his  opinion,  “Of  course,  so  far 
as  the  operations  enable  those  who  otherwise  must 
be  kept  confined  to  be  returned  to  the  world  and 
thus  open  the  asylum  to  others  the  equity  aimed  at 
will  be  more  nearly  reached.” 

On  the  19th  of  October,  1927,  Carrie  Buck  be- 
came the  first  person  ever  to  be  eugenically  sterilized 
in  the  State  of  Virginia  under  full  authority  of  law. 

The  law  provides  that  the  Superintendents  of  the 
State  Colony  for  Epileptics  and  Feeble-minded,  the 
Eastern  State  Hospital,  the  Western  State  Hospital, 
the  Central  State  Hospital,  and  the  Southwestern 
State  Hospital  may  perform,  or  cause  to  be  performed 
by  some  capable  physician  or  surgeon,  after  proper 
order  by  the  State  Hospital  Board,  a eugenic  sterili- 
zation operation  on  any  patient  confined  in  such 
institution  afflicted  with  hereditary  forms  of  in- 
sanity that  are  recurrent,  idiocy,  imbecility,  feeble- 
mindedness, or  epilepsy. 

The  part  played  by  heredity  in  the  production  of 
feeble-mindedness  and  epilepsy  has  been  a much 
disputed  point  for  years. 

In  1935,  Mr.  John  N.  Buck,  the  Colony’s  Psy- 
chologist, searched  the  records  of  the  700-odd  feeble- 
minded patients  on  the  institution’s  books  at  that 
time.  He  found — and  this,  mind  you,  despite  the 
fact  that  several  hundred  of  the  records  were  verj' 
scanty  indeed — that  52  per  cent  of  those  patients  had 
a definitely  demonstrable  positive  heredity.  And  he 
was  uncommonly  conservative  in  the  conclusions 
that  he  drew. 

We  cheerfully  grant  that  many  factors  besides 
heredity  play  a part  in  the  production  of  feeble- 
mindedness. But  we  well  know  that  feeble-minded 
persons  themselves  all  too  often  have  children  who 
are  themselves  mentally  deficient,  epileptic,  or  in- 
sane, and  so  far  as  I know  there  is  no  record  any- 
where of  a really  normal,  intelligent  child  who  was 
the  offspring  of  a father  and  mother  who  were 
themselves  mentally  defective  or  diseased. 


The  part  played  by  heredity  in  the  production  of 
epilepsy  is  by  no  means  so  clear-cut.  In  1934  Mr. 
Buck  searched  the  records  of  the  440-odd  epileptics 
then  on  the  institution’s  books.  He  found  that  about 
29  per  cent  had  positive  heredities,  but  that  whereas 
15  per  cent  of  the  feeble-minded  had  one  or  both 
parents  feeble-minded,  only  3 per  cent  of  the  epilep- 
tics had  parents  who  were  themselves  epileptics,  and 
in  no  case  were  both  parents  epileptics. 

Our  experience  has  been  that  if  we  know  the 
county  or  city  from  which  a patient  comes,  in 
about  75  per  cent  of  the  cases  we  can  state  with 
certainty  that  the  patient  is  related  to  one  or  more 
of  three  families  in  that  city  or  county.  Our  opinion 
is  that  just  about  5 per  cent  of  the  families  in  Vir- 
ginia furnish  some  90  per  cent  of  the  inmates  of  this 
State’s  mental  and  penal  institutions!  At  times  we 
are  sorely  tempted  to  support  a proposition  that  all 
members  of  certain  notoriously  defective  and  dis- 
eased families  in  Virginia  should  be  sterilized!  * 

From  all  this,  however,  you  must  not  draw  the 
conclusion  that  we  regard  sterilization  as  a cure-all 
for  mental  deficiency  or  epilepsy,  or  that  we  regard 
the  Colony  simply  as  an  institution  whose  main  pur- 
pose is  to  admit  patients,  sterilize  them,  and  return 
them  to  society  in  wholesale  fashion. 

But  even  though  eugenic  sterilization  may  perhaps 
still  be  open  to  debate  if  regarded  solely  on  the 
grounds  of  inherited  characteristics,  certainly  it  can- 
not be  questioned  on  economic  grounds,  for,  even  if 
the  child  of  a feeble-minded  or  epileptic  person  did 
not,  by  some  chance,  inherit  any  of  its  parent’s  pre- 
deliction  to  mental  disease  or  deficiency  (which  is 
most  unlikely),  that  child’s  chances  of  reaching 
adulthood  with  a normal  mind  and  normal  person- 
ality would  certainly  be  exceedingly  slight. 

It  is  well-known  that  many  feeble-minded  boys 
and  girls,  if  sterilized,  can  adjust  satisfactorily  out- 
side the  institution  and  become  at  least  partially  self- 
■supporting.  Without  sterilization,  we  should  have  to 
keep  them  in  the  Colony  throughout  the  child- 
producing  or  child-bearing  period  of  their  lives. 

The  sterilization  law  provides  for  the  sterilization 
of  idiots;  something  for  which  we  see  no  need.  We 
also  feel  that  it  is  senseless  to  sterilize  markedly 
deteriorated  and  psychotic  epileptics.  The  law  also 
states  that  imbeciles  may  be  sterilized,  and  we  do 
operate  upon  a few  who  are  sufficiently  intelligent 
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and  well  behaved  to  be  allowed  to  go  home  on  occa- 
sional visits. 

In  our  opinion,  however,  the  logical  candidates  for 
sterilization  are  those  epileptics  who  have  not  deter- 
iorated to  any  great  extent  and  those  feeble-minded 
boys  and  girls  with  mental  ages  ranging,  say,  from 
six  to  ten  and  a half  or  eleven  years — all  patients 
who,  with  a reasonable  amount  of  training  and  super- 
vision, should  be  absorbed  into  society  without  much 
difficulty. 

So  much  for  the  selection  of  patients.  Now  that 
we  have  chosen  them,  in  what  manner  shall  we 
sterilize  them?  The  law  specifies  that  vasectomy 
shall  be  performed  upon  the  male;  salpingectomy 
upon  the  female. 

Vasectomy  is  a relatively  simple  operation.  Per- 
haps a description  of  the  operation  as  it  is  per- 
formed at  the  Colony  will  not  be  out  of  place  here. 

The  scrotum  is  deadened  with  novocain;  then  the 
cord  is  located  and  held  between  the  fingers.  A small 
incision  is  made  in  the  scrotum;  the  cord  is  delivered 
into  the  opening  and  a small  section,  perhaps  a half 
of  an  inch  in  length  is  removed.  The  ends  of  the 
cord  are  then  tied  off  and  the  cord  is  permitted  to 
withdraw  into  the  scrotum.  The  wound  is  then  closed 
with  one  silk  suture. 

A slight  infection  occasionally  follows,  not  as  the 
result  of  carelessness  on  the  part  of  the  surgeon,  but 
as  the  result  of  unbearable  curiosity  on  the  part  of 
the  patient  who,  on  the  night  of  the  operation,  must 
find  out  for  himself  whether  his  main  source  of 
pleasure  has  been  destroyed. 

The  sterilization  operation  performed  upon  the 
female  is  a definitely  major  operation.  In  actual 
practice  it  might  be  termed  salpingotomy  rather  than 
salpingectomy.  The  patient  is  anesthetized  with 
avertin  (which  is  later,  if  necessar)^  fortified  with 
a small  amount  of  ether,  administered  by  drop 
method).  A mid-line  incision  is  then  made.  If  the 
appendix  has  not  already  been  removed,  it  is  then 
taken  out.  Next  any  uterine  pathology  found  is  cor- 
rected. Following  that,  the  tubes  are  resected  at  the 


uterine  cornu  and  ligated,  raw  edges  are  covered  with 
peritoneum,  and  the  abdomen  is  closed  by  the  layer 
method. 

In  neither  the  male  nor  the  female  is  the  individ- 
ual’s sexual  life  altered  materially.  Some  few  pa- 
tients, usually  women,  have  claimed  that  their  sexual 
pleasure  has  been  enhanced.  This  may  be  accounted 
for  by  the  fact  that  the  fear  of  pregnancy  has  been 
removed,  though  fear  of  pregnancy  seldom  deters 
women  from  illicit  relationships.  The  men  often 
claim  increased  libido  (after  all,  however,  vasectomy 
is  the  operation  of  rejuvenation  for  which  many 
aged  men  of  wealth  have  paid  much  and  willingly). 

In  no  case  have  we  noticed  any  particular  change 
in  the  individual’s  reaction  to  sexual  matters.  That 
is,  the  girl  who  was  moral  before  operation  usually 
remained  so  thereafter,  and  the  girl  who  was  im- 
moral continued  on  the  path  of  roses,  if  she  was  not 
closely  supervised.  This,  of  course,  was  to  have  been 
expected,  since  so  far  as  I know  no  one  has  been 
able  to  bring  about  moral  strengthening  by  surgery! 

But  all  this  is  neither  here  nor  there : sterilization 
has  enabled  us  to  release  some  700  patients  in  the 
past  twelve  years  on  an  indefinite  basis.  And  sev- 
eral hundred  more  have  been  able  to  visit  their 
homes  periodically — all  of  this  something  that  would 
have  been  out  of  the  question  if  we  had  not  had 
sterilization. 

Sterilization  has  allowed  us  to  permit  our  pa- 
tients intra-mural  liberties  that  would  be  out  of  the 
question  without  it.  So  even  those  who  can  never 
hope  to  leave  the  Colony  for  any  length  of  time 
can  find  their  lives  somewhat  more  pleasant  because 
of  the  law  that  was  enacted  in  Richmond  in  1924. 

Thanks  to  sterilization,  we  need  not  resign  our- 
selves to  a policy  of  segregation  only.  And  last,  but 
by  no  means  least,  we  have  been  able  to  develop  an 
institution  which  has  a healthy  turnover  and  with 
which  we  can  hope,  as  the  years  roll  by  and  our  edu- 
cational program  expands,  to  be  of  very  real  service 
to  the  unfortunate  individuals  in  Virginia  who  .suffer 
from  epilepsy  and  feeble-mindedness. 
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ECTOPIC  PREGNANCY— A REPORT  OF  FIFTY-SIX  PATIENTS. 


Richard  L.  Pearse,  M.D., 

Durham,  North  Carolina. 


Since  Duke  Hospital  opened  in  1930,  fifty-six 
patients  were  treated  for  ectopic  pregnancy  up  to 
Februar}%  1939.  Fifty-two  patients  were  treated 
operatively  and  four  were  not.  Of  the  fifty-two  pa- 
tients two  had  subsequent  ectopic  pregnancies  treated 
at  Duke  Hospital  by  surgery,  a total  of  fifty-four 
operative  procedures.  All  of  the  pregnancies  w’ere 
tubal  except  one  secondary  abdominal  pregnancy, 
one  primary  abdominal  and  two  tubo-ovarian.  One 
patient  had  chorionepithelioma  of  the  tube;  this  pa- 
tient has  been  previously  reported  in  detail.^^ 

Twenty-eight  of  the  patients  were  white  and 
twenty-eight  were  colored.  The  youngest  was  twenty 
years  old  and  the  eldest  forty-one  years.  The  in- 
cidence according  to  age  was  as  follows: 

20-24  years 15  patients  35-39  years 8 patients 

25-29  years 20  patients  40-44  years 3 patients 

30-34  years 10  patients 

Eleven  of  the  patients  were  nulliparae,  and  forty- 
five  were  multiparae.  The  number  of  pregnancies 
preceding  the  ectopic  gestation  and  the  intervals 
were: 

Para  1 7 patients 

Para  2 5 patients 

Para  3 15  patients 

Para  4 3 patients 

Para  5 5 patients 

Less  than  one  year 7 10-14  years 3 

1-4  years 16  15-19  years 1 

5-9  years 8 Not  recorded 10 

The  shortest  interval  between  an  intrauterine  and 
an  ectopic  pregnancy  was  six  and  a half  months; 
the  longest  was  seventeen  years.  The  shortest  in- 
terval recorded  by  Scheffey^  was  four  months.  In 
all  reported  series  multiparae  have  outnumbered  nul- 
liparae. Behney^  feels  that  having  borne  children  is 
no  guarantee  against  ectopic  pregnancy,  but  that 
the  greater  the  number  of  intrauterine  pregnancies 
the  patient  has  had  the  less  likely  she  is  to  have  an 
extrauterine  pregnancy.  Scheffey,^  on  the  other  hand, 
feels  that  repeated  pregnancy  predisposes  to  ectopic 
pregnancy. 

Six  of  the  patients  had  previous  appendectomies, 
seven  dilatation  and  curettage,  three  appendectomy 


and  a unilateral  salpingo-oophorectomy,  one  an  ap- 
pendectomy and  salpingectomy,  one  a salpingectomy, 
and  one  repair  of  an  unbilical  hernia  and  unilateral 
salpingo-oophorectomy.  In  none  of  the  subsequent 
celiotomies  were  adhesions  noted  that  might  have 
occluded  or  twisted  significantly  the  remaining  tube. 

All  of  the  patients  except  two  complained  of  some 
kind  of  lower  abdominal  pain.  Thirty-six  patients 
had  a period  of  amenorrhea.  This  varied  from  a 
week  to  almost  eight  months  in  the  case  of  a seven 
and  one-half  months’  tubal  pregnancy.  On  forty 
one  occasions  the  onset  of  the  pain  definitely  pre- 
ceded the  vaginal  bleeding.  On  thirteen  occasions 
the  bleeding  preceded  the  pain.  Forty-four  patients 
were  bleeding  on  admission.  The  amount  was  usu- 
ally scanty;  the  heaviest  flow  required  two  pads 
daily.  Eight  were  not  bleeding.  On  six  occasions 
it  was  not  stated  whether  vaginal  bleeding  was  ab- 
sent or  present.  Five  patients  had  shoulder  pain. 
In  one  case  this  was  so  severe  that  the  patient  could 
not  be  flat.  Lewis  and  Carter^  in  studying  a series  of 
sixty  cases  found  an  incidence  of  10  per  cent. 

Behney^  has  suggested  that  cases  of  ectopic  preg- 
nancy might  be  classified  as  obscure,  urgent  and  non- 
urgent. Accordingly,  the  cases  of  this  series  might 
be  divided  as  follows: 


Obscure 8 

Urgent  16 

Non-urgent  34 


In  other  words,  ectopic  pregnancy  rarely  presents 
the  classical  train  of  symptoms  so  graphically  de- 
scribed in  the  older  textbooks.  In  this  series  twelve 
patients  were  operated  as  emergencies.  The  remain- 
ing forty-two  patients  presented  symptoms  of  such 
chronicity  that  a delay  of  from  one  to  sixteen  days 
elapsed  before  celiotomy  was  performed.  The  aver- 
age delay  before  operation  was  about  three  days. 
The  consensus  appears  to  be  that  the  mortality  rate 
is  lowered  as  the  time  elapsing  between  tbe  onset  of 
symptoms  and  operations  is  diminished. 

Physical  findings  other  than  pelvic  were  not  re- 
markable. Cullen’s  sign  was  seen  once;  it  developed 
in  a patient  while  she  was  under  observation  on  tbe 
ward.  A pelvic  mass  was  present,  either  unilateral 
or  in  the  cul-de-sac  in  forty-three  patients,  an  in- 


Para  6 6 patients 

Para  8 2 patients 

Para  9 1 patient 

Para  11 1 patient 
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cidence  of  75  per  cent.  Behney*  reported  the  in- 
cidence of  masses  as  85  per  cent  and  Tenney*  60  per 
cent.  Thirty-one  of  the  patients  had  fever.  The  ele- 
vations of  temperature  were  from  37.4°C.  to  39.6°C. 
A patient  with  malaria  had  the  highest.  The  greatest 
elevation  in  an  uncomplicated  case  was  38.7  °C.  The 
temp>erature  was  unrecorded  for  one  patient  who 
died  promptly  after  admission.  The  remaining 
twenty-six  had  either  a normal  or  slightly  subnormal 
temperature. 

Hemoglobin  determinations  on  admission  were  as 
follows : 

10-19  per  cent-_l  patient  60-69  per  cent 14  patients 

20-29  per  cent_-2  patients  70-79  per  cent 12  patients 

30-39  per  cent  ^4  patients  80-89  per  cent 6 patients 

40-49  per  cent 8 patients  90-100  per  cent — 2 patients 

50-59  per  cent^  7 patients 

The  highest  recorded  hemoglobin  was  100  per  cent 
and  the  lowest  14  per  cent.  The  white  count  was 
recorded  in  fifty-four  cases;  twenty-four  had  a white 
count  above  10,000.  The  highest  was  26,000.  Thirty 
had  a white  count  of  10,000  or  less,  the  lowest  was 
3,900.  Sedimentation  rate  was  reported  in  twenty- 
eight  cases.  The  average  was  17  mm.  in  thirty 
minutes.  The  most  rapid  was  30  mm.  and  the  slow- 
est 4 mm. 

It  has  been  generally  accepted  that  the  greater  the 
hemorrhage  into  the  peritoneal  cavity,  the  more 
severe  the  general  reaction.  Acceleration  of  the  sedi- 
mentation rate  and  leukocytosis  are  not  so  helpful 
in  differentiating  inflammatory  disease  from  ectopic 
pregnancy.  For  example,  a patient  with  a gesta- 
tional sac  almost  18  cm.  in  diameter  completely  en- 
closed by  a pellicle  of  tube  wall  with  almost  no  leak- 
age of  blood  presented  normal  findings.  Four  Fried- 
man’s tests  were  performed.  Only  one  was  positive. 
.\  4.0  cm.  fetus  had  been  extruded  through  a tubal 
rupture  but  the  gestational  sac  was  still  in  intimate 
contact  with  the  tube.  By  the  time  most  cases  require 
hospitalization  the  sac  has  become  detached  with 
the  formation  of  a tubal  mole  or  abortion.  One  case 
with  negative  Friedman’s  test  had  a lipiodol  injec- 
tion in  the  course  of  sterility  studies.  The  tubes  both 
proved  to  be  patent;  the  one  containing  the  gesta- 
tion was  stretched,  and  the  other  kinked.  No  fetus 
was  present  and  the  tube  was  not  ruptured  at  op- 
eration. 

The  recorded  diagnosis  preoperatively  and  before 
post-mortem  examination  was  available  in  fifty-seven 
instances.  Twenty-eight  were  correctly  diagnosed  by 


at  least  one  person,  an  incidence  of  48  per  cent. 
Behney’s'*  average  of  correct  diagnoses  was  61.3  per 
cent;  Tenney’s*  79  per  cent;  Grier’s^^  86  per  cent; 
and  Scheffey’s^  78.7  per  cent.  The  following  varia- 
tions in  diagnoses  occurred  in  fifty-three  recorded 
instances.  This  number  is  the  result  of  a number  of 
members  of  the  service  giving  an  opinion  of  each 
case: 


Salpingo  oophoritis  12 

Ovarian  cyst 12 

Pelvic  abscess 4 

Fibroid  with  infection 4 

Fibroid  4 

Pelvic  cellulitis  3 

Tuberculous  peritonitis  3 

Incomplete  abortion  2 

Hyperplasia  of  the  endometrium 2 

Pregnancy  and  myoma 1 

Chronic  subinvolution,  post-partum 1 

Reperitoneal  hematoma 1 

Prolapse . 1 

Ovarian  mass 1 


Fifty-six  patients  are  included  in  this  series. 
Fifty-two  patients  received  operative  treatment  and 
two  of  these  were  operated  twice,  a total  of  fifty- 
four  operations.  One  patient  died  post-operatively, 
a mortality  rate  of  1.8  per  cent.  Four  patients  were 
not  given  operative  treatment;  two  of  these  died. 
The  gross  mortality  was  5.3  per  cent.  Falk’s'^  total 
mortality  was  8.3  per  cent  and  operative  6 per  cent, 
Tenney’s*  was  4 per  cent,  Grier’s^^  was  3 per  cent, 
and  Scheffey’s^  4.8  per  cent  total,  and  2.5  per  cent 
operative.  Hemorrhage  was  the  cause  of  death  in  the 
unoperated  cases  and  a combination  of  hemorrhage 
and  sepsis  in  the  operated  case.  Autopsies  were  per- 
formed on  all  patients. 

I.  E.  T.,  a thirty-two-year-old,  colored  female, 
entered  March  3,  1933,  at  4:30  P.  M..  She  was 
para  2-0-2.  She  had  been  flowing  three  weeks,  but 
had  suffered  from  abdominal  pain  for  only  a few 
hours.  Her  temperature  was  35.8°C.  and  blood  pres- 
sure 80/60.  Pelvic  examination  showed  nothing  ex- 
cept thickening  and  tenderness  in  the  left  vault.  The 
patient  was  flowing.  Her  hemoglobin  was  55  per 
cent  and  her  wliite  count  was  10,000.  She  suddenly 
went  into  profound  shock  and  died  at  11:05  P.  M. 
of  the  day  of  admission  while  receiving  a transfu- 
sion. Post-mortem  findings  were  a ruptured  isthmic 
tubal  pregnancy  on  the  left.  'I'here  were  800  cc.  of 
blood  in  the  peritoneal  cavity.  -An  8.0  mm.  fetus  was 
in  the  gestation  sac  and  tlie  uterus  contained  decidua. 
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II.  M.  W.,  a twenty-five-year-old,  colored  female, 
entered  Duke  Hospital  July  18,  1933.  She  was  para 
1-0-1.  She  had  had  amenorrhea  for  three  months 
and  thought  herself  normally  pregnant.  Six  hours 
before  admission  she  was  seized  with  sudden  lower 
abdominal  pain  and  went  into  shock.  No  examina- 
tion was  made.  She  died  four  minutes  after  entry 
when  an  attempt  was  being  made  to  give  her  gum 
acacia.  Autopsy  revealed  a ruptured  right  tubal 
pregnancy.  A gestation  sac  but  no  fetus  was  present; 
the  tube  was  chronically  inflamed.  There  was  mas- 
sive intra-abdominal  hemorrhage.  There  was  no 
decidua  in  the  uterus. 

III.  ^I.  W.,  a twenty-five-year-old,  colored  fe- 
male, entered  Duke  Hospital,  October  24,  1934.  She 
was  para  1-1-0.  Her  last  period  had  been  in  July 
and  she  had  missed  the  August  period.  She  had  an 
attack  of  lower  abdominal  pain  and  bleeding  a 
month  before  entry  and  the  symptoms  had  persisted. 
Her  temperature  was  35.8°C.  and  her  blood  pres- 
sure was  70-50.  Physical  examination  in  the  ad- 
mitting w'ard  showed  an  enlarged  uterus  and  a fluct- 
uant mass  in  the  cul-de-sac.  The  patient  went  into 
profound  shock  on  her  way  to  the  ward.  Her  hemo- 
globin was  60  per  cent  and  her  white  count  6,200. 
A transfusion  was  started.  Under  gas,  oxygen  and 
ether  anesthesia  an  abdominal  gestation  about  three 
months  advanced  was  removed  from  the  posterior 
surface  of  the  right  broad  ligament.  The  tubes  were 
not  remarkable  except  for  a few  filmy  adhesions.  -A 
pack  was  placed  in  the  cul-de-sac  for  hemostasis. 
Her  condition  was  poor.  She  was  transfused  on 
October  26.  On  October  28  she  died;  her  pulse  and 
temperature  had  risen  steadily.  Post-mortem  exami- 
nation showed  chorionic  villi  in  the  cul-de-sac. 
There  was  considerable  intra-abdominal  hemorrhage. 
Both  tubes  showed  healed  salpingitis,  and  there  was 
a decidual  reaction  in  the  uterus.  The  fetus  removed 
at  operation  was  10.0  cm.  long. 

The  operative  procedure  were  as  follows: 


Removal  of  abdominal  pregnancy,  probably  primary 1 

Removal  of  abdominal  pregnancy,  secondary,  and  sal- 

pingo-oophorectomy  1 

Unilateral  salpingectomy 5 

Bilateral  salpingectomy 2 

Unilateral  salpingo-oophorectomy  16 

Unilateral  salpingo-oophorectomy  with  contra-lateral 

salpingectomy 10 

Bilateral  salpingo-oophorectomy 2 

Supravaginal  hysterectomy  with  bilateral  removal  of 
adnexa  7 


Supravaginal  hysterectomy  with  unilateral  removal  of 

adnexa  4 

Total  hysterectomy  with  bilateral  removal  of  adnexa__  4 
Total  hysterectomy  with  unilateral  removal  of  adnexa  2 


Colpotomy  was  performed  nine  times  prior  to 
celiotomy.  In  a vicinity  where  inflammatory  disease 
is  decidedly  rampant  this  diagnostic  procedure  has 
proved  very  helpful.  A digital  exploration  is  pref- 
erable in  doubtful  cases  to  aspiration.  No  ill  effects 
have  been  noticed  following  colpotomy.  Twenty- 
four  cases  received  transfusions,  viz. : 

7 before  operation  1 during  operation 

9 after  operation  7 before  and  after  operation. 

Associated  procedures  were: 

Abdominal  drainage  ^16  Myomectomy 1 

Dilatation  and  curettage  4 Suspension 2 

Appendectomy 10  Vaginal  drainage 1 

Most  authors  condemn  drainage  in  cases  of  ectopic 
pregnancy.  The  peritoneum  is  better  able  to  carr}' 
away  the  uninfected  residuum  if  not  insulted  by  a 
foreign  body.  It  has  even  been  recommended  that 
the  extravasated  blood  be  left  undisturbed  in  the 
peritoneal  cavity.  Gas,  oxygen  and  ether  were  used 
forty-two  times,  novocaine  spinal  nine,  straight  ether 
three,  and  cyclopropane  twice.  Although  no  ill  ef- 
fects followed  the  use  of  spinal  anesthesia  it  would 
hardly  appear  to  be  the  anesthetic  of  choice  because 
of  the  possibility  of  the  great  fluctuations  of  blood 
volume  and  blood  pressure. 

The  post-operative  complications  were: 

Minor  wound  sepsis 2 


Shock 2 

Pyelitis 1 

Malaria  1 


Secondary  hemorrhage  from  the  vagina  follow- 
ing total  hysterectomy 1 

Two  other  cases  of  ectopic  pregnancy  were  ad- 
mitted to  Duke  Hospital.  One  was  correctly  diag- 
nosed and  operation  advised.  She  left  against  ad- 
vice and  a letter  from  her  physician  reported  an 
old  gestation  in  the  left  tube.  The  other  patient  was 
treated  from  June  24,  1934,  to  July  5,  1934,  wdth 
douches  and  non-specific  foreign  protein  because  of 
the  mistaken  diagnosis  of  salpingo-oophoritis.  She 
had  an  operation  subsequently  elsewhere  and  a right 
ruptured  tubal  pregnancy  was  found. 

In  fifty-seven  instances,  according  to  operative, 
post-mortem  and  physical  findings,  the  right  tube 
was  involved  thirty-four  times  and  the  left  twenty- 
three.  The  tubes  showed  only  slight  chronic  inflam- 
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mation  in  the  case  of  primary  abdominal  pregnancy. 
The  other  case  of  abdominal  pregnancy  was  obvi- 
ously secondary  to  tubal  abortion,  as  the  gestation 
sac  was  intimately  connected  with  the  right  tube. 
There  were  two  patients  in  whom  no  site  of  nidation 
was  present  in  the  tube  and  in  whom  villi  were  dis- 
covered in  a clot  adherent  to  the  ovary.  In  one  pa- 
tient the  tube  was  normal  and  in  the  other  chronic 
inflammatory  changes  were  present.  Both  were  right- 
sided and  in  both  the  fimbriae  were  adherent  to  the 
clot.  Presumably,  these  were  tubo-ovarian  preg- 
nancies. One  patient  was  treated  in  the  out-patient 
department  for  three  months  with  douches  and  non- 
specific foreign  protein.  The  tubes  were  ruptured 
nineteen  times,  unruptured  thirty-four  times,  intact 
twice  and  of  unknown  state  three  times.  The  por- 
tion of  the  tube  in  which  nidation  had  occurred  is 
as  follows: 

Proximal 3 Distal 25 

Mid  1 Unknown  or  uncertain  28 

According  to  Falk"  the  tube  is  usually  ruptured. 
Most  of  the  specimens  in  this  series  presented  a 
greatly  distended  intact  tube  containing  a degener- 
ated gestational  sac  surrounded  by  blood.  Clotted 
blood  was  being  extruded  from  the  fimbriated  end. 
INIost  of  the  specimens  could  be  classified  as  tubal 
moles  or  abortions.  Fetuses  were  found  in  twelve 
cases,  and  macerated  fetal  parts  in  one  case.  They 
varied  in  size  from  8.0  mm.  to  seven  and  one-half 
months.  The  patient  who  carried  her  tubal  preg- 
nancy to  such  an  advanced  state  was  a thirty-year- 
old,  colored  female,  para  4-2-2.  In  June,  1931,  she 
had  an  episode  of  flowing  diagnosed  by  her  doctor 
as  an  abortion.  She  had  no  subsequent  menses.  In 
July,  1931,  she  noticed  abdominal  enlargement  and 
thought  herself  pregnant.  In  February,  1932,  she 
had  pain  and  flowed  for  thirty  days.  The  abdominal 
tumor  continued  to  enlarge.  She  entered  the  hos- 
pital on  July  S,  1932,  and  presented  a large  lower 
abdominal  tumor.  It  was  fully  23.0  cm.  in  diameter 
and  cystic.  The  uterus  was  enlarged  and  anterior. 
On  July  7,  1932,  a large  right  tubo-ovarian  mass 
was  removed  under  gas,  oxygen  and  ether  and  the 
abdomen  drained.  The  mass  proved  to  be  an  intact 
tube  containing  a macerated  seven  and  one-half 
months’  fetus. 

Endometrium  was  obtained  by  dilatation  and 
curettage,  hysterectomy  or  at  post-mortem  twenty- 
four  times  and  once  in  the  form  of  a decidual  cast. 
A fetus  was  present  on  eight  occasions,  including  the 


patient  who  passed  a cast.  The  Friedman’s  test  was 
positive  also.  In  six  there  was  a decidual  reaction, 
and  in  two  nonnal  interv'al  endometrium.  On  sixteen 
occasions  no  fetus  was  present.  In  two  cases  a de- 
cidual reaction  was  present,  including  the  patient 
with  chorionepithelioma  of  the  tube.  In  the  remain- 
ing fourteen  patients  normal  interval  endometrium 
was  discovered.  According  to  Kline,^  there  is  usu- 
ally some  decidual  formation  in  the  tube  at  the  actual 
site  of  nidation  but  the  formation  of  sympathetic  de- 
cidua is  not  constant.  When  it  does  occur  it  may 
persist  after  degeneration  of  the  chorionic  villi  and 
disappearance  of  the  local  decidual  reaction. 
Schuman,^  on  the  other  hand,  believes  that  a sym- 
pathetic decidua  is  always  produced  in  utero,  and 
with  the  termination  of  the  ectopic  gestation  is  ex- 
foliated as  lochia.  The  relationship  of  the  symptom 
of  flowing  to  the  status  of  the  ectopic  gestation  is 
illustrated  by  the  following  table: 


Fetus  Present  No  Fetus 

Decidua  Endometrium  Decidua  Endometrium 

6 

2 

2 including  chorion 

14 

5 

1 

epithelioma  of  the 
tube 

Flowing 

1 

12 

1 

1 

Not  Flowing 

1 

2 

From  this  short  series  it  is  apparent  that  the  bleed- 
ing can  occur  regardless  of  the  histological  picture 
of  the  endometrium  and  that  none  of  the  present 
theories  explain  the  mechanism  of  how  a patient  can 
bleed  from  a fully  developed  decidua  or  from  an  ap- 
parently estrogenic  endometrium. 

Chronic  inflammation  of  the  tube  occurred  in 
twelve  patients  and  acute  inflammation  once.  One 
patient  had  a frank  tuberculous  salpingitis.  Tu- 
bercle bacilli  were  demonstrated  in  the  sections.  A 
diverticulum  of  the  tube  was  reported  in  one  patient 
but  the  pregnancy  was  not  in  it.  Other  abnormali- 
ties discovered  at  operation  were: 

Fibromyomata  3 

Endometriosis  of  the  ovary 1 

Acute  appendicitis 1 

The  finding  of  an  acute  appendix  was  most  unex- 
pected and  might  be  considered  justification  for  a 
more  extensive  exploration  than  is  usually  carried 
out.  Inflammatory  changes,  chronic,  acute,  or  tuber- 
culous occurred  in  21  per  cent  of  the  patients  of  this 
series.  Grier^'  reported  an  incidence  of  17  per  cent, 
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Miller^®  20  per  cent  and  Tenney®  25  per  cent.  In 
the  face  of  all  this  it  hardly  seems  advisable  to  dis- 
miss inflammation  as  a possible  etiological  factor. 

There  were  four  patients  in  the  series  who  had  re- 
current tubal  pregnancies.  Two  had  been  operated 
elsewhere,  and  two  had  both  gestations  treated  in 
Duke  Hospital.  This  represents  an  incidence  of 
about  7 per  cent.  Schuman®  says  that  one  woman  in 
eight  who  has  had  an  ectopic  pregnancy  may  expect 
another  ectopic,  and  one  in  four  a normal  pregnancy. 
Of  Gregerssen’s®  ninety-five  patients,  four  had  had 
previous  ectopic  pregnancies.  Holtz,®  in  a series  of 
111  operated  patients,  had  nine  develop  fresh  tubal 
pregnancies. 

I.  P.  A.,  a thirty-one-year-old,  white,  married  fe- 
male. No  previous  intra-uterine  pregnancies.  In 
December,  1937,  a left  salpingectomy  and  appen- 
dectomy were  performed  in  Rocky  Mount  Sanitarium 
for  tubal  pregnancy.  She  missed  no  periods.  About 
July  14,  1938,  she  had  a severe  lower  abdominal 
pain  and  then  commenced  to  flow.  She  had  a mass 
in  her  right  vault.  Hemoglobin  was  100  per  cent, 
and  white  count  5,200.  Sedimentation  rate  was  4 
mm.  in  half  an  hour.  On  August  31,  1938,  under 
cyclopropane  and  ether  anesthesia  a posterior  col- 
potomy,  partial  right  salpingectomy  and  total  hy- 
sterectomy were  performed.  The  tube  was  not  rup- 
tured. Villi  were  present.  The  convalescence  was 
uneventful. 

II.  W.  B.,  a thirty-seven-year-old,  colored,  mar- 
ried female.  She  was  para  5-1-3.  In  1934  the  left 
tube  had  been  removed  in  Goldsboro,  N.  C.,  for 
ectopic  pregnancy.  Her  last  pregnancy  had  termi- 
nated spontaneously  at  term  sixteen  months  pre- 
viously. Her  previous  period  had  been  February  15, 
1938;  she  had  flowed  five  days.  On  March  9,  1938, 
she  fainted.  She  commenced  to  flow  March  14.  She 
had  a mass  in  the  right  vault.  Temperature  was 
38.2°C.,  pulse  104,  respirations  20,  blood  pressure 
140/90,  hemoglobin  35  per  cent,  white  count  5,600, 
and  sedimentation  rate  of  33  mm.  in  thirty  minutes. 
She  was  given  500  cc.  of  citrated  blood  and  on 
March  23,  1938,  dilatation  and  curettage,  left  oopho- 
rectomy, right  salpingo-oophorectomy  and  supra- 
vaginal h)’sterectomy  were  performed  under  gas, 
oxygen  and  ether  anesthesia.  The  uterus  contained 
a degenerating  myoma.  The  right . tube  was  ru[>- 
tured  and  contained  villi.  The  wall  was  infiltrated 
with  leucocytes  and  l}Tnphocytes.  She  had  an  attack 
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of  paroxysmal  tachycardia,  but  otherwise  her  con- 
valescence was  uneventful. 

III.  P.  A.,  a twenty-seven-year-old,  white,  mar- 
ried female,  para  3-0-3.  Her  last  pregnancy  had 
terminated  at  tenn  in  1935.  Her  previous  period  had 
been  December  25,  1936.  On  January  29,  1937,  she 
had  cramps  in  her  lower  abdomen.  On  February  4, 
she  commenced  to  flow.  There  was  a mass  4.0  cm. 
in  diameter  in  the  left  vault.  Temperature,  pulse  and 
respirations  were  normal.  Sedimentation  rate  was 
6.0  mm.  in  thirty  minutes.  On  February  27,  1937, 
a left  salpingo-oophorectomy  was  done  under  gas, 
oxygen  and  ether  anesthesia.  There  w’as  a preg- 
nancy in  the  ampullar  portion  with  one  small  point 
of  rupture  and  chronic  inflammation  was  present  in 
the  wall.  Her  recovery  was  uneventful.  She  had 
normal  menses  subsequently.  On  IMarch  10  she  com- 
menced to  flow  at  the  time  of  her  expected  period 
and  continued.  About  March  17  she  had  pain  in 
her  right  lower  quadrant.  She  had  a mass  in  the 
right  vault.  Temperature,  pulse  and  respirations 
were  again  normal.  Hemoglobin  was  78  per  cent, 
white  count  6,000,  and  sedimentation  rate  was  again 
slow,  5 mm.  in  thirty  minutes.  On  April  5,  1938, 
under  gas,  oxygen  and  ether  anesthesia  a posterior 
colpotomy,  right  salpingo-oophorectomy,  total  hys- 
terectomy and  appendectomy  were  done.  She  was 
drained  vaginally.  The  tube  was  not  ruptured  and 
was  chronically  inflamed.  The  cervix  was  large, 
boggy  and  infected.  Again  her  convalescence  was 
uneventful. 

IV.  A.  H.,  a twenty-six-year-old,  colored  female, 
entered  November  5,  1935.  She  was  para  1-0-1.  She 
had  been  flowing  for  a month  and  had  very  little 
pain.  She  had  a large  fluctuant  mass  in  the  right 
vault.  A right  oophorectomy  and  apj^endectomy  had 
been  performed  elsewhere  in  1932.  On  November  8, 
1935,  a right  salpingectomy  was  done.  The  left 
adnexa  were  normal.  The  pathological  report  was 
“An  intact  tube  containing  a clot  with  chorionic 
villi*  visible.  No  inflammation.”  The  patient  had 
an  uneventful  recovery.  She  re-entered  April  16, 
1937.  She  denied  having  missed  any  periods  but 
had  she  had  commenced  to  flow  April  2 and  .\pril  9, 
and  had  considerable  lower  abdominal  pain.  A mass 
was  palpable  in  the  left  fornix.  On  .A.pril  21,  1937, 
a left  salpingectomy  w'as  performed.  This  tube  was 
intact,  contained  a small  gestational  sac  without 
fetal  elements,  and  was  chronically  inflamed.  Her 
convalescence  was  uneventful. 
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In  conclusion,  it  seems  proper  to  refer  to  Behney's 
criteria  for  diagnosing  ectopic  gestation,  viz.,  amen- 
orrhea, recurring  lower  abdominal  pain,  metror- 
rhagia, signs  of  pregnancy  and  a pelvic  mass.  Also, 
anybody  who  has  seen  many  ectopic  pregnancies  can 
subscribe  to  his  statement  that  the  average  case  does 
not  conform  to  a typical  picture. 

The  author  thanks  Drs.  F.  B.  Carter  and  R.  A. 
Ross,  Duke  University,  Department  of  Obstetrics 
and  Gynecology,  on  whose  services  the  patients  were 
studied. 
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Correspondence 


Reply  to  Dr.  Peters’  Criticism. 

December  6,  1939. 

To  THE  Editor; 

In  the  last  issue  of  the  Monthly  Dr.  Peters,  Sec- 
retary of  the  Committee  of  Physicians  for  the  Im- 
provement of  Medical  Care,  Inc.,  quoted  this  state- 
ment from  an  address  made  by  me:  “It  is  an  in- 
teresting fact  that  not  one  of  the  430  physicians  re- 
signed from  the  A.M.A.’s  roster  of  110,000  mem- 
bers.” 

Dr.  Peters  continued  his  letter  by  the  following 
remarks : 

“The  speaker  seems  to  imply  that  resignation  is 
the  only  measure  by  which  a minority  in  this  or- 
ganization can  properly  express  its  disapproval  of  the 
policies  of  the  majority.  He  is  not  the  first  to  air 
this  opinion  which  seems  to  violate  the  first  principle 
of  democracy,  the  liberty  of  minorities  to  voice  and 
to  further  their  convictions.” 

The  implied  criticism  of  the  Committee  was  that 
its  members  were  inconsistent.  Freedom  of  expres- 
sion of  opinion  by  minorities  as  well  as  other  groups 


was  open  to  them  within  the  ranks  of  the  A.M.A. 
where  democratic  principles  dictated  that  differences 
of  opinion  should  be  freely  discussed,  matters  of 
policy  determined,  and  the  will  of  the  majority  sup- 
ported. If  instead  of  playing  the  game  according  to 
the  well-established  rules  of  democracy,  these  men 
preferred  to  establish  a separate  organization  out- 
side of  the  A.M.A.,  it  is  still  an  interesting  fact  to 
me  that  not  one  of  them  resigned  from  the  A.M.A. 
By  exploding  their  bomb-shell  of  revolt  in  a care- 
fully chosen  Sunday  Edition  of  the  New  York  Tivies, 
they  were  in  my  opinion  hitting  below  the  belt.  But 
of  still  greater  importance  they  were  unconsciously 
giving  comfort  to  the  enemies  of  independent  medi- 
cine, and  aiding  and  abetting  those  forces  striving 
for  the  complete  socialization  of  medicine. 

The  struggle  of  medicine,  for  its  independence,  on 
an  isolated  front,  against  tremendous  odds,  demands 
a unity  of  purpose  and  a harmony  within  our  ranks 
which  has  been  much  nearer  attainment  in  the  past 
year.  In  the  interest  of  both  unity  and  harmony  there 
is  no  point  in  prolonging  this  controversy. 

Alex  F.  Robertson,  Jr. 
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Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  Novem- 
ber, 1939,  compared  with  the  same  month  in  1938, 
follows : 

1939  1938 


Typhoid  and  Paratyphoid  Fever __  23  23 

Diphtheria 291  336 

Scarlet  Fever 227  195 

Measles  29  75 

Meningitis 5 4 

Poliomyelitis  4 1 

Rocky  Mountain  Spotted  Fever 0 1 

Typhus  Fever 1 2 

Undulant  Fever 0 1 

Tularemia  8 16 


Finding  Tuberculosis  With  the  X-ray 

Paper  X-ray  films  have  made  wholesale  chest 
X-rays  possible  and  practical  on  large  groups  of  in- 
dividuals. Ingenious  equipment,  using  the  principle 
of  the  roll  camera,  makes  it  possible  to  examine  six 
or  seven  hundred  individuals  a day  at  small  cost. 
.A.fter  processing,  the  films  are  returned  in  rolls  of 
one  hundred  each,  which  then  are  interpreted  on  a 
special  viewing  box  with  direct  lighting.  Detail  is 
not  so  good  as  on  the  celluloid  film,  but  it  permits 
the  recognition  and  diagnosis  of  the  earliest  visible 
tuberculosis  lesion.  This  method  is  not  applicable 
for  use  in  private  office  or  X-ray  laborator}-,  but  it 
does  offer  for  the  first  time  an  excellent  method  of 
locating  unsuspected  and  unknown  cases  of  tubercu- 
losis with  very  little  interruption  or  loss  of  time  in 
industrial  plants,  schools,  colleges  and  hospitals. 

Tuberculosis  ordinarily  is  not  considered  to  be  an 
occupational  disease,  but  the  national  death  rate 
among  unskilled  workers  is  more  than  twice  that  of 
the  skilled  trained  workers.  The  State  Health  De- 
partment plans  to  incorporate  much  industrial  work 
into  its  tuberculosis  program  during  the  coming  year, 
and  in  this  activity  will  use  the  paper  films. 

Tularemia  Incidence 

The  number  of  reported  tularemia  cases  in  1939 
was  but  slightly  less  than  the  total  recorded  by  the 


State  Department  of  Health  for  1938.  This  is  sig- 
nificant in  view  of  the  fact  that  the  1938  figures  rep- 
resented the  highest  incidence  since  this  disease  was 
added  to  the  reportable  list  by  the  Department  in 
1928. 

Aside  from  its  presence,  little  actually  is  known 
about  the  extent  or  spread  of  this  infection  among 
the  rabbits  and  other  small  wild  animals  of  the 
Commonwealth,  though  it  would  appear  that  few 
sections  are  free  from  it.  It,  therefore,  is  necessary 
to  consider  all  rabbits,  other  than  the  domestic 
variety,  as  potentially  infectious. 

Those  who  casually  dress  small  game  need  to  take 
more  seriously  than  hitherto  has  been  the  case  the 
advice  given  patients  and  the  public  by  the  medical 
profession  and  health  officials. 

Undoubtedly,  the  increase  in  reported  cases  in  some 
measure  can  be  explained  by  a keener  observation 
and  more  accurate  diagnosis  on  the  part  of  the  gen- 
eral practitioner.  However,  the  necessity  of  continu- 
ally educating  the  public  on  the  exercising  of  care  in 
handling  the  carcases  of  wild  rabbits  is  apparent. 

Expansion  of  Laboratories 

Due  to  the  increased  use  of  the  Department’s 
central  laboratory  facilities  by  physicians  throughout 
the  State,  arrangements  recently  were  completed  in 
the  State  Office  Building  for  additional  laboratory 
space.  A rearrangement  of  the  equipment  and  pro- 
vision for  laboratory  work  in  connection  with  the  in- 
dustrial hygiene  program  are  expected  more  com- 
fortably to  maintain  the  various  diagnostic  and  re- 
search services  for  which  the  laboratorj'  is  respon- 
sible. 

Since  the  adoption  of  the  Neufeld  technic  as  a 
routine  procedure,  requests  for  pneumococcus  typing 
have  increased  consistently.  Specimens  of  sputum  are 
now  being  examined  by  this  method  direct!)'  for  the 
thirty  types  of  pneumococci.  The  types  in  order  of 
their  predominance  in  Virginia  during  1939  were: 
Type  I,  Type  III,  Type  II,  Type  VII,  Type  X,  and 
Types  V,  VII,  XII,  XIV,  XIX,  XXIII,  XXV. 

There  also  has  been  a definite  expansion  in  the 
laboratory’s  media  work.  During  the  last  twelve 
months  the  number  of  specimens  submitted  for  ex- 
amination for  evidence  of  syphilis  constituted  59  per 
cent  of  the  total  number  of  specimens  received. 


1940] 


Virginia  Medical  Monthly 


55 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Henry  A.  Latane,  Alexandria. 
President-Elect — Mrs.  Griffin  Holland,  Eastville. 
Recording  Secretary — Mrs.  T.  N.  Hunnicutt,  Newport 
News. 

Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 
Parliamentarian — Mrs.  Joseph  Bear,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 


Norfolk  Auxiliary. 

The  Woman’s  Auxiliary  to  the  Norfolk  County 
Medical  Society  held  its  November  meeting  at  the 
home  of  !Mrs.  C.  M.  McCoy,  on  Wednesday  morn- 
ing, November  15,  with  Mrs.  H.  W.  Rogers,  presi- 
dent, presiding.  Plans  were  made  for  the  entertain- 
ment of  wives  of  doctors  who  would  attend  the  meet- 
ing of  the  Seaboard  Medical  Association  at  the 
Cavalier  Hotel,  Virginia  Beach,  on  December  13  and 
14.  \ luncheon,  fashion  show  and  tea  were  planned 
for  the  first  day,  and  on  the  second  day  it  was  ar- 
ranged to  take  the  visitors  on  a sight-seeing  tour  of 
Norfolk  and  vicinity. 

The  Auxiliary  set  January  24th  as  the  day  for  its 
annual  card  party,  which  will  be  held  at  the  Town 
Club.  This  party  is  given  every  year  to  raise  money 
to  maintain  a bed  at  the  Tidewater  Victory  Me- 
morial Hospital,  but  this  year  the  proceeds  will  be 
used  not  only  for  this  fund,  but  will  be  divided  with 
the  Diagnostic  Tumor  Control  Clinic  and  other 
charitable  organizations. 

Mr.  Donald  Shriver  spoke  in  behalf  of  the  Ameri- 
can Red  Cross  and  its  annual  Roll  Call,  then  in 
progress. 

(Mrs.  Brock  D.)  Eugenia  H.  Jones, 

Chairman,  Press  and  Publicity. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 
Mead  Johnson  & Co. 

Mead’s  Mineral  Oil  with  Malt  Syrup. 

Parke,  Davis  & Co. 

Vitamin  K in  Oil. 

Capsules  Viatmin  K in  Oil. 


New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association  for  inclusion  in  New  and  Nonofficial  Remedies: 

Dilantin  Sodium. — Sodium  5,  5-diphenyl-hydantoinate. — 
Sodium  2,  4-diketo-5,  5-diphenyl-tetrahydroglyoxaline. — 
The  mono-sodium  salt  of  5,  5-diphenyl-hydantoin.  Dilantin 
sodium  is  an  anticonvulsant  with  a relatively  weak  hyp- 
notic action.  It  is  used  in  the  treatment  of  epileptic  pa- 
tients who  are  not  benefited  by  phenobarbital  or  bromides 
and  those  in  whom  these  drugs  induce  disagreeable  side 
actions.  It  appears  to  be  more  effective  in  controlling 
seizures  of  the  grand  mal  type  than  in  those  of  the  petit 
mal.  Various  side  actions  of  different  degrees  of  severity 
have  been  observed.  The  product  is  marketed  in  the  form 
of  kapseals,  0.1  Gm.  (1J4  grains),  and  0.03  Gm.  {yi 
grain).  Parke,  Davis  & Co.,  Detroit. 

Tablets  Suprarenin,  0.02  Gm. — Each  tablet  contains  su- 
prarenin  bitartrate  0.0364  Gm.,  equivalent  to  suprarenin 
(New  and  Nonofficial  Remedies,  1939,  p.  232),  0.02  Gm., 
with  lactose  0.0385  Gm.,  and  acetone  sodium  bisulfite 
not  more  than  0.0001  Gm.  Winthrop  Chemical  Co.,  Inc., 
New  York.  (7.  A.  M.  A.,  November  11,  1939,  p.  1813.) 

Typhoid-Paratyphoid  Bacterial  Vaccine  Immunizing 
(New  and  Nonofficial  Remedies,  1939,  p.  443). — This  prod- 
uct is  also  marketed  in  50  cc.  vials,  twenty  immunizing 
doses,  containing  in  each  cubic  centimeter  1,000  million 
killed  typhoid  bacilli,  500  million  killed  paratyphoid  A 
bacilli  and  500  million  killed  paratyphoid  B bacilli.  The 
Gilliland  Laboratories,  Inc.,  Marietta,  Pa. 

Propaganda  for  Reform 

Chorionic  Gonadotropin. — The  Council  on  Pharmacy 
and  Chemistry  reports  that  the  numerous  names  which 
have  been  given  to  the  gonadotropic  substance  excreted 
in  the  urine  of  pregnant  women  have  led  to  considerable 
confusion  and  ambiguity  for  many  years.  Investigators 
have  commonly  referred  to  this  urinary  gonadotrope  as 
the  anterior  pituitary-like  substance.  Other  names  by 
which  this  substance  is  known  are  P.  U.,  A.  P.  L.,  preg- 
nancy urine  hormone  and  prolan  B.  Fluhmann  suggested 
in  1934  the  name  “Chorionic  ovary-stimulating  hormone,” 
since  it  was  definitely  shown  that  this  substance  was  elab- 
orated by  chorionic  tissue,  such  as  the  placenta,  hydatid 
mole,  chorio-epithelioma  and  certain  embryonal  teratomas. 
In  1937  the  Council  voted  to  adopt  as  the  designation  of 
this  substance  the  term  “chorionic  gonadotropin,”  which 
signifies  its  origin  from  chorionic  tissue  and  its  gonado- 
tropic action.  This  action  was  not  published  at  that  time. 
At  the  League  of  Nations  Third  International  Conference 
on  the  Standardization  of  Hormones  in  1938  it  was  agreed 
to  adopt  “the  term  ‘gonadotrop (h) in’  for  reference  to 
principles  with  gonadotrophic  action,  with  the  addition, 
in  each  case,  of  a suitable  adjective  or  descriptive  phrase, 
to  indicate  the  source  of  origin  of  the  particular  principle 
to  which  reference  is  made.”  This  is  in  close  agreement 
with  the  action  of  the  Council,  and  it  appears,  therefore, 
that  the  term  “chorionic  gonadotropin”  is  an  international 
one.  (7.  A.  M.  A.,  August  26,  1939,  p.  756.) 
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Book  Announcements 


Manual  of  the  Diseases  of  the  Eye.  For  Students  and 
General  Practitioners.  By  CHARLES  H.  MAY, 
M.D.,  Consulting  Ophthalmologist  to  Bellevue,  Mt. 
Sinai  and  French  Hospitals,  New  York;  formerly 
Chief  of  Clinic  and  Instructor  in  Ophthalmology, 
Medical  Department  of  Columbia  University,  etc. 
Sixteenth  Edition,  Revised  with  the  Assistance  of 
CHARLES  A.  PERERA,  M.D.,  Instructor  in  Oph- 
thalmology, College  of  Physicians  and  Surgeons, 
Medical  Department  of  Columbia  University,  New 
York.  Baltimore.  William  Wood  and  Company. 
1939.  515  pages,  with  387  illustrations,  including 
31  plates,  and  95  colored  figures.  Cloth.  Price  $4.00. 

Considering  the  voluminous  material  in  books  and 
magazines,  appearing  every  month,  it  is  quite  im- 
possible for  a prodigious  reader  to  devote  enough 
time  to  read  and  digest  all  the  material.  It  would 
be  impossible  for  such  a small  volume  to  contain  all 
the  details  of  the  special  eye  work  going  on  through- 
out the  world. 

Dr.  May  has  very  skillfully  extracted  the  im- 
portant new  advances  in  the  growing  field  and  com- 
bined them  with  the  brief  essentials  truly  needed  by 
every  physician.  (Each  subject  is  of  informative 
value,  but  necessarily  so  brief  that  the  interested 
reader  will  have  to  search  further  if  he  washes  a 
comprehensive  understanding  of  the  matter.) 

The  chapter  on  perforating  wounds  and  compen- 
sation for  eye  injuries  is  one  of  common  sense  and 
everyday  practical  value  to  every  physician.  It  is 
concise  and  I strongly  advise  everyone  to  read  this 
chapter. 

The  chapters  on  glaucoma,  visual  standards,  dis- 
turbances of  mobility  and  ocular  therapeutics,  have 
included  the  most  recent  scientific  advances.  Many 
of  the  chapters  had  been  revised  and  many  new 
plates  added.  This  revised  edition  well  accomplishes 
its  original  purpose  of  presenting  a concise  and  prac- 
tical foundation  of  ophthalmological  knowledge  for 
the  undergraduate  student  and  general  practitioner. 

This  book  has  had  fifteen  editions  and  has  been 
translated  in  eight  foreign  languages  and  speaks  for 
itself. 

L.  B.  Sheppard. 


Pneumonia  and  Serum  Therapy.  By  FREDERICK 
T.  LORD,  M.D.,  Clinical  Professor  of  Medicine, 
Emeritus,  Harvard  Medical  School;  Member  of  the 
Board  of  Consultation,  Massachusetts  General  Hos- 
pital; and  Member  of  Massachusetts  Advisory  Com- 
mittee on  Pneumonia,  1931-5.  And  RODERICK 
HEFFRON,  M.D.,  Field  Director,  Pneumonia  Study 
and  Service,  Massachusetts  Department  of  Public 


Health,  1931-5.  Revised  Edition  of  Lobar  Pneu- 
monia and  Serum  Therapy.  New  York.  The  Com- 
monwealth Fund.  1938.  153  pages.  Cloth.  I’rice 
$1.00. 

This  book  in  some  respects  is  a brief  for  the  use 
of  anti-pneumococcic  serum  in  the  treatment  of  cer- 
tain types  of  pneumonia.  The  statistics  used  to 
prove  this  contention  were  collected  from  an  analysis 
of  data  relative  to  the  work  done  by  the  Massachu- 
setts commission  for  the  study  of  pneumonia  from 
the  years  1931  to  1936,  inclusive.  This  work,  as  is 
generally  known,  was  initiated  by  Dr.  George  H. 
Bigelow  and  financed  by  the  Commonwealth  Fund. 

The  various  phases  of  pneumonia  are  discussed 
briefly,  but  satisfactorily.  Some  space  is  given  to 
the  differential  diagnosis  of  lobar  and  bronchial 
pneumonia,  but  more  emphasis  is  placed  on  the  fact 
that,  while  the  clinical  course  of  each  may  be  en- 
tirely different,  the  causative  organism  in  either  may 
be  a type  of  pneumococcus  for  which  a specific  serum 
is  available.  In  other  words,  the  present-day  con- 
cept is  that  the  differentiation  between  lobar  and 
bronchial  pneumonia  on  clinical  or  anatomical 
grounds,  or  both,  is  not  enough,  and  that  both  types 
should,  in  addition,  be  studied  from  the  bacteriologi- 
cal standpoint.  The  various  steps  from  the  collection 
of  sputum  to  the  technique  of  the  various  methods 
for  typing  the  pneumococci  are  given. 

Needless  to  say  this  is  a report  of  the  most  ex- 
tensive experiment  of  its  kind  ever  undertaken.  The 
data  come  not  only  from  the  medical  center  of  Massa- 
chusetts, but  from  the  general  practitioners  as  well 
throughout  the  state,  and  as  mentioned  before  covers 
a period  of  five  years.  The  data  are  analyzed  from 
every  conceivable  standpoint  as,  for  example,  the 
effects  of  early  and  late  administration  of  serum, 
dose,  factors  responsible  for  failures,  complications, 
etc.  Statistically  the  authors  prove  their  case. 

In  conclusion,  one  has  only  to  read  such  a book 
as  this  to  realize  the  superior  w'orth  of  research  of 
this  kind  as  compared  with  that  in  which  the  scope 
is  extremely  narrowed.  The  analysis  of  this  study 
not  only  shows  the  value  of  serum,  but  also  the  ob- 
stacles which  must  be  overcome  in  order  that  its  use 
may  have  wide  practical  application.  In  addition, 
it  shows  what  may  be  expected  if  such  a thing  could 
be  done  under  circumstances  in  which  the  average 
doctor  practices  medicine.  The  authors  concluded 
that,  in  order  for  all  patients  to  get  the  maximum 
benefit  to  be  derived  from  this  therapy,  it  will  be 
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necessary  not  only  to  have  physicians  who  under- 
stand the  problem,  but  technicians  and  laboratory 
equipment  generally  available  for  aid  in  diagnosis; 
and,  what  is  almost  of  equal  importance,  adequate 
financial  aid  to  make  serum  available  to  all. 

Harry  Walker. 

Diagnostic  Signs,  Reflexes  and  Syndromes.  Standard- 
ized by  WM.  EGBERT  ROBERTSON,  M.D.,  F.A. 
C.P.,  Visiting  Physician,  Medical  Division,  Phila- 
delphia General  Hospital,  St.  Luke’s  and!  Children’s 
Hospital,  and  Northeastern  Hospital.  And  HAROLD 
F.  ROBERTSON,  B.S.,  M.D.,  F.A.C.P.,  Instructor  in 
Medicine,  University  of  Pennsylvania;  Assistant 
Visiting  Physician,  Medical  Division,  Philadelphia 
General  Hospital  and  Methodist  Hospital.  Philadel- 
phia. F.  A.  Davis  Company.  1939.  12mo  of  ix-309 
pages.  Imitation  leather.  Price,  $3.50. 

The  purposes  of  this  book,  as  stated  in  the  pub- 
lisher’s foreword,  are:  1.  to  provide  easy  reference 
to  the  signs,  reflexes  and  syndromes  useful  in  diagno- 
sis; 2.  to  trace  back  and  check  the  first  and  authori- 
tative description  of  each  such  item;  and  3.  to  stand- 
ardize the  nomenclature  which  is  often  confused  and 
conflicting.  These  purposes  are  laudable  and  if  the 
data  are  well  assembled  should  make  a very  useful 
book. 

The  signs,  reflexes  and  syndromes  are  arranged  in 
alphabetical  order,  as  in  a dictionary,  and  included 
in  this  same  alphabet  are  numerous  pathological  con- 
ditions, fields  of  medicine  and  diagnostic  procedures 
to  which  the  signs  apply.  Naturally  in  such  an  ar- 
rangement, any  particular  sign  is  liable  to  appear  in 
more  than  one  place  and  so  cause  undesirable  dupli- 
cation. For  example,  Baron’s  sign  is  found  under 
Baron  and  under  appendicitis,  each  entry  occupying 
about  twenty  lines.  Acroasphyxia  and  Raynaud’s 
sign  have  exactly  the  same  text  under  both  terms  us- 
ing about  twenty  lines  in  each  case.  Under  hemi- 
plegia there  are  four  pages  of  signs,  nearly  all  of 
which  are  duplicated  elsew’here.  The  same  is  true  of 
tuberculosis  with  two  pages  and  appendicitis  with 
nine  pages. 

Distribution  of  the  material  also  seems  to  be  very 
uneven.  For  example,  appendicitis  has  nine  pages  of 
signs  while  peritonitis  has  only  four  signs.  Twenty- 
five  signs  are  listed  under  hyperthyroidism,  none  un- 
der hypothyroidism,  cretinism  or  myxedema. 

A much  more  liberal  use  of  cross  references  would 
have  made  a more  useful  book;  for  example,  the 
cardiovascular  system  covers  two  pages  but  there  is 
no  such  entry  as  circulatory  system.  Gastroenterology 


covers  two  pages  but  there  is  no  such  entry  as  diges- 
tive system.  Nervous  and  mental  diseases  cover  four 
pages  but  there  is  no  such  entry  as  nervous  system, 
neurology  or  psychiatry.  Typhoid  fever  has  a whole 
page,  typhus  fever  nothing.  Ear,  nose  and  throat 
has  a page  of  signs  and  otorhinolaryngology,  strange- 
ly enough,  a page  of  reflexes. 

There  is  no  entry  for  anus,  proctology  or  rectum, 
nor  for  dengue,  psitticosis  or  tularemia,  nor  for  heart 
block,  auricular  flutter  of  coronary  thrombosis  and 
malaria,  angina  pectoris  and  skin  diseases  have  just 
one  each. 

If  one  looks  up  Richet  and  Netter’s  sign,  one  reads 
“See  contraction  of  adductors  sign”;  here  one  reads 
“See  under  appendicitis”;  here  one  reads  “See  ad- 
ductor reflex”  and  here  at  last  one  finds  a full  page 
description  of  this  sign  as  a reward  for  perseverance. 

The  next  edition  offers  a wonderful  opportunity 
for  improvement. 

E.C.L.M. 

Nutrition  and  Diet  in  Health  and  Disease.  By  JAMES 
S.  McLESTER,  M.D.,  Professor  of  Medicine,  Uni- 
versity of  Alabama.  Third  Edition,  Entirely  Re- 
written. W.  B.  Saunders  Company.  Philadelphia. 
1939.  Octavo  of  838  pages.  Cloth.  Price,  $8.00. 

This  book  contains  a brief  review  of  the  metabo- 
lism of  food  vitamins  and  minerals.  It  also  discusses 
various  food  products  such  as  milk,  meat,  eggs,  etc. 
in  respect  to  their  hygienic  standards,  nutritional 
value,  vitamin  content,  digestion,  etc.  A long  list  of 
menus  for  a normal  diet  of  infants  and  adults  is 
given  as  well  as  special  diets  in  disease,  as  deficiency 
diseases,  diabetes,  gout,  obesity,  allergy,  renal  dis- 
eases, digestive  disorders,  febrile  conditions,  and 
post-operative  convalescence. 

The  appendix  lists  the  mineral  and  vitamin  con- 
tents of  foods. 

This  is  an  excellent  book  which  seems  complete 
enough  to  cover  the  needs  of  the  practicing  physician 
who  does  not  have  the  advantage  of  a department  of 
dietetics  to  assist  him.  The  reviewer  would  offer  as 
criticism  the  minor  suggestion  that  Doctor  McLester’s 
modifications  of  the  Sippy  diet  does  not  afford  the 
patient  any  source  of  vitamin  C for  a period  of  two 
weeks.  This  seems  to  be  too  long  a time  for  a sick 
person  to  be  without  this  vitamin  which  is  not  easily 
stored  by  the  body. 

R.J.M. 
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Editorial 


Another  Committee. 

Many  doctors  in  the  United  States  were  asked  a 
few  days  ago  to  join  a committee  formed,  with  the 
knowledge  and  consent  of  the  A.M.A.,  to  guide 
national  legislation  into  channels  that  will  give  more 
and  better  medicine  to  our  people,  and  to  protest  and 
oppose  further  encroachments  upon  the  profession  as 
it  exists  today  by  advocates  of  socialized  medicine. 
Obviously  the  committee  is  designed  to  offer  counter 
propaganda  to  the  propaganda  of  the  Committee  of 
430.  It  proposes  to  speak  for  the  profession  at 
large  and  not  for  a group  of  a few  hundred.  It  is 
formed  within  the  ranks  of  the  membership  of  the 
A.M.A.  and  proposes  to  work  with  and  through  that 
organization.  It  will  employ  the  channels  doctors 
are  accustomed  to  use  in  communicating  their  ideas 
to  each  other — the  mails,  medical  journals,  and  offi- 
cial publications.  It  does  not  propose  to  plead  its 
case  in  the  public  press,  nor  before  a minority  of  the 
.\merican  people,  a minority  which  has  given  evi- 
dence of  a willingness  to  destroy  the  traditional  posi- 
tion of  the  medical  profession,  if  not  to  make  a 
Roman  holiday,  to  continue  a social  experiment 
whose  ideology  based  on  the  worthlessness,  not  the 
worth  of  the  individual. 

Belladonna  a la  Bulgaria, 

The  introduction  of  a new  pharmaceutical  prep- 
aration first  successfully  tried  in  Bulgaria  is  de- 


serving of  mention.  R.  Finley  Gayle,  Jr.,  professor 
of  neuropsychiatry  at  the  Medical  College  of  Vir- 
ginia, reported  it  in  the  last  issue  of  the  Virginia 
Medical  Monthly.  The  preparation  is  marketed 
under  the  name  of  Rabellon  and  contains  hyoscyamine 
hydrobromide,  atropine  sulphate,  and  scopolamine 
hydrobromide.  It  is  an  extract  of  the  root  rather 
than  of  the  leaf  of  the  belladonna  plant.  It  appears 
to  have  greater  potency  and  less  toxicity  than  the 
drugs  we  have  been  using.  With  doses  of  from  two 
to  five  mgm.  more  satisfactory  results  are  obtained 
than  with  much  larger  doses  of  the  alkaloids,  atro- 
pine or  scopolamine.  Dryness  of  the  mouth,  dilata- 
tion of  the  pupils,  gastrointestinal  symptoms  and 
megalocolon  are  not  encountered.  The  systematic  im- 
provement in  muscle  spasticity  and  tremor  as  well 
as  in  mental  symptoms  which  patients  exhibit  after 
its  use  is  described  as  dramatic.  There  is  still  much 
to  be  desired  in  the  way  of  experimental  proof  of  the 
mechanism  of  the  pharmaceutical  action  of  the  prep- 
aration, but  concerning  its  clinical  effectiveness  there 
seems  to  be  a unanimity  of  favorable  opinion.  With 
liver  preparations,  with  cod  liver  oil  preparations  and 
with  some  drugs  we  have  learned  that  the  crude  sub- 
stances often  exceed  the  more  refined  substances  in 
therapeutic  effectiveness,  and  there  has  been  a return 
to  many  of  them  on  the  part  of  the  profession.  This 
preparation  of  the  root  of  belladonna  may  represent 
an  example  of  a similar  situation. 
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A Triad  of  Specifics. 

To  sulfanilamide  and  sulfapyridine  a third  drug 
has  been  added — sulfamethylthiazol.  The  last  named 
is  said  to  be  surprisingly  effective  in  staphylococcus 
aureus  infections.  Thus  against  the  hemolytic  strep- 
tococcus, the  pneumococcus  and  the  staphylococcus 
we  now  have  drugs  of  great  promise.  Sulfamethyl- 
thiazol, as  the  name  implies,  is  another  sulfamido 
compound.  It  appears  not  to  cause  toxic  manifesta- 
tions as  do  the  other  derivatives,  and  yet  it  possesses 
equal  if  not  greater  bacteriostatic  influence.  Clinical 
reports  are  beginning  to  come  through  which  indicate 
that  it  is  not  only  effective  in  staphylococcus  aureus 
sepsis,  but  also  in  pneumococcus  pneumonia  where 
its  chief  employment  may  be  in  those  cases  in  which 
sulfapyridine  cannot  be  given  on  account  of  nausea, 
vomiting  and  fear  of  calculus. 

Sulfamethylthiazol  is  given  in  two  gram  doses 
every  four  hours  for  the  first  eight  hours  and  there- 
after in  one  gram  doses  every  four  hours  as  long  as 
necessary.  The  blood  concentration  of  the  drug 
should  be  followed  as  in  the  case  of  the  other  mem- 
bers of  this  triad  of  specifics. 

Rats ! 

Any  temptation  to  treat  lightly  Rolland  J.  ISIain’s 
little  book,  The  Care  of  a Small  Rat  Colony  (C.  V. 
Mosby  Company,  St.  Louis),  is  quickly  dispelled  by 
a reading  of  the  text.  In  ninety-odd  pages  the  author 
has  compressed  quantities  of  valuable  information 
gathered  in  years  of  experience  with  one  of  science’s 
humblest  aids.  Here  may  be  found  a great  deal  about 
equipment,  cleaning,  breeding,  feeding  and  financing 
as  well  as  remarks  on  the  diseases  to  which  rats  are 
heir.  To  raise  rats  one  must  apparently  combine  tal- 
ents for  engineering,  eugenics,  nutrition,  high  finance 
and  veterinary  medicine.  If  all  this  is  necessary  one 
wonders  how  rats  have  managed  to  play  the  large  and 
sinister  role  in  human  history  that  is  sometimes 
credited  to  them.  Perhaps  the  book  could  serve  as  a 
text  for  the  professional  exterminator  who  would 
make  a success  of  his  job  by  seeing  to  it  that  this 
pesky  rodent  was  systematically  denied  all  the  favor- 
able circumstances  detailed  in  the  book.  Speaking 
seriously,  we  believe  Dr.  Main’s  book  is  useful, 
timely  and  entertaining. 

Dr.  Vinson’s  Book. 

We  have  before  us  the  Diagnosis  and  Treatment 
of  Diseases  of  the  Esophagus  by  Porter  P.  Vinson 
(Charles  C.  Thomas,  Baltimore).  It  is  a neat  mono- 


graph of  two  hundred  profusely  illustrated  pages 
dedicated  to  Henry  S.  Plummer,  and  covers  the  field 
from  esophagoscopy  to  gastroscopy  in  a clear  and 
comprehensive  manner.  Chapters  on  malignant  and 
benign  tumors,  stricture,  spasm,  diverticula,  injury, 
foreign  body,  acute  and  chronic  inflammation,  func- 
tional and  extra-esophageal  dysphagia  follow  one 
another  in  logical  sequence. 

The  style  is  easy  and  there  is  an  obvious  avoidance 
of  details  of  technique.  The  internist  or  general  prac- 
titioner is  made  to  feel  that  the  subject  is  one  in 
which  he  has  a right  to  be  interested  and  one  in 
which  he  has  the  distinct  responsibility  of  himself 
making  an  accurate  and  correct  diagnosis  in  the  great 
majority  of  cases.  Emphasis  is  laid  on  the  impor- 
tance of  a complete  medical  survey  as  a preliminary 
to  detailed  investigation  of  the  esophagus.  We  are 
told  that  in  90  per  cent  of  the  cases  a proper  diagno- 
sis may  be  reached  by  the  history  alone. 

We  expected  to  find  a specialist  in  esophageal  di- 
agnosis and  treatment  approaching  his  subject  with 
a pen  in  one  hand  and  an  esophagoscope  in  the 
other.  It  is  a pleasant  surprise  to  discover  that  Dr. 
Vinson  regards  himself  as  an  internist  primarily  and 
that  he  only  becomes  an  endoscopist  when  the  occa- 
sion demands. 

More  from  His  Pen. 

Primer  of  Allergy,  “a  guidebook  for  those  who 
must  find  their  way  through  the  mazes  of  this  strange 
and  tantalizing  state,”  by  Warren  T.  Vaughan, 
(C.  V.  Mosby  Company,  St.  Louis,  1939),  is  an 
echo  of  the  author’s  larger  and  more  technical  vol- 
ume, The  Practice  of  Allergy.  As  far  as  size  is  con- 
cerned it  is  but  a chip  off  that  block.  It  is  a hand- 
book for  the  patient.  The  author  hopes  that  it  will 
prove  “a  reasonably  good  bed-time  story.”  It  is 
brief,  nontechnical,  pictorial,  and,  carrying  out  the 
figure  that  the  fight  against  allergy  is  a war,  al- 
lergens, sensitization,  history  taking,  treatment,  in- 
structions and  results  are  discussed  in  chapters  bear- 
ing apt  military  sounding  headings  such  as:  “The 
Enemy,”  “Defense  of  the  Realm,”  “Liaison  and  Re- 
connaissance,” “Plan  of  Attack,”  “War  of  .Attri- 
tion,” “Victory  or  Defeat,”  “General  Orders”.  The 
lay  reader  should  enjoy  this  simple  and  clear  pres- 
entation of  a subject  which  is  more  and  more  com- 
monly discussed.  The  last  chapter  dealing  with 
directions  to  the  patient  will  be  found  particularly 
valuable. 
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Proceedings  of  Societies 


Southside  Virginia  Medical  Association. 

The  regular  quarterly  meeting  of  the  Association 
was  held  in  Petersburg,  December  12,  with  Dr.  C.  S. 
Dodd,  president,  presiding.  Several  Richmond  doc- 
tors presented  the  following  papers  which  were  freely 
discussed:  Dr.  Thomas  Wheeldon,  “The  Use  of  the 
Smith-Petersen  Nail  in  Fractures  of  the  Neck  of  the 
Femur”;  Dr.  James  M.  Whitfield,  Jr.,  “Care  of  the 
Skin  in  a Newborn”;  Dr.  H.  Hudnall  Ware,  Jr., 
“Complications  Resultings  from  the  Use  of  SuT 
fapyridine”.  Dr.  Douglas  G.  Chapman,  also  of 
Richmond,  then  presented  a series  of  motion  picture 
films  showing  the  action  of  the  heart  in  certain  ab- 
normal conditions. 

At  the  close  of  the  Scientific  session  the  business 
meeting  was  held.  It  was  the  general  feeling  of  the 
members  present  that  since  the  territory  of  the 
Fourth  District  Society  and  that  of  the  Southside 
Virginia  Medical  Association  was  so  nearly  the  same 
and  since  practically  the  same  membership  belonged 
to  each  society,  it  was  best  to  combine  the  two  in  one 
medical  association.  Consequently,  on  a motion  by 
Dr.  C.  S.  Dodd,  seconded  by  Dr.  Wright  Clarkson, 
and  carried  by  the  Association,  such  action  was  de- 
cided on.  Drs.  C.  S.  Dodd,  Wright  Clarkson  and 
R.  L.  Raiford,  secretary  for  many  years,  were  ap- 
pointed as  a committee  with  a similar  committee  of 
the  Fourth  District  Society  to  decide  on  the  name  for 
the  new  Society  and  make  all  necessary  arrange- 
ments for  the  combination  of  the  two. 

The  meeting  then  adjourned,  closing  the  career  of 
a long  and  useful  service  to  the  physicians  of  South- 
side  Virginia. 

Lynchburg  Academy  of  Medicine. 

The  regular  meeting  of  the  Academy  was  held 
November  6,  with  the  President,  Dr.  S.  E.  Oglesby, 
presiding. 

Drs.  William  Jordan,  Chief  of  the  Diabetic  Clinic 
and  Harry  Warthen,  Associate  Professor  of  Surgery 
from  the  Medical  College  of  Virginia,  presented  a 
very  complete  and  informative  discussion  on  “The 
Medical  and  Surgical  Aspects  of  the  Elderly  Dia- 
betic.” This  very  educational  paper  was  thoroughly 
enjoyed  by  the  members,  many  asking  questions  and 
entering  into  the  discussion.  * ' 


Dr.  E.  A.  Harper,  reporting  for  delegates  to  the 
State  Medical  Convention,  states  the  resolutions  sub- 
mitted by  the  Lynchburg  Academy  of  Medicine,  in 
regard  to  some  form  of  prepaid  sick  insurance  for  the 
low  income  group,  were  adopted  by  the  House  of 
Delegates. 

The  December  meeting  of  the  Academy  was  held 
on  the  4th,  with  Dr.  Oglesby,  presiding. 

This  meeting  was  devoted  entirely  to  business  with 
reports  of  all  of  the  committees  and  election  of  Dr. 
O.  M.  Weaver,  State  Colony,  to  membership. 

Dr.  E.  G.  Scott  was  elected  president  and  Dr. 
Powell  Dillard,  vice-president.  Drs.  John  Hundley, 
Jr.  and  Edwin  Harper  were  elected  to  the  Board  of 
Trustees  for  two  years,  replacing  Drs.  Gorman  and 
Devine,  Sr. 

C.  E.  Keefer,  M.D., 
Secretary-Treasurer. 

Danville-Pittsylvania  Academy  of  Medicine. 

At  the  meeting  of  the  Academy  on  December  12, 
the  following  officers  were  installed  for  the  coming 
year:  President,  Dr.  W.  B.  Sager;  vice-presidents, 
Drs.  M.  H.  Watson  and  W.  E.  Jennings;  secretary- 
treasurer,  Dr.  E.  E.  Barksdale. 

Richmond  Academy  of  Medicine. 

At  the  annual  meeting  of  the  Academy  on  Decem- 
ber 12,  the  following  officers  were  elected  for  1940: 
President,  Dr.  J.  Powell  Williams;  president-elect. 
Dr.  William  B.  Porter;  and  vice-presidents,  Drs. 
E.  H.  Terrell  and  H.  J.  Warthen.  Drs.  James  P. 
Baker,  Jr.,  and  Ennion  S.  Williams  were  elected  to 
the  Board  of  Trustees.  Following  the  business  ses- 
sion, the  annual  Christmas  party  was  held. 

The  Roanoke  Academy  of  Medicine 

Held  its  regular  meeting  on  December  4,  at  which 
time  the  following  scientific  program  was  presented : 
A Report  of  Three  Cases  of  Ethmoiditis  with  Un- 
usual Complications  by  Dr.  Mortimer  H.  Williams; 
Adenocarcinoma  of  the  Pancreas  with  Metastasis  to 
the  Lungs  by  Dr.  B.  P.  Seward;  and  Rocky  Moun- 
tain Spotted  Fever  by  Dr.  J.  H.  Bailey. 

Dr.  L.  G.  Richards  is  president  of  the  Academy 
and  Dr.  David  B.  Stuart,  secretary-treasurer. 
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The  Fredericksburg  Medical  Society, 

At  its  annual  meeting  in  December,  elected  the  fol- 
lowing officers  for  1940:  President,  Dr.  L.  Philip 
Cox;  vice-president,  Dr.  L.  F.  Lee;  and  secretary- 
treasurer,  Dr.  William  Butzner,  Jr. 

The  South  Piedmont  Medical  Society 

Held  its  regular  meeting  on  November  28,  in  Dan- 
ville, with  the  president.  Dr.  E.  G.  Scott,  Lynchburg, 
presiding.  The  subject  “The  IMore  Common  Dis- 
eases of  the  Kidney  and  Bladder”  was  presented  by 
Drs.  Harold  L.  Riley,  Lynchburg;  W.  Lloyd  East- 


lack,  South  Boston;  and  W.  W.  Koontz,  Lynchburg. 
The  general  discussion  was  opened  by  Dr.  W.  M. 
Coppridge,  invited  guest,  Durham,  N.  C.  Following 
this  discussion,  papers  were  presented  by  Drs.  Samuel 
Newman,  Danville;  Thomas  Wheeldon,  Richmond; 
I.  C.  Riggin,  Richmond;  Ray  A.  Moore,  Hampden- 
Sydney;  J.  W.  Devine,  Sr.  and  Jr.,  Lynchburg;  John 
Saunders,  Madison  Heights;  S.  C.  Hall,  Danville; 
Wright  Clarkson,  Petersburg;  and  J.  J.  Neal,  Dan- 
ville. 

Dr.  George  A.  Stover,  South  Boston,  is  secretary- 
treasurer  of  this  Society. 


News  Notes 


A New  Year  Wish 
A happy  heart,  a smiling  face, 

A sunbeam  in  the  darkest  place. 

A road  to  travel  that  is  free 

From  ruts,  and  smooth  and  fair  to  see. 

A bright  objective,  that  will  seem 
To  realize  your  fondest  dream. 

This  may  the  New  Year  hold  for  you — 

— Selected. 


Southern  Medical  Association. 

Dr.  Walter  E.  Vest,  Huntington,  W.  Va.,  president, 
presided  at  the  thirty-third  annual  session  of  this 
Association  in  Memphis,  Tenn.,  the  latter  part  of 
November.  The  registered  attendance  was  4,082,  of 
which  2,180  were  physicians.  There  were  the  usual 
sectional,  alumni  and  fraternity  meetings  and  din- 
ners, in  addition  to  sports  for  those  interested.  In 
the  scientific  exhibits,  that  of  Drs.  W.  W.  Waddell, 
Jr.,  DuPont  Guerry,  III,  and  McLemore  Birdsong, 
of  the  University  of  Virginia  Department  of  Medi- 
cine, was  among  those  to  receive  honorable  mention. 

Louisville,  Ky.,  was  selected  as  the  1940  place  of 
meeting,  under  the  presidency  of  Dr.  Arthur  T.  Mc- 
Cormack of  that  city.  Dr.  Quitman  U.  Newell  of 
St.  Louis  was  named  president-elect;  Drs.  W.  L. 
Williamson  of  Memphis  and  E.  W.  Bertner  of  Hous- 
ton, Tex.,  vice-presidents;  and  Mr.  C.  P.  Loranz  of 
Birmingham  was  re-elected  secretary-manager. 

The  following  physicians  from  Virginia  were  reg- 
istered at  this  meeting : 

Dr.  Vincent  W.  Archer,  Charlottesville. 

Dr.  J.  B.  Bailey,  Keysville. 

Dr.  T.  Neill  Barnett,  Richmond. 

Dr.  Ralph  G.  Beachley,  Arlington. 


Dr.  I.  A.  Bigger,  Richmond. 

Dr.  McLemore  Birdsong,  Charlottesville. 
Dr.  H.  G.  Bland,  Newport  News. 

Dr.  P.  M.  Chichester,  Richmond. 

Dr.  Wright  Clarkson,  Petersburg. 

Dr.  Chas.  E.  Conrad,  Harrisonburg. 

Dr.  V.  M.  Cox,  Bristol. 

Dr.  Frank  D.  Daniel,  Charlottesville. 
Dr.  J.  H.  Deyerle,  Harrisonburg. 

Dr.  A.  I.  Dodson,  Richmond. 

Dr.  Hunter  M.  Doles,  Norfolk. 

Dr.  E.  C.  Drash,  Charlottesville. 

Dr.  Granville  Eastham,  Culpeper. 

Dr.  Richard  W.  Fowlkes,  Richmond. 

Dr.  H.  B.  Haag,  Richmond. 

Dr.  Edgar  C.  Harper,  Richmond. 

Dr.  Chas.  L.  Harshbarger,  Norton. 

Dr.  J.  S.  Horsley,  Richmond. 

Dr.  Robert  Jones,  Dorchester. 

Dr.  Linwood  D.  Keyser,  Roanoke. 

Dr.  Walter  B.  Martin,  Norfolk. 

Dr.  Howard  R.  Masters,  Richmond. 

Dr.  G.  M.  Maxwell,  Roanoke. 

Dr.  L.  D.  Morgan,  Gladys. 

Dr.  T.  Addison  Morgan,  Franklin. 

Dr.  H.  B.  Mulholland,  Charlottesville. 
Dr.  Thos.  W.  Murrell,  Richmond. 

Dr.  W.  P.  McDowell,  Norfolk. 

Dr.  W.  Ambrose  McGee,  Richmond. 

Dr.  J.  B.  Porterfield,  Richmond. 

Dr.  Frank  H.  Redwood,  Norfolk. 

Dr.  L.  J.  Roper,  Richmond. 

Dr.  Jas.  Warren  Sayre,  Hampton. 

Dr.  J.  M.  Shackelford,  Martinsville. 
Dr.  James  T.  Shelburne,  Critz. 

Dr.  Reuben  F.  Simms,  Richmond. 

Dr.  James  B.  Stone,  Richmond. 

Dr.  Landon  E.  Stubbs,  Newport  News. 
Dr.  Lee  E.  Sutton,  Richmond. 
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Dr.  E.  H.  Terrell,  Richmond. 

Dr.  G.  Colbert  Tyler,  Newport  News. 

Dr.  Samuel  A.  Vest,  Charlottesville. 

Dr.  W.  W.  Waddell,  Jr.,  Charlottesville. 

Dr.  Thomas  Wheeldon,  Richmond. 

Dr.  David  C.  Wilson,  Charlottesville. 

Dr.  J.  Edwin  Wood,  Jr.,  Charlottesville. 

The  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina 
Held  its  forty-fourth  annual  meeting  at  Virginia 
Beach,  December  12-14,  under  the  presidency  of  Dr. 
Julian  L.  Rawls,  of  Norfolk.  There  were  approxi- 
mately 200  doctors  present.  Included  on  the  pro- 
gram were  symposiums  on  Sulfapyridine  and  Frac- 
tures. 

The  following  officers  were  elected:  President,  Dr. 
John  C.  Tayloe,  Washington,  N.  C. ; vice-presidents, 
Drs.  George  A.  Duncan,  Norfolk;  Erik  G.  Bell, 
Wilson,  N.  C.;  Robert  Matthews,  Norfolk;  and 
Winston  Ruffin,  Pink  Hill,  N.  C.;  and  secretary- 
treasurer,  Dr.  Clarence  Porter  Jones  (re-elected), 
Newport  News.  The  next  meeting  will  be  held  in 
Washington,  N.  C.,  December,  1940. 

Medical  College  of  Virginia  News. 

The  portrait  of  Dr.  A.  L.  Gray,  late  professor  of 
roentgenology  at  the  college,  was  presented  to  the 
college  on  December  1 5 , with  appropriate  exercises  in 
the  Richmond  Academy  of  Medicine  auditorium. 
Mrs.  Malcolm  W.  Perkins,  a niece  of  Doctor  Gray 
presented  the  portrait,  painted  by  David  Silvette, 
Richmond  artist.  Dr.  Thomas  W.  Murrell  and  Dr. 
Lowndes  Peple  were  the  speakers  on  this  occasion. 

Founders’  Day  exercises  and  the  dedication  of  the 
restored  Egyptian  Building  will  be  held  January  16, 
beginning  with  a morning  program  at  Monumental 
Episcopal  Church  with  addresses  by  Dr.  Walter  H. 
Judd  and  Dr.  Wyndham  B.  Blanton.  Dr.  Judd  is  a 
distinguished  student  of  Chinese  culture  and  will 
speak  on  Chinese  Medicine.  Dr.  Blanton  will  speak 
on  the  history  of  the  Egyptian  Building  and  its 
unique  part  in  medicine  in  the  South.  Following  this 
program  the  Egyptian  Building  will  be  inspected. 
At  four  o’clock  in  the  afternoon  the  Brown-Sequard 
Society  will  present  Dr.  George  W.  Thorn,  associate 
professor  of  medicine,  Johns  Hopkins  University, 
school  of  medicine,  who  will  speak  on  Studies  on  the 
Adrenal  Cortex.  This  lecture  will  take  place  in  the 
new  Simon  Baruch  Auditorium  in  the  restored  Egyp- 


tian Building.  In  the  evening  at  8:30  o’clock  the 
educational  section  of  the  Richmond  Academy  of 
Medicine  will  present  in  its  auditorium.  Dr.  E.  V. 
McCollom,  professor  of  biochemistry,  Johns  Hopkins 
University,  school  of  hygiene  and  public  health,  who 
will  speak  on  The  Place  of  Vitamins  in  the  Main- 
tenance of  Normal  Health.  Members  of  the  profes- 
sion are  cordially  invited  to  be  present  for  Founders’ 
Day. 

The  annual  Stuart  McGuire  Lectures  are  sched- 
uled for  April  16  and  17,  with  which  the  spring 
postgraduate  clinics  will  be  combined.  Dr.  Frederic 
C.  Fluhmann,  associate  professor  of  obstetrics  and 
gynecology  at  Leland-Stanford  University,  will  give 
the  lectures,  the  first  on  Anaesthesia  and  Analgesia 
in  Obstetrics  and  the  second  on  The  Problem  of  Ab- 
normal Uterine  Bleeding.  The  spring  postgraduate 
clinics  will  be  held  during  the  day  of  April  17  and 
will  be  devoted  to  the  Toxemias  of  Pregnancy. 
Speakers  will  be  Dr.  N.  J.  Eastman,  professor  of 
obstetrics,  Johns  Hopkins  University,  school  of  medi- 
cine; Dr.  Louis  Douglas,  professor  of  obstetrics,  Uni- 
versity of  Maryland,  school  of  medicine;  Dr.  Tiffany 
J.  Williams,  professor  of  obstetrics.  University  of 
Virginia,  department  of  medicine,  and  Dr.  Bayard 
Carter,  professor  of  obstetrics,  Duke  University, 
school  of  medicine.  The  morning  session  will  be 
from  ten  to  twelve  o’clock  and  the  afternoon  session 
from  two  to  five  o’clock.  There  will  be  a round- 
table discussion  at  the  conclusion  of  the  clinics.  The 
ex-internes  of  the  hospital  division  of  the  college  will 
hold  their  annual  reunion  during  the  lecture  period. 

News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

At  the  meeting  of  the  Southern  Medical  Associa- 
tion in  Memphis,  Tenn.,  November  21  to  24,  the 
following  papers  were  presented  by  members  of  the 
Faculty  of  the  Department  of  Medicine  of  the  Uni- 
versity of  Virginia:  Clinical  Course  and  Manage- 
ment of  Acute  Nephritis  by  Drs.  J.  Edwin  Wood,  Jr. 
and  Byrd  S.  Leavell;  The  Relationship  of  Personal- 
ity Changes  to  Facial  Neuralgia  by  Drs.  Marion  S. 
Love  and  David  C.  Wilson;  and  Roentgenologic  Aid 
in  Acute  Infections  of  the  Lung  and  Their  Sequelae 
by  Dr.  Henry  B.  Mulholland.  Drs.  E.  C.  Drash  and 
V.  W.  Archer  participated  in  the  discussions  of  sev- 
eral papers.  Scientific  exhibits  were  presented  by 
Drs.  John  Eager  Howard  and  Samuel  A.  Vest,  Jr. 
on  Administration  of  Synthetic  Androgens  by  Pellet 
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Implantation  and  Pellet  Injection  and  by  Drs.  W. 
W.  Waddell,  Jr.  and  DuPont  Guerry,  III  on  The 
Role  of  Vitamin  K in  the  Etiology,  Prevention  and 
Treatment  of  Hypoprothrombinemia  and  Hemor- 
rhage in  the  Newly-Born.  Drs.  Waddell  and  Guerry 
were  awarded  honorable  mention  for  their  exhibit. 

Dr.  Vincent  W.  Archer  was  elected  Chairman  of 
the  Council  of  the  Southern  Medical  .Association. 

Dr.  David  C.  Wilson  was  elected  Vice-Chairman 
of  the  Section  on  Neurology  and  Psychiatry.  Dr. 
Wilson  is  also  Chairman  of  the  Section  on  Convulsive 
Disorders  of  the  .American  Psychiatric  Association 
and  a member  of  the  Committee  on  Research  of  the 
.American  Psychiatric  Association. 

On  November  18,  Dr.  C.  C.  Speidel  presented  a 
paper  before  the  American  Philosophical  Society  in 
Philadelphia  on  The  Effects  of  Metrazol  on  Tissues 
of  Frog  Tadpoles  With  Special  Reference  to  the 
Injury  and  Recovery  of  Individual  Nerve  Fibers. 

.At  the  meeting  of  the  Univ'ersity  of  Virginia  Medi- 
cal Society  on  November  27,  Drs.  E.  P.  Lehman  and 
Floyd  Boys  discussed  The  Control  of  Intraperitoneal 
-Adhesions  with  Heparin. 

Drs.  E.  P.  Lehman  and  Floyd  Boys  attended  the 
meeting  of  the  Southern  Surgical  Society  in  .Augusta, 
Georgia,  on  December  6 and  presented  a paper  on 
The  Control  of  Intraperitoneal  Adhesions  with 
Heparin. 

The  sixth  annual  Postgraduate  Course  in  Oph- 
thalmology and  Otolaryngology  sponsored  by  the 
University  of  Virginia  was  held  at  the  Medical 
School  from  December  5 to  8.  The  list  of  those  giv- 
ing lectures  and  holding  clinics  included  the  follow- 
ing: Dr.  Edmund  B.  Spaeth,  Associate  Professor 
of  Ophthalmology  of  the  Graduate  School  of  Medi- 
cine of  the  University  of  Pennsylvania;  Dr.  Wilfred 
E.  Fry,  Assistant  Professor  of  Ophthalmology  at  the 
University  of  Pennsylvania;  Dr.  Alfred  Cowan,  As- 
sociate Professor  of  Ophthalmology  of  the  Graduate 
School  of  Medicine  of  the  University  of  Pennsyl- 
vania; Dr.  William  Thornwall  Davis,  Professor  of 
Ophthalmology  at  George  Washington  School  of 
Medicine;  Dr.  Charles  Blassingame,  Clinical  Asso- 
ciate in  the  Department  of  Otolaryngology  of  the 
University  of  Tennessee;  Dr.  James  A.  Babbitt,  As- 
sociate Professor  of  Otolaryngology  at  the  Graduate 
School  of  Medicine  of  the  University  of  Pennsyl- 
vania; Dr.  Eldwin  Broyles,  Associate  in  Laryngology 


at  Johns  Hopkins  Medical  School;  Dr.  Oscar  Swine- 
ford,  .Assistant  Professor  of  ^Medicine  at  the  Univer- 
sity of  Virginia  Medical  School;  and  Dr.  H.  B.  Mul- 
holland.  Professor  of  the  Practice  of  Medicine  at  the 
University  of  Virginia  Medical  School.  The  num- 
ber who  registered  for  the  course  was  forty-five. 

Dr.  John  P.  Peters,  Professor  of  Medicine  at  Yale 
University  School  of  Medicine,  gave  the  first  Alpha 
Omega  Alpha  address  for  the  session  on  December 
11.  His  subject  was  Social  Implications  of  Medical 
Science. 

Progress  in  Syphilis  Control. 

.According  to  the  U.  S.  Public  Health  Service,  ap- 
proximately 103,000  patients  were  discharged  from 
clinics  as  cured  or  with  syphilis  arrested  in  1939,  as 
compared  with  78,000  in  1938.  Almost  60  per  cent 
more  persons  were  brought  under  treatment  for  the 
first  time  in  1939  than  in  1938.  The  number  of 
treatments  increased  from  5,200,000  in  1938  to  8,- 
000,000  in  1939. 

By  the  close  of  1939  the  health  department  of  every 
state  and  territory  had  a separate  division  or  sub- 
division charged  with  the  control  of  the  venereal  dis- 
eases. In  1938  only  twenty-seven  states  were  so  or- 
ganized. Nineteen  states  now  require  examinations, 
including  blood  tests  for  syphilis  of  all  applicants 
for  marriage  licenses  and  fifteen  states  require  phy- 
sicians to  perform  blood  tests  for  syphilis  on  ex- 
pectant mothers. 

Dr.  W.  D.  Kendig, 

Kenbridge,  has  been  re-elected  chairman  of  the 
Lunenburg  County  Democratic  Committee  for  1940. 

Promotions  in  National  Guard. 

Dr.  Wilbur  R.  Southward,  Richmond,  of  the 
Medical  Corps  First  Virginia  Infantry,  has  been  pro- 
moted to  major  and  assigned  to  duty  with  the  Head- 
quarters Second  Battalion,  104th  Medical  Regiment, 
a unit  recently  allocated  to  Virginia. 

Dr.  Frederick  P.  Barrow,  II,  Portsmouth,  of  the 
Medical  Corps,  111th  Field  Artillery,  has  been  pro- 
moted to  major  of  the  medical  detachment,  succeed- 
ing Major  George  W.  Schenck,  Norfolk,  resigned. 

Doctors  Work  with  Boy  Scout  Group. 

Dr.  John  Hundley,  Jr.,  has  been  re-elected  vice- 
chairman  of  the  Lynchburg  Area  Boy  Scout  Group 
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and  Dr.  John  W.  Devine,  Jr.,  also  of  Lynchburg, 
was  elected  district  commissioner. 

Bequests  for  Research. 

Gifts  of  approximately  $1,500,000  to  Northwest- 
ern University  and  of  approximately  $1,000,000  to 
the  University  of  Chicago  are  announced  by  the 
Trustees  of  the  Estate  of  Clara  A.  Abbott,  who  died 
in  1924,  and  whose  will  is  now  finally  closed.  Both 
gifts  will  be  used  for  medical  and  chemical  research. 

The  gift  to  the  University  of  Chicago  will  operate 
to  secure  for  that  Institution  an  additional  $1,500,- 
000  from  the  Rockefeller  Foundation  to  be  used  for 
Biological  Research  which  was  promised  condition- 
ally upon  the  University  securing  an  additional 
amount  now  realized  by  the  Abbott  Estate  gift. 

iMrs.  Abbott  was  the  widow  of  Dr.  Wallace  C. 
.\bbott,  Founder  of  Abbott  Laboratories,  who  was  a 
practicing  physician  in  Chicago  for  many  years  and 
began  the  manufacture  of  chemicals  and  pharmaceu- 
ticals in  Ravenswood,  111.,  in  1888.  Both  were  much 
interested  in  research  work  in  colleges  and  univer- 
sities. 

Other  gifts  included  the  following  approximate 
amounts  to:  Victory  Memorial  Hospital,  Waukegan, 
111.,  $250,000;  Evanston  Hospital,  Evanston,  111., 
$250,000;  and  Knox  College,  Galesburg,  111., 
$250,000. 

Dr.  Harry  J.  Warthen,  Jr., 

Richmond,  was  elected  to  membership  in  the 
Southern  Surgical  Association  at  its  recent  meeting 
in  Augusta,  Ga. 

Dr.  L.  G.  Roberts, 

Moormans  River,  was  recently  elected  chairman  of 
the  Democratic  Committee  of  the  district  composed 
of  the  City  of  Charlottesville  and  the  counties  of 
Albemarle,  Greene,  Madison,  and  Fluvanna. 

The  Eighth  American  Scientific  Congress 

Will  be  held  in  Washington,  D.  C.,  may  10  to 
18,  1940,  under  the  auspices  of  the  Government  of 
the  United  States  of  America.  By  special  Act  of 
Congress,  invitations  have  been  extended  to  the  Gov- 
ernments of  the  American  Republics  members  of  the 
Pan  American  Union  to  participate  in  this  meeting. 
The  Congress  will  be  divided  into  eleven  sections, 
one  of  which  will  be  devoted  to  Public  Health  and 


Medicine.  Dr.  Alexander  Wetmore,  assistant  secre- 
.tary  of  the  Smithsonian  Institution,  has  been  desig- 
nated Secretary  General  of  the  Congress. 

Southern  Surgical  Association. 

At  the  annual  meeting  of  the  Association  in  Au- 
gusta, Ga.,  early  in  December,  the  following  officers 
were  elected:  President,  Dr.  John  Staige  Davis, 

Baltimore;  vice-presidents,  Drs.  W.  L.  Peple,  Rich- 
mond, and  W.  A.  Bryan,  Nashville;  secretary,  Dr. 
Alton  Ochsner,  New  Orleans;  and  treasurer.  Dr. 
C.  A.  Vance,  Lexington,  Ky.  The  last  two  were  re- 
elected. The  next  meeting  will  be  at  Hot  Springs, 
Va. 

Dr.  M.  T.  Rosser, 

Who  recently  practiced  at  Hillsville,  is  now  on 
active  duty  with  the  Navy,  with  the  rank  of  Lieu- 
tenant-Commander, MC-USNR,  and  is  stationed  at 
Parris  Island,  S.  C. 

Dr.  J.  O.  Fitzgerald,  Jr., 

Richmond,  was  elected  president  of  the  Camera 
Club  of  this  city,  at  its  annual  meeting  early  in  De- 
cember. 

Dr.  Guy  Hinsdale, 

White  Sulphur  Springs,  W.  Va.,  was  recently 
elected  president  of  the  Greenbrier  Valley  (W.  Va.) 
Medical  Society.  Dr.  D.  G.  Lewis  of  Lewisburg  is 
vice-president,  and  Dr.  A.  G.  Lanham  of  Ronceverte 
is  secretary. 

Mt.  Regis  Sanatorium  Closed. 

Dr.  Everett  E.  Watson,  for  the  past  twenty-six 
years  medical  director  of  Mt.  Regis  Sanatorium  at 
Salem,  announces  the  closing  of  that  institution.  He, 
however,  will  continue  to  make  his  home  at  the  sana- 
torium, and  will  devote  his  entire  time  to  consulta- 
tions by  appointment.  While  his  offices,  laboratory 
and  X-ray  laboratory  will  be  at  the  former  sanato- 
rium, he  will  continue  to  see  out-patients  also. 

Dr.  James  H.  Smoot, 

Woodstock,  has  been  re-elected  president  of  the 
Shenandoah  County  Fair  Association. 

The  National  Conference  on  Medical  Service, 

Formerly  the  Northwest  Regional  Conference,  will 
hold  its  14th  annual  meeting  at  the  Palmer  House, 
Chicago,  Sunday,  February  11,  1940.  All  state  medi- 
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cal  societies  have  been  invited  to  send  representatives 
to  the  Conference,  designed  to  provide  a medium  for 
the  verbal  exchange  of  information  on  progressive 
medical  service  activities  being  conducted  throughout 
the  United  States,  and  to  discuss  the  solution  of 
problems  arising  from  the  distribution  of  medical 
service  to  all  classes.  The  Conference  is  not  official 
nor  political,  is  not  connected  with  any  other  or- 
ganization or  committee,  and  its  deliberations  result 
in  no  resolutions  or  motions.  It  is  informal,  has  no 
dues,  by-laws,  or  formal  organizational  structure. 
Seventeen  men,  representing  as  many  states  in  the 
Union,  will  be  on  the  program  of  this  one-day  meet- 
ing. 

L.  Fernald  Foster,  M.D.,  Bay  City,  Michigan,  is 
president  of  the  National  Conference;  and  Forrest 
L.  Loveland,  M.D.,  Topeka,  Kansas,  is  secretary. 

Dr.  William  B.  Wilkins, 

Recently  of  Alexandria,  has  moved  to  West  Palm 
Beach,  Fla.,  and  has  offices  in  Suite  715  Harvey 
Building.  He  will  limit  his  practice  to  internal  medi- 
cine with  especial  reference  to  cardiology. 

Dr.  Edw.  Valentine  Jones,  Jr., 

Class  of  ’35,  University  of  Virginia,  Department 
of  Medicine,  recently  connected  with  health  work  at 
Logan,  W.  Va.,  is  now  at  the  School  of  Hygiene 
and  Public  Health,  Johns  Hopkins  University,  Bal- 
timore, where  he  is  a candidate  for  the  degree  of 
Master  of  Public  Health.  Upon  completion  of  this 
course,  he  will  return  to  Logan  to  be  engaged  in 
syphilis  control  work  under  the  direction  of  the  West 
Virginia  State  Health  Department. 

New  Unit  Opened  at  Sanatorium. 

The  new  infirmary  and  culinary  building  at  Blue 
Ridge  Sanatorium,  Charlottesville,  erected  at  a cost 
of  $275,000,  exclusive  of  furnishings,  has  been  com- 
pleted and  was  opened  to  inspection  on  the  afternoon 
of  December  17.  It  is  the  major  unit  of  a project 
which  is  to  include  a new  central  heating  plant  and 
the  remodelling  of  the  old  culinary  department  into 
nurses’  quarters.  This  will  increase  the  capacity  of 
the  sanatorium  by  approximately  100  beds. 

Drs.  Cary  and  Helvestine. 

Dr.  S.  Beverly  Cary  of  Roanoke  announces  the 
association  of  Dr.  Frank  Helvestine,  Jr.  They  have 
offices  in  Suite  303  Medical  Arts  Building,  and  will 
limit  their  practice  to  urology. 


Dr.  James  N.  Williams, 

Director  of  the  Virginia  State  Bureau  of  Mental 
Hygiene,  was  the  guest  speaker  before  the  Pediatric 
Section  of  the  Norfolk  County  IVIedical  Society  on 
November  27. 

Dr.  Paul  McBee, 

An  alumnus  of  the  Medical  College  of  Virginia, 
class  of  ’30,  recently  located  at  Bakersville,  N.  C., 
has  moved  to  Marion,  that  State.  He  will  limit  his 
work  to  surgery  at  the  Marion  General  Hospital, 
with  which  he  has  been  connected  on  the  surgical 
staff  for  six  years. 

Officers  of  Ruritan  Club. 

Dr.  E.  B.  Pendleton,  Cuckoo,  was  recently  elected 
president  of  the  Louisa  County  Ruritan  Club.  Dr. 
H.  G.  Byrd,  Louisa,  was  made  director  for  a one- 
year  term. 

Wanted  for  Temporary  Work. 

Physician  wanted  to  take  over  practice  of  a physi- 
cian in  western  part  of  State  for  month  of  February. 
Address  “T”,  care  the  Virginia  Medical  Monthly. 

{Adv.) 

Will  Sell  or  Rent — 

Office  equipment,  including  complete  X-ray  and 
accessories,  of  physician  who  is  discontinuing  prac- 
tice. Will  rent  four  room  office,  heated,  with  water 
and  lights,  to  one  who  wishes  this  location  in  modern 
town  of  700  to  800  inhabitants,  all  white,  and  2,000 
to  3,000  in  immediate  vicinity.  Improved  roads;  no 
other  doctor  in  town.  If  interested,  address  “Office 
and  Practice”,  care  this  Journal.  {Adv.) 

For  Sale — 

Burdick  Standard  Quartz  Mercury  Treatment 
lamp.  First  class  condition.  Price  reasonable.  For 
further  information  address  “No.  175”,  care  this 
Journal.  (Adv.) 

Wanted — 

Good  used  short  wave  diathermy  machine,  sub 
stage  lamp,  electric  centrifuge,  Spencer  bright  line 
hemacytometer.  Vim  sheftel  colorimeter,  and  other 
physician’s  laboratory  equipment.  Must  be  in  perfect 
condition  and  reasonable.  Address  “Scope”,  care 
Virginia  Medical  Monthly,  Richmond.  (Adv.) 
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Obituary  Record 

Dr.  Rudolph  Angus  Nichols,  Jr., 

Prominent  Richmond  physician,  died  December 
10,  following  a heart  attack,  though  he  was  appar- 
ently in  good  health  earlier  that  day.  He  was  thirty- 
nine  years  of  age  and  a graduate  of  the  University 
of  Virginia,  Department  of  Medicine,  in  1926.  Dr. 
Nichols  was  a member  of  the  faculty  of  the  Medical 
College  of  Virginia.  He  was  also  a member  of  Phi 
Beta  Pi  medical  fraternity,  the  Richmond  Rotary 
Club,  and  the  Medical  Society  of  Virginia.  He  is 
survived  by  his  wife,  his  father,  Dr.  R.  A.  Nichols, 
Sr.,  a brother  and  a sister. 

Dr.  Austin  Micklem, 

Of  Rockfish,  died  November  23,  at  the  University 
of  Virginia  Hospital  after  a short  illness,  and  was 
buried  at  Riverside  Presbyterian  Church  at  Rockfish. 
He  -was  born  in  Berkshire,  England,  and  graduated 
in  pharmacy  there,  but  as  a young  man  he  came  to 
.America  and  graduated  from  the  Medical  College  of 
Virginia,  Richmond,  in  1891.  He  was  eighty-one 
years  old  at  his  death  and  was  a member  of  the 
Nelson  County  Medical  Society  and  the  Medical  So- 
ciety of  Virginia.  His  wife  and  several  children  sur- 
vive him. 

.At  a called  meeting  of  the  Nelson  County  Medical 
Society  the  following  resolutions  were  adopted: 

Whereas,  an  Ever  Wise  Providence  has  removed  from 
our  membership  our  beloved  Colleague,  who  for  many 
years  has  been  greatly  beloved  by  us  and  those  among 
whom  he  practiced,  because  of  his  attractive  personality, 
kind  and  sympathetic  manner,  his  fine  ideals  and  loyal 
sense  of  sincerity,  for  which  we  shall  always  revere  his 
memory ; 

Be  It  Resolved,  That  in  his  death  the  medical  profes- 
sion or  our  community  has  sustained  a great  loss; 

Be  It  Further  Resolved,  That  we  tender  our  sympathy 
to  the  family  of  our  deceased  associate  in  this  bereavement; 

Be  It  Further  Resolved,  That  a copy  of  these  resolu- 
tions be  spread  upon  the  minutes  of  our  association,  a copy 
be  sent  to  the  family,  and  to  the  Virginia  Medical  Month- 
ly and  The  Charlottesville  Progress. 

E.  C.  Kidd, 

F.  M.  Horsley,  Chairman. 

Dr.  Bertrand  Ryland  Hudnall, 

For  many  years  a prominent  physician  of  Coving- 
ton, died  December  21,  as  the  result  of  a heart  attack 


following  pneumonia.  He  graduated  in  medicine 
from  the  Medical  College  of  Virginia  in  Richmond 
in  1899,  and  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  for  thirty-five  years.  Surviving  are 
his  wife  and  three  children,  one  of  them  Dr.  Harry 
G.  Hudnall  of  Covington.  Dr.  R.  L.  Hudnall  of 
Reedville  is  a brother. 

Dr.  James  Jett  McCormick, 

Norfolk,  died  December  21,  after  a long  illness. 
He  was  a native  of  Clarke  County,  and  seventy-one 
years  of  age.  His  degree  in  medicine  was  received 
from  the  University  of  Virginia  in  1892.  He  prac- 
ticed for  a number  of  years  in  Norfolk,  before  being 
made  city  health  commissioner  in  1931.  His  widow 
survives  him. 

Resolutions  on  Dr.  J.  Lewis  Rawls. 

The  following  resolutions  were  adopted  by  the 
Executive  Committee  of  the  Virginia  Tuberculosis 
.Association  at  its  meeting  on  December  7,  1939: 

Whereas,  The  Virginia  Tuberculosis  Association  has 
sustained  a great  loss  in  the  death  of  Dr.  John  Lewis  Rawls, 
of  Suffolk,  who  was  killed  in  an  automobile  accident  on 
September  4,  1939,  and. 

Since  Dr.  Rawls  was  an  earnest  and  devoted  member  of 
the  Board  of  Directors,  therefore  be  it 

Resolved  that  the  Executive  Committee  of  the  Associa- 
tion at  this,  its  first  meeting  since  his  death,  record  their 
profound  regret  at  his  untimely  death,  and  be  it 

Further  Resolved,  that  these  resolutions  be  spread  upon 
the  minutes  of  the  Association  and  a copy  sent  to  his  family. 

Resolutions  on  Dr.  .Antonio  Gentile. 

Whereas,  Providence  has  removed  from  our  midst  our 
colleague.  Dr.  Antonio  Gentile,  who  in  a comparatively 
few  years  among  us  had  earned  the  love  and  admiration 
of  his  associates  and  whose  knowledge  of  his  profession 
commanded  the  respect  of  all; 

Be  It  Resolved,  That  in  his  death,  the  medical  profes- 
sion has  lost  an  able  colleague;  the  community,  a friend 
and  kind  physician; 

Be  It  Further  Resolved,  That  we  tender  our  sympathy 
to  the  family  of  our  deceased  colleague  in  their  sorrow. 

Be  It  Further  Re’solved,  That  a copy  of  these  resolu- 
tions be  spread  upon  the  minutes  of  our  Academy  of  Med- 
icine, a copy  sent  to  the  family,  and  to  the  Virginia  Med- 
ical Monthly. 

R.  A.  Davis, 

E.  B.  Mewborne, 

J.  E.  Marable,  Chairman. 


S.  M.  A.  is  easy  to  prepare.  Simply  dilute  accord- 
ing to  directions  (furnished  to  physicians),  adjust 
to  proper  temperature  and  feed. 

It  is  not  necessary  to  modify  S.  M.  A.  for  the  same 
reason  that  it  is  unnecessary  to  modify  breast  milk. 

S.  M.  A.  is  economical  and  easy  to  prepare. 


NORMAL  INFANTS  RELISH  S.  M.  A.  — DIGEST  IT  EASILY  AND  THRIVE  ON  IT 

S.  M.  A.  is  a food  for  infants— derived  from 
tuberculin-tested  cow‘s  milk,  the  fat  of  which  is 
replaced  by  animal  and  vegetable  fats  including 
biologically  tested  cod  liver  oil;  with  the  addi- 
tion of  milk  sugar  and  potassium  chloride; 

S.  N.  A.  CORPORATION  • 8100  MCCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  essentially 
■SraV  similar  to  human  milk  in  percentages  of  pro- 

tein,  fat.  carbohydrate  and  ash.  in  chemical 
constants  of  the  fat  and  in  physical  properties. 


OLEUM  PERCOMORPHUM  (Liquid) 

10  and  50  cc.  brown  bottles  in  light-proof  cartons.  Not  less  than 
60,000  vitamin  A units,  8,500  vitamin  D units  (U.S.P.)  per  gram. 
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THE  CANCER  PROBLEM.* 


Mont  R.  Reid,  M.D.,f 
Cincinnati,  Ohio. 


Various  procedures  have  been  employed  in  the  at- 
tack upon  the  diseases  of  man.  In  general,  they  may 
be  grouped  under  the  headings  of  prevention  and 
treatment.  And,  as  an  introduction  to  this  paper, 
it  may  be  worthwhile  to  pause  for  a moment  to 
consider  some  shining  examples  of  how  these  pro- 
cedures, singly  or  in  combination,  have  worked  to 
alleviate  the  sufferings  of  mankind. 

Among  the  striking  examples  of  relief  by  pre- 
ventive measures  may  be  mentioned  smallpox  which, 
in  the  past,  has  often  decimated  the  population  of 
the  world.  Due  to  the  work  of  Lady  Mary  Wortley 
Montagu  and  Lord  Jenner,  vaccination  has  made 
this  disease  a negligible  factor  in  the  causation  of 
death  among  civilized  peoples.  Among  other  dis- 
eases, similarly  attacked  with  success,  may  be  men- 
tioned diphtheria,  rabies,  typhoid  and  typhus  fevers. 

In  the  realm  of  therap}^  the  treatment  of  diph- 
theria, meningitis,  malaria,  syphilis  and  pneumonia 
stand  out  as  striking  examples  of  the  success  of 
therapeutic  measures. 

Instances  in  which  combination  of  the  two  pro- 
cedures afforded  great  relief  from  suffering  are  nu- 
merous: prevention  plus  the  treatment  of  tubercu- 
losis has  relegated  this  disease  from  the  first  cause 
of  death  to  the  seventh;  pure  food  and  water  supply 
have  done  more  to  control  the  ravages  of  malaria 
and  typhoid  fever  than  have  the  use  of  quinine  or 
vaccination;  venereal  and  heart  diseases  are  being 
attacked  from  the  standpoint  of  prevention  as  well 
as  of  treatment. 

Credit  for  the  success  which  has  thus  far  been  ob- 
tained should  be  properly  allocated;  it  by  no  means 
belongs  entirely  to  the  medical  profession.  The  en- 

*Read by  invitation  before  the  seventieth  annual  session 
of  the  Medical  Society  of  Virginia,  at  Richmond,  October 
3-5,  1939. 

tFrom  the  Department  of  Surgery  of  the  College  of 
Medicine  of  the  University  of  Cincinnati  and  the  Cincinnati 
General  Hospital. 


actment  and  the  enforcement  of  laws  have  helped  im- 
measurably in  the  control  of  smallpox  and  diphthe- 
ria. An  enlightened  public  sentiment  has  demanded 
sanitation  and  segregation  which  have  been  the  back- 
bone of  our  fight  against  many  diseases,  such  as 
typhoid  fever,  malaria,  tuberculosis,  hookworm  and 
more  recently  syphilis.  I would  not  belittle  the  ef- 
forts of  my  own  profession  which  has  laid  the  foun- 
dations of  all  our  brilliant  successes  in  the  fight 
against  disease,  but  I do  want  to  acknowledge  the 
debt  we  owe  to  the  wisdom  of  our  citizenry  when 
once  it  becomes  acquainted  with  the  facts  we  have 
learned. 

It  is  an  unwarranted  assumption  that  little  prog- 
ress can  be  made  in  the  treatment  of  any  disease 
until  the  cause  of  that  disease  is  discovered.  This 
certainly  was  not  true  in  the  case  of  smallpox,  in 
the  cause  of  which  we  still  admit  our  uncertainty 
by  calling  it  a virus  disease.  On  the  other  hand, 
in  the  case  of  tuberculosis,  the  world  lost  valuable 
time  by  sitting  on  its  haunches  and  waiting  for  some- 
body to  bring  forth  a specific  antidote  to  the  tubercle 
bacillus.  Finally,  the  Anti-tuberculosis  League  came 
to  the  rescue  and  today,  without  any  specific  remedy, 
has  accomplished  wonders  toward  eradicating  this 
disease.  Likewise,  it  is  questionable  how  much 
modem  chemo-therapy  has  been  influenced  by  knowl- 
edge of  the  various  bacterial  diseases. 

So,  this  brings  us  to  the  problem  of  cancer,  the 
exact  etiology  of  which  is  still  unknown.  Shall  we 
continue  to  wait  for  some  brilliant  discovery  of  its 
cause  and  cure?  Or,  is  there  some  program  which 
offers  hope  of  mitigating  or  preventing  the  suffering 
from  this  disease?  A discussion  of  this  problem  is 
my  thesis  for  this  occasion. 

In  this  fight  against  cancer  it  is  obvious  that  we 
should  marshall  all  of  the  forces  at  our  command. 
In  general,  there  are  three  armies  which  may  be 
brought  into  action : ( 1 ) The  research  workers  who 
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are  endeavoring  to  find  the  cause  of  this  disease  and 
to  improve  the  weapons  with  which  it  must  be  fought; 
(2)  the  practicing  doctors  who  must  wield  the  in- 
struments of  warfare;  and  (3)  the  public  who  are 
being  attacked.  There  will  be  no  victory  until  all 
three  armies  are  brought  into  the  most  efficient  ac- 
tion. 

For  many  years  the  research  army  has  been  bear- 
ing the  brunt  of  the  attack  and  we  may,  I believe, 
take  justifiable  pride  in  the  fight  it  has  made. 
Radium  and  roentgen  rays  have  been  discovered  and 
their  effectiveness  in  the  battle  has  been  marvelously 
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improved;  the  battlefield  of  surgery  has  been  mi- 
raculously enlarged.  These  things  have  not  just 
happened.  Back  of  them  stand  untiring  energy,  de- 
votion to  duty  and  self-sacrifice  of  Madam  Curie, 
Roentgen,  Coutard,  Lister,  Halsted  and  other  notable 
fighters  (in  this  battle)  too  numerous  to  mention. 
And  the  fight  of  these  superhuman  warriors  goes  on. 
In  the  Rockefeller  Institute  the  Rous  cancer  (sar- 
coma) has  been  kept  alive  and  growing  for  over 
twenty-five  years  and  enough  of  this  tumor  has  been 
grown  to  fill  this  very  hall  in  which  I am  speaking. 
In  the  Roscoe  B.  Jackson  Laboratories,  Little  and 
his  associates  have  bred  and  studied  over  a million 
mice  of  cancer  strains;  in  Chicago,  Maude  Slye  has 
made  studies  on  160,000  such  animals.  Other  in- 
vestigators are  doing  similar  work  on  fowls,  dogs, 
plants  and  other  species  of  living  things  which  are 
susceptible  of  having  cancers.  Day  in  and  day  out 
there  are  now  literally  thousands  of  people  studying 
living  cancer  cells — their  rate  of  growth,  their  re- 
sponse to  various  substances,  their  breathing  abilities 
and  in  countless  other  ways.  Scientists  are  waiting 


♦Chartt  in  this  article  are  copied  from  the  Bulletin  of  the 
American  Society  for  the  Control  of  Cancer. 


almost  breathlessly  for  Lawrence  to  report  his  studies 
on  the  use  of  the  cyclotron  and  the  various  salts 
which  he  has  succeeded  in  making  radio-active. 

These  brief  references  will  serve  to  illustrate  the 
activity  of  this  research  army;  countless  others  could 
be  mentioned.  New  knowledge  and  new  instruments 
of  warfare  in  this  battle  are  constantly  being  made 
available.  We  admire,  we  applaud  and  we  support 
this  army  of  research  workers. 

But  the  time  is  long  past  when  applause  and  sup- 
port of  reasearch  workers  will  suffice  in  this  battle 
against  cancer.  Today  it  is  estimated  that  the  maxi- 
mum utilization  of  our  existing  knowledge  would 
save  five  hundred  thousand  lives  from  a cancer 
death  during  the  next  ten  years.  Let  me  cite  you  a 
few  shining  examples  of  this  avoidable  loss  of  life 
from  cancer.  Last  year  13,708  women  died  from 
cancer  of  the  breast,  when  with  a maximum  use  of 
our  present  knowledge  11,651  of  them  should  have 
been  cured.  Likewise,  there  were  16,280  deaths  from 
cancer  of  the  cervix,  when  with  our  present  knowl- 
edge only  2,768  should  have  died.  Cancer  of  the 
rectum  killed  7,325  more  than  medical  knowledge 
and  skill  could  justify.  The  little  mole  caused  an 
unnecessary  loss  of  perhaps  a thousand  lives.  Avoid- 
able irritations  of  the  skin,  lips  and  mucous  mem- 
branes caused  literally  thousands  of  deaths.  And  so 
on,  the  list  could  be  extended  almost  indefinitely. 

The  gap  between  what  can  be  done  and  what  is 
being  done  is  inexcusably  wide  and  cancer  is  march- 
ing through  to  win  the  battle  to  the  tune  of  over 
fifty  thousand  lives  a year  which  can  and  must  be 
saved.  Who  can  fill  the  breach?  The  answer  is  the 
medical  profession  and  the  public,  armed  with  the 
existing  knowledge  concerning  the  prevention,  diag- 
nosis and  treatment  of  cancer.  The  complete  arma- 
ment of  ourselves  with  such  knowledge  is  an  obvious 
duty;  helping  to  arm  the  public  is  an  inescapable 
moral  obligation. 

On  our  part  it  requires  work  to  keep  abreast  of  the 
ever-advancing  knowledge  in  connection  with  the 
cancer  problem.  What  was  known  fifteen,  ten,  five 
or  even  less  years  ago  may  be  totally  inadequate  for 
us  to  claim  a right  to  handle  efficiently  this  problem. 
On  this  occasion  I can  do  little  more  than  indicate 
some  of  the  methods  by  which  we  can  keep  abreast 
of  the  knowledge  of  cancer  and  thus  do  our  part  to 
lessen  that  gap  between  what  is  known  and  what  is 
being  done  for  cancer. 

First,  it  is  essential  to  know  some  facts  concerning 
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the  toll  of  the  various  cancers  of  the  human  body. 
The  accompanying  table  presents  this  knowledge  in 
approximately  accurate  form: 

The  annual  deaths  from  cancer  in  1936,  were  re- 
ported as  142,613.  Of  this  number  the 


breast accounted  for  13,708 

cervix  “ “ 13,838 

uterus  “ “ 2,442 

buccal  cavity  and  pharynx  “ “ 4,995 

stomach “ “ 27,241 

colon  “ “ 15,364 

rectum  and  anus “ “ 7,325 

liver  and  biliary  passage  “ “ 10,425 

lungs  “ “ 4,648 

brain  “ “ 1,284 

esophagus “ “ 2,386 

skin  “ “ 3,404 

G.  U. “ “ 14,692 

etc.,  etc. 


Let  us  now  briefly  review  what  a different  story 
could  be  told  if,  during  that  year,  it  could  have  been 
possible  to  utilize  to  the  maximum  extent  our  exist- 
ing knowledge  of  preventive  measures,  surgery.  X-ray 
and  radium.  I shall  also  cite  some  glaring  examples 
in  which  the  responsibility  for  part  of  this  sad  state 
of  affairs  rests  squarely  upon  the  shoulders  of  our 
profession. 

If  all  of  the  breast  cancers  could  have  been  given 
early  and  efficient  treatment  there  would  have  been 
a saving  of  approximately  11,651  lives.  Why  were 
they  not  ? I wall  agree  with  you  that  the  great  cause 
was  the  failure  of  the  patients  to  seek  advice  and 
treatment,  but  certainly  not  all  of  the  cause  rests 
there.  Literally  thousands  of  doctors  fail  to  examine 
the  breasts  of  every  female  patient  who  comes  into 
their  offices  and  thus  countless  numbers  of  lumps  in 
the  breast,  unknowm  to  patients,  are  not  discovered 
by  the  doctors  when  they  should  have  been.  Again, 
many  lumps  in  the  breasts  are  watched  so  long  by 
doctors  to  see  what  is  going  to  happen  to  them  that 
the  patients  lose  all  chances  of  ever  being  cured.  A 
bloody  discharge  from  the  nipple  is  frequently  ig- 
nored by  the  doctor  until  a hopeless  carcinoma  of 
the  breast  has  developed. 

I have  seen  many  patients  treated  a long  time  for 
headaches  when  the  cause  was  an  undiscovered  can- 
cer of  the  breast.  Recently  I was  called  to  see  a 
patient  who  had  already  been  prepared  for  a brain 
operation.  There  was  a beautiful  neurological  study 
and  the  brain  tumor  had  been  localized  by  the  in- 
jection of  air.  The  breasts  had  not  been  examined 
by  the  intern,  the  houseman,  the  attending  doctor, 


the  neurologist  or  the  neurologic  surgeon.  There  was 
an  extensive  scirrhus  carcinoma  of  the  breast  which 
was  the  cause  of  all  the  trouble.  This  and  many 
similar  things  happen  all  too  frequently.  For  in- 
stance, metastatic  carcinoma  of  the  bones  is  fre- 
quently treated  for  arthritis,  because  the  doctor  has 
not  examined  and  discovered  a carcinoma  of  the 
breast.  You  are  all  familiar  with  pathologic  frac- 
tures in  which  an  X-ray  sends  someone  hurrying  to 
look  at  the  breasts  of  his  patient  for  the  first  time. 
I could  cite  other  examples  but  they  are  not  nec- 
essary. 
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What  I have  already  said  will  suffice  for  the  plea 
I wish  to  make  on  this  occasion  in  connection  with 
the  entire  cancer  problem;  which  is,  that  a necessary 
step  in  this  whole  fight  is  to  admit  to  ourselves  and 
to  the  public  our  owm  faults,  mistakes  and  ignor- 
ance. It  seems  to  me  only  fair  and  honest  that  we 
should  be  subjected  to  the  rightful  chastisement  of 
the  public  whom  we  are  endeavoring  so  seriously  to 
educate  in  this  matter.  Besides,  it  would  make  us 
more  careful  of  what  we  do  in  our  practice,  more 
eager  to  learn  what  we  should  do.  In  this  matter  as 
in  all  others  pertaining  to  our  profession  none  of  us 
should  fear  criticism  for  honest  mistakes;  all  of  us 
should  fear  the  chastisement  of  our  own  consciences 
and  of  the  public  for  carelessness,  inefficiency  and 
ignorance. 

Could  all  of  the  cases  of  carcinoma  of  the  cervix 
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have  been  treated  early  and  with  all  the  resources 
of  our  present  knowledge  there  would  have  been  a 
probable  saving  of  11,070  lives.  Nobody  can  pos- 
sibly estimate  the  number  of  cases  which  might  have 
been  prevented  but  it  certainly  is  in  the  thousands. 
The  relationship  between  chronic  infections,  ero- 
sions and  ulcerations  of  the  cervix  and  the  develop- 
ment of  carcinoma  is  no  longer  questioned.  Careful 
inspection  of  the  cervix  and  the  institution  of  proper 
treatment  for  these  precancerous  lesions  would  have 
prevented  the  development  of  many,  many  carcino- 
mas. Yet,  how  many  members  of  our  profession  re- 
gard and  practice  inspection  of  the  cervix  as  an  es- 
sential part  of  the  routine  examination  of  a female 
patient  ? 

If  carcinomas  of  the  body  of  the  uterus  had  been 
treated  early  and  most  effectively  there  would  have 
been  a saving  of  1,709  lives.  How  many  of  us  have 
delayed  proving  the  existence  of  an  early  carcinoma 
of  the  body  of  the  uterus  when  the  clear  warning 
signs  of  menstrual  irregularities  and  abnormal 
bleeding  have  demanded  that  an  investigation  be 
made? 

EARLY  CANCER  IS  CURABLE 

5REAST  WITH 
EARLY 


Early  Cancer 
developing 
along  ' 
duct. 


The  cancer  shown  here  Is  in  the  early  stase; 

It  cannot  be  seen  but  can  be  lelt. 

Fig.  3 

In  the  case  of  the  lip,  tongue  and  buccal  cavities 
there  were  3,131  deaths  from  cancer.  Early  and  ef- 
fective radiation  of  these  lesions  should  have  saved 
perhaps  1,560  of  these  people.  The  careful  prophy- 
lactic treatment  of  the  precancerous  ulcerations  and 
other  irritative  lesions  could  probably  have  prevented 
the  development  of  more  than  half  the  carcinomas  in 
these  sites.  How  many  of  us  have  failed  to  take 


seriously  or  to  treat  effectively  cracks  or  chronically 
recurring  ulcers  of  the  lip,  to  demand  that  ragged 
teeth  which  are  irritating  the  mucous  membrane  be 
properly  treated  or  removed,  to  insist  on  the  removal 
of  infected  teeth  with  inflamed  gums  or  discharging 
sinuses,  etc.?  Undoubtedly  there  have  been  many 
missed  opportunities  in  this  field  of  preventive  ma- 
lignancy. 

When  it  comes  to  malignancy  of  the  stomach,  the 
picture  is  still  most  discouraging,  although  the  per- 
centage of  cures  has  definitely  risen  in  the  past 
quarter  century.  It  is  perhaps  justifiable  to  say  that 
over  2,000  of  the  27,241  cases  could  have  been  saved 
by  adequate  surgical  operations  performed  in  the 
early  stages  of  the  disease.  It  is  lamentable  that  in 
so  many  of  these  cases  the  diagnosis  is  not  made 
until  after  there  is  no  hope  of  a surgical  cure.  The 
perfection  of  the  use  of  the  gastroscope  is  undoubt- 
edly going  to  be  an  added  aid  to  the  early  diagnosis 
of  carcinoma  of  the  stomach.  More  effective  treat- 
ment of  chronic  gastric  ulcers  will  certainly  prevent 
many  carcinomas.  Finally,  when  we  as  a profession 
consider  it  a challenge  and  an  immediate  obligation 
to  prove  the  non-existence  of  malignancy  in  all  cases 
of  chronic  indigestion,  sour  stomach  or  loss  of  ap- 
petite, many  more  patients  will  be  given  the  chances 
of  a cure  by  operations  for  early  carcinomas  of  the 
stomach. 

If  all  the  cases  of  carcinoma  of  the  colon  had  been 
efficiently  operated  upon  in  the  early  stages  of  the 
disease  there  would  have  been  a saving  of  7,682 
lives.  However,  our  profession  is  woefully  lax  in 
making  an  early  diagnosis  of  this  condition.  Too 
frequently  it  is  not  suspected  until  there  develop 
symptoms  and  signs  of  intestinal  obstruction  when 
the  disease  is  then  often  far  advanced.  A change 
of  bowel  habits,  indigestion,  loss  of  weight,  loss  of 
appetite,  anemia  or  the  passing  of  blood,  in  most  in- 
stances, should  demand  a thorough  investigation 
many  months  in  advance  of  the  appearance  of  ob- 
tructive  symptoms.  At  the  appearance  of  any  or  all 
of  these  symptoms  the  use  of  X-rays,  the  proctoscope 
and  stool  examinations  will  lead  to  many  early  di- 
agnoses of  carcinoma  of  the  colon  and  consequently 
the  saving  of  countless  lives  by  early  operation. 

In  the  case  of  cancer  of  the  rectum  and  anus 
2,930  lives  could  have  been  saved  by  early  diagnosis 
and  effective  surgery.  While  we  can  justly  blame  the 
patients  for  most  of  this  delay,  we  cannot  by  any 
means  free  ourselves  from  a very  definite  responsi- 
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bility  in  this  matter.  In  proof  of  this  I need  ask 
only  two  questions.  How  many  doctors  in  this  coun- 
try fail  to  make  a rectal  examination  in  the  per- 
formance of  a routine  physical  examination?  How 
many  patients  tell  annually  their  stories  and  then 
receive  medicine  for  hemorrhoids  without  a rectal, 
much  less  a proctoscopic,  examination  being  made? 
It  becomes  a real  tragedy  when  you  contemplate  the 
number  of  lives  which  could  be  saved  if  our  pro- 
fession universally  adopted  the  simple  procedure  of 
digital  examination  of  the  rectum.  The  time  is  not 
far  distant  when  a rectal  examination  will  not  be 
considered  adequate,  for  already  there  are  many  doc- 
tors who  advocate  and  practice  proctoscopic  examina- 
tions in  the  routine  examination  of  all  their  pa- 
tients. And  the  number  of  precancerous  lesions  and 
early  curable  carcinomas  which  are  being  discovered 
appear  more  than  to  justify  the  procedure. 

With  our  present  knowledge  there  is  little  hope 
of  reducing  the  incidence  of  deaths  from  carcinoma 
of  the  liver  and  biliary  passages.  The  number  of 
deaths  reported  from  this  cause  was  10,425  although 
it  is  probable  that  in  the  majority  of  instances  the 
primary  lesion  was  elsewhere.  We  have,  however, 
performed  resections  of  the  right  lobe  of  the  liver  for 
primary  carcinoma,  on  three  occasions.  Two  pa- 
tients lived  for  about  two  years  and  then  died  of  re- 
currences, while  one  patient  is  now  living  six  years 
since  the  operation,  which  included  the  removal  of 
the  gall-bladder  and  a large  portion  of  the  right  lobe 
of  the  liver. 

Carcinoma  of  the  lung  must  definitely  be  removed 
from  the  class  of  a hopeless  prognosis.  During  the 
last  few  years  the  removal  of  an  entire  lung  or  a 
major  portion  of  it  has  succeeded  in  curing  an  amaz- 
ing number  of  these  people  when  one  considers  the 
difficulty  of  the  surgical  technique  which  had  to  be 
mastered. 

During  a year  a great  many  primary  tumors  of  the 
brain  are  cured  or  relieved  by  surgical  operations  and 
radiation  therapy.  The  metastatic  lesions  are,  of 
course,  only  a manifestation  of  some  primary  cancer 
in  another  part  of  the  body,  which  could  be  recog- 
nized and  charged  with  the  responsibility  of  the 
death.  When  we  realize  that  most  tumors  which 
arise  in  the  brain  are  benign  in  nature,  it  is  not  too 
much  to  hope  that  earlier  diagnosis  and  a greater 
perfection  of  operative  and  radiation  technique  will 
yield  a far  higher  percentage  of  cures.  Certainly  it 
is  our  duty  to  aid  by  thinking  of  brain  tumors  when- 


ever we  encounter  the  early  evidences,  such  as  per- 
sistent headaches,  unaccountable  vomiting,  visual 
disturbances,  convulsions,  etc. 

During  the  past  few  years  considerable  progress 
has  been  made  in  the  treatment  of  carcinoma  of  the 
esophagus.  Numerous  successful  resections  have 
been  made  of  the  upper  and  lower  ends  of  the 
esophagus  for  carcinoma.  Here,  as  in  other  fields 
where  the  situation  has  generally  been  regarded  as 
hopeless,  it  now  becomes  our  duty  to  make  earlier 
diagnoses  and  thus  help  promote  the  further  suc- 
cessful management  of  these  cases,  which  is  certain 
to  come. 

It  is  really  not  possible  to  estimate  the  possibilities 
of  saving  lives  in  connection  with  skin  cancers.  The- 
oretically the  use  of  all  our  known  preventive  meas- 
ures as  well  as  the  most  efficient  therapy  for  early 
cancers  should  have  saved  nearly  all  of  the  3,404 
people  who  died  from  this  disease  in  1936.  For  in- 
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stance,  there  were  approximately  700  deaths  from 
moles  which  became  malignant  as  a result  of  irrita- 
tion or  inefficient  removal.  The  wide  excision  of  all 
blue  black  moles  or  any  moles  which  are  subject  to 
irritation  or,  for  any  other  reason,  show  a tendency 
to  grow,  would  have  prevented  almost  all  of  these 
deaths.  The  careful  greasing  of  keratosis  on  the 
hands  and  face  (or  the  removal  of  persistent  ones) 
would  prevent  many  cancers  from  developing.  The 
neglect  of  chronic  ulcers  or  the  persistence  of  any 
kind  of  irritation  of  the  skin  undoubtedly  breeds 
cancer.  These  precancerous  lesions  are  constantly 
observed  by  the  patients  and  frequently  by  our- 
selves. We  can  no  longer  shrug  our  shoulders  and 
charge  this  tremendous  loss  of  life  off  to  “ignorance”, 
regardless  of  the  fact  that  the  public  possesses  the 
greatest  share  of  it. 
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Of  the  14,692  deaths  caused  by  malignancy  of 
the  genito-urinary  system,  perhaps  2,938  could  have 
been  saved  by  proper  preventive  measures  and  by  ex- 
pert therapy  in  the  early  stages  of  the  disease.  Neg- 
lected venereal  diseases  and  other  chronic  infections 
of  this  system  undoubtedly  lead  to  many  of  the  can- 
cers. Failure  to  take  seriously  changes  in  the  normal 
function  of  this  system,  particularly  the  passing  of 
blood  in  the  urine,  has  tided  many  people  over  into 
the  incurable  stages  of  a cancer  of  the  kidney,  blad- 
der or  prostate. 

Early  diagnoses  and  effective  therapy  appear  to  be 
our  main  weapons  in  reducing  the  death  rate  from 
sarcomas.  Injury  is  known  to  predispose  the  de- 
velopment of  this  disease.  However,  an  effort  to 
avoid  injuries  is  about  the  only  universal  precaution 
human  beings  have  adopted  to  prevent  malignancies, 
and  I fear  that  is  generally  done  for  other  motives. 
Yet,  it  is  wise  to  watch  carefully  the  late  conse- 
quences of  a severe  blow  for,  in  so  doing,  you  may 
detect  an  early  malignancy  which  can  be  cured. 

In  presenting  to  you  this  brief  picture  of  the  lag 
between  what  we  know  to  do  and  what  is  actually 
being  done  for  cancer  I have  not  been  sparing,  either 
by  word  or  intimation,  of  our  own  professional 
short  comings  in  the  matter.  However,  the  far  greater 
responsibility  for  this  lag  rests  upon  the  ignorance 
of  the  public.  They  do  not  know  that  in  many,  many 
instances  cancer  can  be  cured  or  prevented.  They  do 
not  know  that  with  a full  layman’s  knowledge  of  this 
disease  and  perfect  cooperation  with  our  profession 
500,000  cancer  deaths  can  be  prevented  in  the  next 
ten  years.  They  do  not  know  that  it  is  now  just  as 
logical  to  have  an  American  Society  for  the  Control 
of  Cancer  as  it  was  to  have  an  Anti-Tuberculosis 
League.  They  do  not  know  what  constitutes  a thor- 
ough search  for  cancerous  or  precancerous  lesions. 
They  haven’t  learned  that  having  cancer  or  talking 
about  it  constitutes  no  more  disgrace  than  any  other 
ills  of  man,  much  less  than  some  which  are  popularly 
discussed  today.  They  do  not  know  that,  from  the 
standpoint  of  cure,  it  is  ten  times  more  important 
to  detect  an  early  cancer  than  it  is  to  detect  an  early 
tuberculosis.  In  short,  they  are  lacking  in  that 
knowledge  which  is  so  essential  if  we  are  to  make 
any  real  headway  in  this  fight  against  cancer. 

Fortunately  there  are  already  under  way  move- 
ments which  have  as  their  aim  the  giving  to  the 
public  such  knowledge  as  will  permit  them  to  co- 
operate fully  in  this  fight  against  cancer.  I may 


mention  the  forms  some  of  these  movements  have 
taken.  The  American  Society  for  the  Control  of 
Cancer  was  organized  in  1913.  Its  aims  and  activi- 
ties are  similar  to  those  of  the  very  efficient  Anti- 
Tuberculosis  League  with  which  you  are  all  famil- 
iar. It  is  directed  by  some  of  the  foremost  doctors, 
scientists  and  educators  in  this  country,  and  it  now 
has  working  organizations  in  every  state  in  this 
union.  The  Women’s  Field  Army  of  the  American 
Society  for  the  Control  of  Cancer  is  now  operating 
in  practically  every  state  and  is  concerned  with 
spreading  knowledge  which  will  be  helpful  in  the 
control  of  cancer. 

Most  of  our  State  Medical  Associations  have  or- 
ganizations for  the  control  of  cancer  which  function 
with  varying  degrees  of  efficiency.  In  some  instances 
states  have  combined  their  efforts  in  this  fight,  as, 
for  example,  in  the  New  England  States  and  the 
Pacific  Coast  States.  For  educational  purposes  the 
President  and  many  of  our  governors  have  decreed 
April  as  cancer  month  in  which  special  efforts  should 
be  made  to  educate  the  public.  The  Cured  Cancer 
Club  was  formed  in  1938,  largely  through  the  ef- 
forts of  Dr.  Anna  C.  Palmer  who  was  cured  of  can- 
cer of  the  breast  twenty-seven  years  ago,  and  bids 
fair  to  have  such  organizations  in  every  State  of  the 
Union.  The  American  Medical  Association  and  the 
American  College  of  Surgeons  are  helping  in  this 
educational  campaign.  The  College  of  Surgeons  has 
records  of  over  29,000  people  who  have  been  cured 
of  cancer.  I could  cite  other  movements  such  as  that 
of  the  United  States  Public  Health  Service,  The 
National  Cancer  Institute,  The  National  Advisory 
Cancer  Council,  the  Press,  etc.,  but  I have  given  you 
enough  to  let  you  know  that  a serious  effort  is  being 
made  to  bring  the  public  into  close  partnership  in 
this  cancer  problem. 

As  in  all  movements  of  this  kind,  there  are  dif- 
ferences of  opinion,  disagreement  as  to  policy.  For 
instance,  some  doctors  fear  the  psychological  effects 
such  an  educational  campaign  may  have  upon  the 
public;  others  disagree  on  the  amount  and  char- 
acter of  cancer  knowledge  which  should  be  given 
them.  However,  no  humanitarian  campaigns  would 
ever  get  under  way  if  we  waited  for  a complete  agree- 
ment among  doctors  and  laymen  on  anything.  So 
long  as  we  stick  to  truths  there  can  be  no  real  reason 
for  disagreements,  for  there  is  no  sounder  policy 
than  that  man’s  right  to  live  must  be  determined  by 
his  ability  to  utilize  truths. 
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At  any  rate,  this  educational  movement  has  be- 
gun and  here  are  some  of  the  present  aims  of  that 
movement  so  far  as  the  public  is  concerned: 

1.  It  is  no  disgrace  to  have  cancer;  on  the  con- 
trary, the  fight  against  this  disease  is  being  hampered 
by  the  “curse  of  silence”  which  has  been  imposed 
alike  by  the  public  and  the  medical  profession. 

2.  Cancer  is  not  contagious. 

3.  Many,  many  cancers  can  be  cured  if  detected 
early  and  treated  thoroughly.  For  instance,  85  per 
cent  of  early  cancers  of  the  breast  can  be  cured  while 
only  IS  per  cent  of  the  late  ones  are  cured.  Other 
similar  figures  could  and  should  be  given  to  the 
public. 

4.  Many,  many  cancers  can  be  prevented  by  tak- 
ing care  of  those  conditions  which  frequently  lead 
to  cancer,  notably,  chronic  infections  and  ulcerations 
of  the  cervix,  chronic  sores  and  irritations  of  the 
skin  and  mouth,  ulcers  of  the  stomach,  etc. 

5.  In  the  early  stages  cancer  is  not  painful  and  is 
rarely  associated  with  serious  disturbances  in  the 
function  of  the  body.  When  a person  knows  he  has 
something  wrong  and  yet  waits  for  the  development 
of  these  symptoms,  he  is  either  ignorant  or  else  is 
deliberately  throwing  away  his  chances  of  having  a 
possible  early  cancer  easily  cured. 

6.  A knowledge  of  what  constitutes  a thorough 
search  for  cancerous  and  precancerous  lesions. 
When,  and  if,  this  comes  about  there  will  be  a 
revolution  in  the  average  doctor’s  survey  of  all  new 
patients,  for  people  will  demand  what  we  now  know 
they  deserve.  Then  the  doctor  who  does  not  inspect 
carefully  the  entire  body  surface,  examine  particu- 
larly the  breasts  and  external  bodily  orifices  and  at 
least  asks  certain  questions  with  regard  to  the  func- 
tion of  the  internal  organs  will  and  should  have  his 
practice  seriously  suffer.  The  day  of  sitting  across 
a desk  and  listening  to  a new  patient’s  story  and 
then  prescribing  for  him  without  even  making  him 
remove  his  clothes  should  now  be  at  an  end  rather 
than  have  it  forced  upon  us  by  the  pressure  of  pub- 
lic knowledge. 

Many  people  now  have  annual  physical  examina- 
tions just  as  most  people  have  their  automobiles  fre- 
quently examined.  It  is  hoped  that  it  will  not  be 
long  until  the  individual  will  say  “Doctor,  do  you 
find  any  evidence  of  cancer?”  It  will  be  an  em- 
barrassing question  if  a thorough  investigation  has 
not  been  made. 

Willingly  or  unwillingly,  voluntarily  or  involun- 


tarily, enthusiastically  or  reluctantly,  the  medical 
profession  is  going  to  meet  the  more  exacting  de- 
mands born  of  a pubic  more  enlightened  about  the 
cancer  problem.  In  the  final  analysis  the  actual  re- 
sponsibility of  curing  or  preventing  the  enormous 
number  of  unnecessary  deaths  from  cancer  in  this 
country  is  going  to  rest  almost  entirely  on  our 
shoulders.  Shall  we  lead  in  this  great  work  or  shall 
we  have  our  hand  forced?  If  forced  by  public  senti- 
ment, there  is  the  very  serious  risk  of  federal  and 
state  laws  to  accomplish  the  purpose.  Does  the  medi- 
cal profession  want  them  ? The  answer  to  that  ques- 
tion is  just  as  debatable  as  the  answer  to  the  question 
of  general  state  medicine,  for  the  former  is  only  a 
part  of  the  latter.  I,  personally,  and  for  the  good  of 
medicine  in  this  country,  fear  them  and  hope  that 
our  intelligent,  courageous  and  enthusiastic  solution 
of  the  rapidly  increasing  public  demands  with  re- 
spect to  the  cancer  problem  will  make  any  attempts 
to  secure  them  by  laws  unquestionably  inadvisable. 
They  were  not  necessary  in  the  fight  against  tuber- 
culosis and  they  need  not  be  in  this  fight  against 
cancer. 

With  these  general  remarks  which  I have  made 
some  of  you  may  wish  to  know  how  you  can  help  in 
this  undertaking  to  reduce  the  mortality  of  cancer 
in  this  country.  The  general  answer  is  to  become 
actively  interested  in  the  problem.  More  specifically 
I may  enumerate  some  of  the  things  you  can  do.  You 
may  resolve: 

1.  To  aid  the  Women’s  Field  Army  and  the  Amer- 
ican Society  for  the  Control  of  Cancer  in  your  com- 
munity and  your  State  in  their  campaign  to  educate 
the  public  regarding  cancer. 

2.  To  examine  and  question  all  new  patients,  as 
has  been  suggested,  in  order  to  exclude  the  probabil- 
ity of  a cancer;  and,  likewise,  to  examine  all  old 
patients  at  least  once  a year. 

3.  To  encourage  people  to  have  annual  physical 
examinations. 

4.  To  help  dispel  the  fear  of  cancer  by  telling 
people  it  can  be  cured  if  treated  early. 

5.  To  teach  people  that  there  is  no  more  disgrace 
in  having  cancer  than  in  having  a broken  leg,  and 
to  encourage  people  to  talk  about  it  in  the  same  way. 

6.  To  get  your  cured  cancer  cases  to  enroll  in  the 
Cured  Cancer  Club  of  your  State. 

7.  To  think  of  cancer  when  patients  complain  of 
indigestion,  have  unexplainable  anemia  or  unac- 
countable loss  of  weight. 
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8.  To  make  sure  that  cancer  is  not  the  cause  when 
there  is  abnormal  bleeding  from  any  of  the  orifices 
of  the  human  body. 

9.  To  treat  more  seriously  precancerous  lesions, 
particularly  those  of  the  skin,  mouth  and  cervix. 

10.  To  regard  all  lumps  in  the  breast  or  bloody 
discharges  from  the  nipple  as  cancer  and  act  accord- 
ingly until  they  are  proven  otherwise. 

11.  To  remove  with  a wide  margin  of  healthy 
skin  all  smooth,  blue  black  moles  and  any  others 
which  may  tend  to  grow  or  are  subjected  to  traumati- 
zation. 

12.  To  distrust  the  untrained  and  incompetent 
doctor  who  has  purchased  a few  milligrams  of  ra- 
dium and  is  using  it  ineffectively  and  improperly. 

13.  To  learn  from  The  American  College  of  Sur- 
geons, The  American  Society  for  the  Control  of  Can- 
cer or  from  the  representative  of  your  Women’s 
Field  Army  w’here  the  approved  cancer  clinics  are 
located  in  your  state  and  to  make  use  of  them  im- 
mediately, especially  for  your  charity  patients,  when- 
ever you  suspect  the  existence  of  cancer,  but  do  not 
have  access  to  the  diagnostic  facilities  which  will 
give  you  a positive  answer.  There  are  now  in  the 
United  States  over  272  such  approved  clinics. 

14.  To  demand  that  your  State  Health  Board  es- 
tablish a pathologic  laboratory  where  specimens 
might  be  sent  for  diagnosis  when  there  exist  no  local 
facilities  for  such  purposes. 

15.  To  encourage  your  local  and  state  govern- 
ments to  provide  funds  so  that  your  indigent  cancer 
cases  may  be  sent  to  such  approved  cancer  clinics 
for  diagnosis  and  treatment. 

16.  To  encourage  your  state  and  local  medical  so- 
cieties to  organize  cancer  control  boards,  preferably 
in  conjunction  with  the  health  boards,  the  Women’s 
Field  Army,  Community  Chest  organizations  and  in- 
terested laymen. 

17.  To  provide  for  frequent  lectures  on  cancer 
before  your  local  medical  society  and  to  help  secure 
speakers  for  lay  groups,  clubs  and  societies. 

18.  To  aid,  whenever  possible,  in  the  collection  of 
money  for  this  fight  against  cancer. 

19.  To  help  improve  the  facilities  for  treating 
cancer  in  your  own  community. 

20.  To  join  the  Women’s  Field  Army  and  The 
American  Society  for  the  Control  of  Cancer.  To 
familiarize  yourself  with  what  they  are  doing,  and 
to  call  on  them  for  advice  and  help  whenever  you 
think  they  might  be  of  any  assistance. 


21.  Finally,  to  believe  the  students  of  this  prob- 
lem when  they  tell  you  that  a complete  utilization  of 
our  existing  knowledge  of  cancer  by  the  medical 
profession  and  the  public  would  save  almost  half  of 
the  150,000  annual  cancer  deaths.  This  is  compar- 
able to  what  has  happened  to  tuberculosis  and  pneu- 
monia and  is  a direct  challenge  to  every  American 
citizen. 

I could  provide  you  with  many  other  resolutions, 
but  I fear  that  I have  already  exhausted  your  pa- 
tience. I want  to  close  by  reading  part  of  an  edi- 
torial which  was  written  by  Francis  Carter  Wood 
and  published  in  the  Quarterly  Review  for  April, 
1939: 

“It  is  difficult  to  judge  the  benefits  of  education 
in  a large  city  like  New  York,  but  easy  to  see  them 
in  a small  country  town.  The  writer  knows  of  a town 
where  thirty  years  ago  no  cancer  patients  were  cured 
because  none  of  them  believed  that  the  disease  was 
curable,  and  this  pessimistic  attitude  was  shared  by 
the  local  physicians.  A young  surgeon  happened  to 
come  to  town  fresh  from  a metropolitan  hospital  in- 
terneship  and  was  horrified  at  the  situation.  He 
called  upon  some  of  his  late  teachers  to  come  to 
talk  to  the  County  Medical  Society,  and  material 
concerning  cancer  was  published  in  the  local  news- 
papers; the  Chamber  of  Commerce  permitted  a doc- 
tor to  talk  on  the  subject  of  the  curability  of  cancer; 
a public-spirited  citizen  made  a will  leaving  a con- 
siderable sum  of  money  for  the  construction  of  a 
hospital;  the  physicians  of  the  village  were  urged  by 
the  young  surgeon  to  attend  the  State  Medical  So- 
ciety meetings  and  to  go  to  Boston  to  see  some  of 
the  work  of  the  hospitals  there.  People  began  to 
talk  about  cancer  and  to  be  interested  in  it  and  ma- 
terial furnished  by  The  American  Society  for  the 
Control  of  Cancer  was  distributed  by  the  Women’s 
Club.  The  town  became  cancer  conscious. 

“The  man  who  had  made  a will  giving  money  for 
the  hospital  died  and  his  money  built  an  institution, 
ample  enough  to  care  for  all  types  of  patients.  In  the 
meantime  the  young  surgeon  had,  by  visiting  hos- 
pitals, by  reading,  and  by  contact  with  surgical  sec- 
tions of  the  State  Medical  Society,  learned  something 
of  how  to  handle  cancer  patients.  Under  advice  he 
purchased  a small  quantity  of  radium  to  treat  cases 
of  cancer  of  the  cervix  and  tumors  of  the  skin.  He 
saw  to  it  that  there  was  a good  X-ray  equipment  in 
the  hospital  run  by  a competent  technician.  He  ar- 


1940] 


Virginia  Medical  Monthly 


75 


ranged  to  have  the  tumors  he  removed  diagnosed  by 
an  expert  at  one  of  the  Boston  pathological  labora- 
tories. Today,  after  thirty  years,  the  treatment  of 
cancer  patients  is  Just  as,  efficient  in  this  little  coun- 
try hospital  as  in  large  metropolitan  institutes  where 
they  pride  themselves  on  their  competence.  When 


the  young  surgeon,  now  getting  a bit  gray,  finds  a 
patient  with  a malignant  lesion  beyond  his  capacity 
to  handle,  he  sends  such  a patient  to  the  surgical 
specialists  in  either  Boston  or  New  York,  having 
learned  that  cancer  is  a transportable  disease. 

. “Education  alone  has  accomplished  all  this.” 


CARE  OF  THE  SKIN  OF  THE  NEW  BORN. 
A PRELIMINARY  REPORT.* 


James  M.  Whiteield,  M.D., 
Herman  W.  Farber,  M.D., 

Richmond,  Virginia. 


When  one  considers  the  many  changes  thrust  sud- 
denly upon  the  new  born  infant  at  delivery,  it  is 
hard  to  appreciate  the  remarkable  adaptability  of 
the  child  to  its  new  environment.  Protected  as  it 
has  been  from  every  external  influence  and  supplied 
by  its  mother  with  every  need  for  many  months,  it 
now  enters  a cold  strange  world  wherein  it  must  live 
or  die,  depending  largely  upon  its  own  capabilities. 
One  of  the  first  things  which  happens  is  that  the 
soft,  downy  skin  is  immediately  subjected  to  all 
manner  of  external  influences.  These  result  in 
changes  w'hich  may  be  roughly  divided  into  two 
groups.  The  first  includes  those  irritations  that 
usually  appear  in  locations  commonly  affected  by 
heat  and  pressure,  i.e.,  buttocks,  arm  pits,  back,  etc. 
It  is  of  course  obvious  that  heat  and  pressure  are 
not  entirely  responsible  since  such  areas  as  the  ab- 
domen and  chest  are  frequently  involved.  This 
type  of  pathology  appears  as  erythematous  macular 
areas  which  may  be  widely  scattered  and  should 
spontaneously  disappear  in  from  four  to  five  days. 
We  also  have  intertriginous  erythematous  papules  in 
the  folds  of  the  skin  for  which  no  treatment  other 
than  mechanical  protection  is  required. 

The  second  group  includes  the  pyodermas,  usually 
of  infectious  origin,  and  it  is  with  these  that  the 
study  herein  reported  is  principally  concerned. 
Almost  everyone  has  witnessed , the  occasional  out- 
breaks of  skin  infection  spreading  rapidly  among 
the  infants  in  the  nursery,  and  even  the  laity  is  well 
aware  of  the  occasional  occurrence  of  impetigo  in 
our  modern  hospitals.  It  has  happened  that  patients 
have  objected  to  hospitalization  solely  because  of  the 
fear  of  infection.  The  most  assiduous  efforts  and 
meticulous  care  have  apparently  failed  to  prevent 

♦Read  before  the  Southside  Virginia  Medical  Society,  at 
Petersburg,  December  12,  1939. 


infection  from  without  and  cross  infection  from  with- 
in the  nursery.  The  use  of  antiseptic  salves,  oils, 
and  special  soaps,  all  have  proved  of  little  value  in 
preventing,  aborting,  or  terminating  these  trouble- 
some conditions. 

In  July,  1937,  a series  of  3,500  cases  was  reported 
by  Sanford,^  of  Chicago,  wherein  he  observed  sev- 
eral methods  of  skin  care.  From  1930  to  1935,  am- 
moninated  mercury  ointment,  olive  oil,  and  various 
commercial  baby  oils  were  regularly  employed  in  his 
routine.  From  1935  to  1936,  no  preparations  of  any 
kind  were  used,  and  he  concluded  that  the  smallest 
number  of  skin  infections  occurred  during  the  time 
when  the  skin  was  left  untouched.  In  May,  1938, 
Smith,^  of  Portland,  Oregon,  reported  a series  of 
1,734  nurslings  in  whom  the  vernix  was  not  removed 
nor  were  the  babies  oiled  or  bathed.  Two  cases  of 
pyoderma  were  encountered.  Rodda  and  Stoesser® 
studied  205  cases  in  which  103  were  bathed  regu- 
larly and  102  were  not  treated  in  anyway  until  the 
tenth  day.  They  felt  that  the  second  group  was 
equally  free  from  pyodermic  infection  as  the  con- 
trol group. 

Result 

At  this  time  we  wish  to  report  a series  of  186  in- 
fants cared  for  on  one  of  our  services  in  a local 
hospital.  While  the  number  is  small,  it  is  hoped 
that  this  preliminary  consideration  may  be  of  some 
significance.  The  study  began  on  April  1,  1939,  and 
continued  until  December  10,  1939.  At  first  only  an 
occasional  clinic  patient  was  so  treated,  but  as  our 
confidence  and  experience  increased,  we  decided  to 
use  the  dry  technique  (herein  described)  as  the  rou- 
tine care  for  the  nursery.  Not  a single  case  in  the 
entire  number  of  186  infants  showed  any  evidence 
of  infectious  pyoderma.  We  did  not  see  a single 
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pustule  in  the  whole  group.  There  were  twelve  cases 
which  experienced  mild  irritations  and  reddening  of 
the  skin.  Where  these  appeared,  of  intertriginous 
type,  a bland  oil  or  ointment  proved  sufficient.  In  all 
other  cases  no  treatment  was  required.  It  is  to  be 
stressed  that  the  simplicity  and  ease  with  which  this 
method  may  be  followed,  make  it  of  equal  value  in 
the  modem  maternity  hospital  as  well  as  in  the  most 
humble  dwelling. 

Technique 

The  technique  is  simply  not  to  clean  the  baby. 
Excess  blood,  meconium,  and  vaginal  secretions  are 
merely  wiped  off  with  a sterile  cotton  pledget  and 
that  is  all.  The  skin  is  neither  bathed  nor  oiled  at 
any  time  until  the  tenth  day.  Should  the  patient 
leave  the  hospital  before  this  time,  we  allow  a simple 
bath  with  soap  and  water  to  be  given  as  a demon- 
stration for  the  mother  before  discharge.  The  cloth- 
ing is  changed  every  day  and  warm  water  is  used 
to  cleanse  the  buttocks  following  each  stool.  The 
nurses  are  instmcted  particularly  to  leave  the  vernix 
undisturbed.  The  only  areas  to  be  watched  are  the 
groin  and  axillae  because  if  the  vernix  does  not  “dry” 
in  these  locations,  irritation  may  occur.  Should  this 
happen  a small  amount  of  oil  locally  applied  is  all 
that  is  needed.  When  this  method  of  care  was  first 
instituted  great  skepticism  was  expressed  as  to  the 
conditions  which  might  result.  It  was  found,  how- 
ever, that  within  twelve  hours,  a tmly  remarkable 
change  had  appeared.  The  vernix  had  vanished, 
probably  being  absorbed  into  the  clothing.  To  quote 
Dr.  Smith,  “It  would  appear  that  if  this  infant  who 
looks  as  if  he  has  been  rescued  from  a sewer,  were 
not  immediately  cleaned  up,  he  w'ould  smell  like  a 
dead  fish  in  twenty-four  hours.  What  a contrast  to 
behold  him  a few  hours  later  looking  so  fresh  and 
clean.”  Indeed  there  is  nothing  dirty  about  these 
babies.  The  skin  becomes  clean  and  pink,  and  has 
remained  so  during  the  period  of  our  observation. 
Frequently  a desquamation  or  fine  scaling  at  about 
the  fourth  or  fifth  day  will  be  noted,  but  the  under- 
lying skin  will  be  found  in  excellent  condition.  It 
has  often  happened  that  these  babies  have  been 
turned  over  to  pediatricians  without  making  any  re- 
marks about  our  technique  and  we  have  been  grati- 
fied to  hear  no  unfavorable  criticism. 

Comment 

The  rationale  of  this  somewhat  startling  proce- 
dure is  in  reality  an  application  of  nature’s  method. 


The  vernix  caseosa  covering  the  baby  is  in  fact  a 
protection,  and  is  often  found  adhering  quite  closely. 
Indeed,  considerable  difficulty  may  be  experienced 
in  removing  it.  We  believe  the  vernix  should  be  al- 
lowed to  remain;  certainly  we  have  no  better  sub- 
stitute. In  so  far  as  vegetable  or  mineral  oils  are 
concerned  they  can  hardly  improve  on  nature.  Even 
the  finest  soaps  are  irritating  to  the  tender  and  deli- 
cate skin,  and  it  is  only  too  well  known  that  water 
may  exert  a harmful  effect.  Ammoniated  mercury 
has  been  worthless  in  preventing  dermatitis  and  its 
use  has  been  the  cause  of  serious  complications. 

Finally,  it  must  be  remembered  that  (1)  “as  long 
as  doctors  and  nurses  have  hands,  they  will  irritate 
the  infant’s  skin  and  occasionally  carry  infection.” 
When  this  infection  is  superimposed  upon  the  tender 
surface  traumatized  and  abraded  by  attempts  to  re- 
move the  vernix,  and  thoroughly  “clean”  the  baby, 
it  is  hardly  surprising  that  inflammation  may  result. 

We  are  of  the  opinion,  therefore,  that  the  skin 
of  the  new  born  infant,  if  left  alone  and  not  in- 
jured by  rubbing  and  washing  with  various  prepara- 
tions, will  tend  to  clear  itself  and  may  even  develop 
an  immunity  to  the  outside  forces  which  affect  it. 
Certainly  the  skins  of  these  infants  appear  to  be 
in  much  better  condition,  more  pink  and  healthy, 
than  are  those  washed  with  oil  or  soap  and  water. 

Conclusions 

1.  In  a review  of  the  literature  of  the  last  five 
years  we  have  found  only  three  articles  relating  to 
this  subject. 

2.  A series  of  186  infants  treated  by  the  dry  tech- 
nique above  described  is  herewith  reported. 

3.  No  cases  of  infectious  pyoderma  were  encoun- 
tered in  the  entire  series. 

4.  In  slightly  less  than  7 per  cent  of  these  cases, 
non-infectious  irritations  of  the  skin  occurred. 

The  authors  wish  to  express  their  appreciation  of 
the  cooperation  and  kindness  of  Miss  D.  E.  Cole  and 
Mrs.  Howard  Jones,  supervisors  of  the  nursery  at 
the  Retreat  for  the  Sick  Hospital. 
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THE  USE  OF  THE  COW-HORN  PEG  IN  FRACTURES  OF  THE  NECK 
OF  THE  FEMUR— WITH  SPECIAL  REFERENCE  TO  TYPES  OF 
FRACTURES  SUITABLE  FOR  THE  USE  OF  THE  PEG  AND 
METHOD  EMPLOYED  IN  INTRODUCING  SAME.* 


Philip  W.  Boyd,  M.D.,  F.A.C.S., 

Winchester,  Virginia. 


Well  do  we  know  the  high  mortality  which  fol- 
lowed the  older  methods  of  treating  these  elderly 
people.  (Most  of  these  fractures  occur  in  older 
people.)  To  keep  them  in  bed  with  extension  ap- 
pliances or  plaster  spicas  certainly  increases  the 
mortality  and  gives  much  poorer  results  than  some 
type  of  pinning. 

I am  not  opposing  the  use  of  the  steel  pin.  Those 
who  use  it  get  excellent  results  and,  no  doubt,  prefer 
the  steel  pin  to  the  cow-horn  peg. 

Horn  material  is  adapted  for  many  uses  in  bone 
surgery.  It  can  be  formed  into  slabs,  plates,  straight 
Dr  curv’ed  rods,  and  nails.  It  is  easily  sterilized,  is 
strong,  and  is  slowly  absorbed,  non-irritating  and  a 
stimulant  to  periosteal  and  endosteal  growth.  The 
specimens  are  sterilized  by  thirity-minute  boiling — • 
preferably  one  hour  of  preliminary  boiling  is  advised. 

Since  1935  we  have  done  forty-two  horn  pegs  for 
fractured  neck  of  the  femur  without  a single  infec- 
tion and  most  satisfactory  results. 

The  horn  peg  is  made  and  obtained  from  the 
Horn  Peg  Specialty  Company,  of  Princeton,  Illinois. 
They  are  made  from  the  cow’s  horn  and  the  sizes 
range  from  one  to  ten,  sizes  varying  one-sixteenth  of 
an  inch. 

For  the  average  sized  person  the  size  of  the  peg 
to  use  would  be  number  five  which  would  measure 
five-sixteenth  of  an  inch.  The  size  of  the  peg  to  be 
used  must  be  gauged  to  the  size  of  the  patient’s  bones. 

Type  of  Fr.a.ctures  Suit.hjle 

1.  A simple  fracture  of  the  neck. 

2.  Simple  intertrochanteric  fractures.  This  is  the 
type  best  suited  for  pinning. 

A comminuted  fracture  embracing  the  neck  and 
head  of  the  bone  and  a comminuted  fracture  of  the 
upper  end  of  the  femur,  especially  the  comminuted 
intertrochanteric  fracture,  are  not  suitable  for  pin- 
ning. The  base  of  the  pins  must  have  a firm  base  to 
rest  upon. 

*Read  before  the  seventieth  annual  session  of  the  Med- 
ical Society  of  Virginia,  at  Richmond,  V^a.,  October  3-5, 
1939. 


Technique 

IMost  patients  can  be  operated  upon  under  local 
anesthesia.  We  give  one  and  one-half  grains  of 
Nembutol  and  one-sixth  grain  of  morphia  thirty 
minutes  before  the  operation.  The  patient  is  placed 
upon  the  Hawley  table  to  secure  e.xtension  and  to 
reduce  the  fracture;  then  an  X-ray  is  taken,  using 
the  bed-side  unit,  to  assure  that  the  position  is  satis- 
factory. While  the  film  is  being  developed  the  field 
of  operation  is  prepared  and  anesthetized  with  one- 
half  of  1 per  cent  novocain  solution.  If  the  bones 
are  in  good  alignment,  a longitudinal  incision  is 
then  made  about  three  inches  long  on  the  outer  sur- 
face of  the  thigh,  starting  just  above  the  greater 
trochanter,  dividing  all  soft  tissues  down  to  the 
bone.  By  placing  the  thumb  on  the  anterior  sur- 
face and  the  index  finger  on  the  posterior  surface 
of  the  fractured  neck  an  excellent  idea  can  be 
gotten  as  to  the  direction  the  bone  is  in  and  also  as 
to  the  thickness  of  the  neck.  This  is  readily  done 
by  blunt  dissection  with  the  finger.  Then  at  a point 
on  the  shaft  of  the  femur  just  below  the  greater 
trochanter  drive  a Kirschner  wire  with  brace  and 
bit  in  an  upward  and  forward  direction,  going 
through  the  neck  and  on  into  the  head  of  the  femur. 
Stop  at  this  point  and  get  a second  X-ray  to  see  it 
the  wire  is  in  the  right  position.  This  requires  a 
wait  of  about  ten  to  fifteen  minutes.  If  the  pin  is 
in  good  position,  then,  with  a Cox  reamer  threaded 
over  the  Kirschner  wire,  the  channel  for  the  pin  is 
reamed  out,  going  well  up  into  the  head.  The  horn 
I>eg  is  then  driven  home,  excess  of  pin  cut  off  flush 
with  the  shaft  of  the  femur,  and  the  wound  is  then 
closed  and  a sterile  dressing  applied.  No  spica.  No 
plaster. 

These  patients  are  allowed  out  of  bed  in  a wheel 
chair  on  the  third  or  fourth  day  and  required  to  be 
out  of  bed  for  several  hours  each  day.  The  younger 
and  more  active  ones  can  use  crutches  within  two 
weeks,  and  are  encouraged  to  do  so.  No  weight  is 
allowed  on  this  leg  for  about  eight  weeks. 

It  is  certainly  a contrast  to  see  these  patients  up 
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and  about  within  one  week,  and  not  lying  in  bed 
with  traction  appliances  and  plaster  spicas  on  them. 
The  mortality  is  greatly  reduced. 

Some  complications  arising  in  a few  of  our  cases 
will  be  shown  by  lantern  slides. 

I have  briefly  indicated  the  method  of  treating 
fractures  of  the  hip  by  use  of  the  cow-horn  peg. 
Only  certain  types  of  hip  fractures  should  be  treated 
in  this  manner.  I have  indicated  some  of  the  diffi- 
culties in  getting  the  steel  wire  in  the  proper  direc- 
tion and  the  distance  it  should  pass  into  the  head  of 
the  femur.  Some  of  the  complications  found  in  other 
methods  of  treating  hip  fractures  occur  in  this 
method,  such  as  re-fracture  of  the  hip  due  to  acci- 
dents in  moving  the  patient,  as  well  as  to  absorp- 
tion of  bone  due  to  disturbance  in  nutrition  of  the 
head  and  neck  of  the  femur,  which  could  have  oc- 
curred at  the  time  of  the  accident.  I feel  satisfied 
with  the  results  I have  obtained  in  treating  a cer- 
tain group  of  hip  fractures  by  this  method. 

Discussion 

Dr.  James  T.  Tucker,  Richmond: 

Dr.  Boyd  has  presented  to  us  a very  excellent  paper 
and  his  dexterity  in  the  use  of  cow  horn  is  to  be  greatly 
commended.  His  success  in  the  cases  presented  deserves 
our  congratulations.  To  every  man  who  knows  his  tools 
and  materials  and  meets  with  such  success  we  can  say 
naught  but  “well  done”. 

When  Dr.  Boyd  asked  me  to  discuss  his  essay,  I accepted 
with  the  explanation  that  I had  had  no  experience  with  the 
use  of  cow  horn  and  that  my  comments  would  have  to  be 
based  on  literature  and  my  experience  with  the  Smith- 
Petersen  nail.  On  this  basis  I accepted. 

Fowler — III.  Med.  Journal,  January,  1934: 

1.  A new,  simple,  efficient  method  of  internal  fixation 
of  fractures. 

2.  A new  and  apparently  better  material  for  internal 
fixation  of  fractures  has  been  found  in  cow  horn. 

3.  Callus  and  bony  development  appear  to  be  stimulated 
by  horn. 

4.  Horn  is  gradually  absorbed,  as  indicated  by  dog  ex- 
periments. 

SiEGLiNG  AND  Fahey — Botte  and  Joint  Journal,  April,  1936: 

1.  Cow’s  horn  is  relatively  non-absorbable  and  the  tis- 
sues react  to  it  as  they  would  to  other  non-absorbable 
material. 

2.  Cow’s  horn  appears  not  to  stimulate  osteogenesis. 

Carreli. — Surgery,  Gynecology  and  Obstetrics,  1936: 

1.  Horn  material  is  adapted  for  many  uses  in  bone 
surgery. 

2.  It  can  be  formed  into  slabs,  plates,  straight  or  curved 
rods  and  nails. 

3.  It  has  a high  tensile  strength  and  yet  enough  flexibility 
for  easy  application. 


4.  Specimens  are  sterilized  in  thirty  minutes  of  boiling. 

5.  When  placed  in  bone  tissue,  absorption  is  very  slow, 
probably  eight  to  twelve  months.  It  is  tolerated  by  the 
tissue  as  a harmless  foreign  body. 

6.  The  release  of  cystein  is  so  slow  that  it  is  of  doubtful 
value  in  stimulating  bone  repair.  The  fracture  will  be 
united  before  the  cystein  is  released,  or,  in  case  of  delayed 
union,  any  good  effect  which  the  cystein  might  have  would 
probably  be  over-balanced  by  the  other  factors  which  have 
been  the  cause  of  the  delayed  union. 

From  the  foregoing  observations  we  shall  have  to  as- 
sume that  cow  horn  is  only  of  value  as  a fixative  agent. 
How,  then,  does  it  stand  up  by  other  materials  that  have 
been  used?  Let  us  see. 

It  is  interesting  to  cite  the  findings  of  the  American 
Academy  of  Orthopedic  Surgeons’  report  on  internal  fixa- 
tion of  fracture  of  the  neck  of  the  femur  at  the  January, 
1939,  meeting.  They  made  a survey  of  all  such  fractures 
fixed  by  internal  fixation,  irrespective  of  the  type  of  mate- 
rial used.  Of  some  1,400  cases  reported  over  two  years’ 
duration,  1,140  were  chosen  as  authentic.  Of  these  1,140, 
87  per  cent  were  nailed  and  of  the  87  per  cent  nailed,  85 
per  cent  or  843  cases  united. 

The  type  of  fixation  best  suited  was  the  Smith-Petersen 
vitalium  three  flanged  nail.  The  secret  of  this  form  of 
fixation  was  the  contact  of  bone  to  nail,  the  surface  contact 
being  five  times  greater  than  any  other  type  of  fixation 
with  minimum  destruction  of  cancellous  bone  along  the 
path  in  which  the  nail  is  inserted.  The  conclusion  was 
that  the  Smith-Petersen  nail  is  the  method  of  choice 
throughout  the  orthopedic  circles  of  the  United  States. 

Even  so,  Dr.  Boyd  has  met  with  great  success  in  his 
use  of  cow  horn  and,  though  my  remarks  are  not  all  in 
accord,  I hope  that  they  will  not  daunt  his  enthusiasm 
and  continued  success  in  his  work. 

Dr.  Boyd,  closing  the  discussion:  I have  found  it  holds 
these  bones  quite  well.  I have  used  it  in  the  small  bones 
of  the  hand  sometimes,  without  any  difficulty  in  getting 
them  to  stay  there;  used  them  for  the  clavicle  or  any 
long  bone  you  wish  to  use  it  on. 

These  pegs  can  be  made  by  anyone  if  you  want  to;  just 
get  a cow’s  horn  and  a hack-saw  and  an  emery  wheel 
and  you  can  finish  them  in  any  size,  fashion  or  form. 
They  are  also  made  like  nails  and  you  can  drive  your 
pins  through.  I find  they  do  real  well  and  I have  found 
in  the  fixation  of  these  hip  joints  that  my  results  have  been 
much  better  than  using  the  other  methods  like  the  traction 
splint  and  the  spica,  etc.  Not  only  that,  but  the  results 
have  been  much  better  and  the  old  people  you  might  ex- 
pect to  die  from  pneumonia  from  being  kept  in  bed  are  up 
in  a few  days  and  about.  The  mortality  is  certainly  much 
less,  they  are  much  easier  to  nurse,  and  they  are  much 
happier.  The  thought  just  struck  me  that  a cow’s  horn 
would  hold,  so  one  day  I just  happened  to  use  it  and 
the  result  has  been  good.  Dr.  Tucker  just  said  the  tools 
you  work  with  and  are  accustomed  to,  you  better  keep 
using,  and  I agree  with  him.  I expect  to  hold  on  to  this 
until  I find  something  better. 
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ENDOCRINOLOGY  BRIEFS. 


John  P.  Lynch,  M.D., 

Richmond,  Virginia. 


Introduction 

The  field  of  endocrinology  is  a new  and  sparsely 
cultivated  one.  Its  boundaries  have  not  yet  been 
determined  nor  the  character  of  its  soil  analyzed. 
For  these  reasons  the  variety  of  products  of  its  cul- 
tivation have  hardly  been  visualized  by  the  profes- 
sion’s most  vivid  imagination.  The  pioneer  work 
of  clearing  the  timber  of  unknown  facts  has  been 
begun,  and  new  tools  for  the  work  developed.  This 
is  one  of  the  frontiers  of  medicine  and  challenges  the 
profession’s  imagination,  skill  and  critical  judgment. 

There  are  approximately  sixteen  well  known  hor- 
mones, which  fact  of  itself  allows  some  43,000,000 
combinations  of  physiological  actions.  There  is  no 
uniglandular  disturbance,  but  all  disturbances  are 
fnultiglandular.  This  in  part  explains  the  nebulous 
state  of  our  present  knowledge  of  the  endocrine 
glands  and  gives  us  an  understanding  of  the  diffi- 
culties facing  investigators  in  their  work  of  unravel- 
ing the  problems  of  endocrine  therapy. 

From  time  to  time  we  will  attempt  to  analyze  the 
known  facts  and  mention  a few  of  the  hypothetical 
problems  in  diagnosis  and  therapy  of  the  endocrine 
diseases. 

The  .A.DRENAL  Gl.\nds 

The  adrenal  glands  were  discovered  by  Eustachius 
in  1563.  However,  not  until  1855  was  their  impor- 
tance realized  by  Addison  who  described  the  syn- 
drome bearing  his  name. 

The  two  morphological  and  embryological  parts 
of  the  adrenal  gland  are  cortex  and  medulla.  The 
cortex  arises  from  the  mesothelium  of  the  Wolffian 
ridge  from  which  the  ovar>’  and  testis  also  spring. 
The  medulla,  on  the  other  hand,  arises  from  the  in- 
traneural  ectoderm  which  gives  rise  to  the  nerve  cells 
of  the  sympathetic  ganglion. 

The  removal  of  both  adrenal  glands  results  in 
death.  The  cortex,  not  the  medulla,  is  essential  to 
life. 

The  Adrenal  ]SIedulla 

The  adrenal  medulla,  being  intimately  associated 
with  the  involuntary  ner\'ous  system,  is  under  partial 
control  of  centers  in  the  hypothalamic  region  rather 
than  humoral  control  of  the  pituitary  gland.  Its 


single  hormone,  epinephrine  (adrenalin),  is  the  in- 
stigator of  the  emergency  mechanism  of  the  body 
and  causes  the  following  physiological  responses: 

1.  Vasoconstriction  with  a tendency  to  elevate  the 
blood  pressure. 

2.  Bronchodilatation. 

3.  .Acceleration  of  the  pulse. 

4.  Increased  speed  of  blood  coagulation. 

5.  Increased  activity  of  intestinal  muscle. 

6.  Increased  glycogenesis  (decreased  combustion 
of  dextrose)  in  liver  and  muscle. 

Paroxysmal  hypertension  is  the  only  clinical  syn- 
drome of  over-activity  of  the  medulla  and  this  re- 
sults from  medullary  tumor  called  chromaffinoma, 
pheochromocytoma  or  paraganglioma.  The  syn- 
drome is  characterized  by  attacks  of  discomfort  with 
pallor,  palpitation,  headache,  dizziness,  nausea, 
tremor,  epigastric  pain,  salivation,  and  acute  hyper- 
tension. Severe  renal  changes  indistinguishable  from 
nephrosclerosis  occur  and  death  results  from  uremia 
or  vascular  accident.  Operative  removal  has  been 
the  only  effective  treatment.  The  adrenalin  content 
of  tumors  studied  by  Swiss  investigators  was  found 
to  be  ten  to  thirty-five  times  that  of  normal  adrenal 
tissue.  No  syndrome  of  epinephrine  deficit  has  been 
recognized  and  reported. 

Therapy 

In  allergy  epinephrine  has  been  the  bulwark  of 
s}-mptomatic  relief.  Used  locally  in  1 :1000  solution, 
the  s}Tnptoms  incident  to  swollen  membranes  of  nose, 
pharynx  and  eyes  are  quickly  assuaged — at  least  tem- 
porarily. Asthma  responds  to  3 to  15  minims 
1:1000  solution  of  adrenalin  hypodermically.  Its 
beneficial  effects  are  of  short  duration.  To  obviate 
this,  epinephrine  in  peanut  oil  has  recently  been  placed 
on  the  market  and  preliminary  reports  of  its  use  are 
encouraging.  The  oil  vehicle  permits  prolonged 
gradual  absorption.  Other  allergic  states  such  as 
angioneurotic  edema,  urticaria,  serum  sickness  and 
anaphylactic  shock  respond  well  to  epinephrine.  It 
is  useful  in  the  control  of  superficial  blood  oozing, 
limitation  of  absorption  of  local  anesthetics  and  in 
relief  of  hypoglycemia. 

Certain  individuals  are  sensitive  to  epinephrine 
and  caution  in  its  use  should  be  observed  by  giving 
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doses  of  5 minims  or  less  until  sensitivity  is  deter- 
mined. This  sensitivity  is  increased  in  thyrotoxicosis.  ■ 

Epinephrine,  is  of  no  value  orally  and  may  indeed 
upset  the  stomach  if  included  in  oral  medication. 
Intravenous  use  is  dangerous;  however,  intracardiac 
injection  is  used  for  emergencies  w'here  cardiac  action 
has  been  temporarily  stilled  by  electric  shock,  drown- 
ing, or  during  operations. 

The  Adrenal  Cortex 

The  adrenal  cortex  depends  upon  the  anterior 
pituitary  gland  for  its  preservation  and  stimulus  to 
function.  Complete  cortical  atrophy  with  fatal  re- 
sults occurs  in  absence  of  the  pituitary  adrenotropic 
substance.  In  1929  the  first  potent  extract  contain- 
ing cortical  hormone  was  prepared.  The  known  ac- 
tions of  this  hormone  or  group  of  hormones  are  as 
follows: 

1.  To  maintain  normal  sodium  concentration  of 
the  blood  and  at  the  same  time  to  prevent  undul}' 
high  potassium  concentration. 

2.  To  assist  the  liver  in  maintaining  glycogen 
stores  and  to  convert  protein  to  dextrose. 

3.  To  assist  in  the  maintenance  of  muscular  en- 
durance. 

4.  To  maintain  normal  circulating  blood  volume. 

5.  To  maintain  the  sustained  ability  to  resist  cer- 
tain types  of  infection. 

6.  To  act  in  other  catalytic  processes  not  yet 
clearly  defined  or  understood. 

The  deficiency  or  complete  absence  of  the  cortical 
hormone  results  in  the  syndrome,  Addison's  disease, 
characterized  by  asthenia,  hypotension,  gastrointesti- 
nal disturbances,  pigmentation,  anemia,  toxemia, 
renal  failure  and  death.  Functional  deficit  of  the 
adrenal  cortex  occurring  in  diphtheria,  pneumonia 
and  shock  presumably  occurs  and  treatment  by  sub- 
stitution of  the  cortical  hormone  is  known  to  be 
helpful. 


The  therapy  of  Addison’s  disease  is  still  not  sat- 
isfactory, but,  through  the  brilliant  work  of  Thom  and 
others,  encouraging  results  from  a new  principle  of 
administration  have  been  reported.  Recently  the 
chemical  structure  of  the  cortical  hormone  was  found 
to  be  desoxy-corticosterone  and  it  is  now  syntheti- 
cally prepared.  Intramuscular  injections  of  desoxy- 
corticosterone  acetate  in  oil,  3 mgm.  to  5 mgm.  daily, 
produce  striking  improvement  in  patients  with  Ad- 
dison’s disease.  After  a maintenance  dosage  has 
been  attained  pellets  of  this  compound  are  buried 
beneath  the  subcutaneous  tissue  of  the  patient’s 
back,  thus  affording  a constant  supply  of  the  hor- 
mone which  lasts  from  three  to  six  months.  The  pel- 
lets may  then  be  replaced  by  new  ones.  The  method 
has  opened  up  possibilities  for  the  administration  of 
other  hormones. 

Adrenal  Cortex  Extract  of  Upjohn  or  Wilson,  and 
Eschatin  of  Parke  Davis  and  Company  are  potent. 
Oral  tablets  as  Cortisorbate  pills  of  Schieffelin  and 
Cortalex  tablets  of  Upjohn  are  potent  and  useful  in 
milder  cases  of  cortical  insufficiency.  Desoxy- 
corticosterone  acetate  is  marketed  by  Ciba  as  Per- 
corten.  The  pellets  have  not  been  made  available 
commercially  as  yet. 

Tumors  of  the  adrenal  cortex  are  not  well  defined 
in  their  origin,  and  are  frequently  associated  with 
similar  tumors  of  the  pituitary,  thymus  or  ovary. 
Cushing’s  syndrome,  once  thought  pituitar}^  in  origin, 
has  now  been  found  occurring  with  certain  adrenal 
cortex  tumors.  Sexual  reversal  and  other  bizarre 
endocrine  disturbances  result.  Early  diagnosis  and 
surgical  removal  offer  encouraging  results. 

1000  Tl'cil  Grace  Street, 


Editor’s  Note:  This  is  the  first  of  a series  of  brief 
summaries  of  our  present  knowledge  of  a rapidly  chang- 
ing field  of  diagnosis  and  therapy. 


ROENTGEN  THERAPY  OF  CERTAIN  INFECTIONS  AND  INFLAMMATIONS.* 


Clayton  W.  Eley,  B.S.,  M.D.,  F..^.C.R., 

Norfolk,  Virginia. 


Within  the  past  few  years,  the  value  of  roentgen 
therapy  in  the  treatment  of  certain  acute  and  chronic 
inflammatory  conditions  has  been  thoroughly  proved 
and  established.  At  present  it  is  recognized  as  a 

"R  ad  nerore  tne  seventieth  annual  session  ot  the  Med- 
ical Society  of  Virginia,  at  Richmond,  Va.,  October  3-5, 
1939. 


potent  ally  of  the  jihysician  and  surgeon  in  the  suc- 
cessful management  of  various  types  of  infections 
and  inflammations.  Indeed,  in  some  of  these  condi- 
tions it  acts  almost  as  a specific  and  the  results  are 
quite  dramatic.  This  is  especially  true  in  the  acute 
infections,  where  roentgen  therapy  often  causes 
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prompt  relief  of  pain  and  a rapid  change  from  a 
virulent,  spreading  inflammation  to  a minor,  local- 
ized suppuration.  However,  despite  the  favorable 
experimental  and  clinical  observations,  this  mode  of 
therapy  has  not  been  accorded  the  widespread  use 
which  it  merits.  This  is  due  to  several  factors,  among 
which  may  be  mentioned  skepticism  and  disbelief  on 
the  part  of  the  medical  profession,  which  may  be 
aroused  by  the  varied  and  unsatisfactory  explana- 
tions of  the  favorable  mode  of  action  of  irradiation 
on  inflammatory  lesions;  the  fear  that  its  use  might 
result  in  permanent  damage  to  the  skin  and  other 
structures;  and,  lastly,  and  most  important,  there  is 
rather  generalized  lack  of  knowledge  among  physi- 
cians and  surgeons  regarding  the  favorable  action 
of  irradiation  on  acute  and  chronic  infections. 

With  this  thought  iir  mind,  I will  attempt  to  dis- 
cuss the  subject  more  from  a general  rather  than  a 
special  or  technical  viewpoint,  as  you  represent  all 
of  the  specialties  as  well  as  general  medicine  and 
surger}-. 

The  treatment  of  inflammatory  processes  with 
roentgen  rays  dates  back  to  1902  and  1903,  when  it 
was  observed  that  certain  types  of  infections  seemed 
to  improve  following  the  relatively  long  exposure  of 
the  affected  part  to  roentgen  rays  for  purposes  of 
diagnosis.  Since  this  time  a great  deal  has  been 
written  on  the  subject,  both  on  this  continent  and 
abroad.  IMost  of  the  research  work  bearing  on  the 
subject  has  been  done  abroad,  especially  in  Germany. 
Numerous  and  exhaustive  studies  of  the  action  of 
irradiation  on  living  tissues  and  cellular  elements 
has  resulted  in  the  present  well-grounded  scientific 
concept  of  the  mechanism  through  which  irradiation 
operates  in  various  pathological  states.  Experience 
in  this  field  of  therapy  extending  over  a period  of 
years  has  showm  conclusively  that  roentgen  irradia- 
tion applied  early  will  promptly  relieve  pain,  reduce 
fever,  and  gradually  bring  about  the  disappearance 
of  the  inflammatory  and  suppurative  process. 

Pyogenic  infections  in  general  are  characterized 
by  varying  degrees  of  leucocytic  infiltrations;  leu- 
cocytes, chiefly  l)Tnphocytes,  polymorphonuclear  cells, 
and  eosinophils  accumulating  around  one  or  more 
clusters  of  bacteria.  This  leucocytic  regimentation 
appears  to  be  nature’s  method  of  intensifying  the 
production  of  antibodies.  Hyperemia  is  an  addi- 
tional factor  which  facilitates  the  mobilization  and 
regimentation  of  the  leucocytes.  Experiments  on  ani- 
mals and  human  beings  have  shown  that  each  type 


of  cell  has  a specific  degree  of  radiosensitivity  and 
that  lymphocytes  are  most  radiosensitive.  Heineke, 
and  later  Warthin,  showed  experimentally  that  as 
early  as  fifteen  minutes  following  roentgen  therapy, 
hinphocytes  undergo  nuclear  disintegration  which 
continues  for  several  days.  Warthin  has  demon- 
strated another  important  action  of  roentgen  irradia- 
tion in  inflammatory  processes,  namely,  the  promo- 
tion of  phagocytosis.  He  has  shown  microscopically 
that  phagocytosis  of  broken  nuclear  chromatin  par- 
ticles is  most  active  following  the  irradiation,  and 
continues  for  several  days  until  the  lymphocytes  are 
almost  entirely  destroyed.  The  polymorphonuclears 
and  eosinophils  undergo  disintegration  somewhat  less 
rapidly,  but  continue  for  two  or  three  days.  There 
are  some  changes  in  certain  of  the  other  cellular  ele- 
ments, but  where  small  doses  of  irradiation  are  used, 
there  is  not  enough  definite  change  for  this  to  be 
accurately  demonstrated.  Desjardins  has  shown  that 
with  the  disintegration  of  lymphocytes,  pressure  is 
relieved  and,  with  the  relief  of  pressure,  pain  is 
relieved. 

At  first  thought,  it  would  not  seem  logical  to  de- 
stroy leucocytes  w'hich  are  acting  as  a protective 
mechanism  against  the  infective  process.  On  the 
other  hand,  the  early  destruction  of  some  of  these 
cells  must  more  rapidly  provide  adequate  amounts 
of  the  vital,  or  protective  substances,  enz)Tnes,  anti- 
bodies, and  other  unknown  principles,  which  are 
contained  within  the  leucocytes  for  defensive  pur- 
poses and  which  promote  autolysis  and  liquefaction 
by  becoming  mixed  with  the  tissue  fluids  in  the  sur- 
rounding tissue  spaces.  The  protective  substances 
thus  liberated  are  more  readily  available  for  defen- 
sive purposes  than  when  contained  in  the  original 
intact  white  blood  cells.  At  the  same  time,  there  is 
an  increase  in  phagocytosis  by  the  reticular  cells, 
which  become  macrophages.  This  cellular  destruc- 
tion and  increased  phagocytosis  represent  the  effect 
on  the  body  to  exposure  to  the  roentgen  rays  in  local- 
ized pyogenic  infections  and  probably  explains  the 
universal  favorable  action  of  this  mode  of  therapy. 
As  a rule,  the  more  marked  the  lymphocytic  infiltra- 
tion in  the  tissues,  the  quicker  and  more  marked  the 
response  to  irradiation  will  be,  and  it  is  for  this  rea- 
.son  that  the  effect  of  irradiation  is  somewhat  different 
in  different  types  of  infections  and  also  varies  as 
to  the  stage  of  development  of  the  infective  proc- 
ess. For  example,  radiotherapy  is  most  beneficial 
during  the  infiltrative  stage  of  infections  and  com- 
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paratively  less  beneficial  during  the  suppurative 
stage. 

In  inflammations  that  are  not  circumscribed  and 
in  which  leucocytic  infiltration  is  comparatively 
slight,  and  the  affected  area  is  hyperemic  and  the 
vessels  are  congested,  the  exposure  of  such  an  area 
to  small,  repeated  doses  of  irradiation  undoubtedly 
causes  the  disintegration  of  many  leucocytes  and  the 
liberation  of  protective  substances  into  the  circulat- 
ing blood  and  throughout  the  tissue  spaces.  This 
makes  possible  a biological  defensive  reaction  similar 
to  that  in  more  localized  inflammations. 

So,  generally  speaking,  the  response  of  inflamma- 
tory lesions  to  irradiation  is  based  on  the  type  of 
pathology  present.  Lesions  with  considerable  leu- 
cocytic infiltration  and  small  amounts  of  connective 
tissue  respond  more  promptly  than  lesions  with  much 
connective  tissue  and  a relatively  small  number  of 
leucocytes.  It  is  necessary  to  bear  this  in  mind  in 
treating  chronic  inflammations.  Depending  on  their 
character  and  on  the  etiologic  factors  which  produce 
them,  such  lesions  are  characterized  by  varying  de- 
grees of  leucocytic  infiltration  and  connective  tissue 
proliferation,  the  latter  usually  predominating,  ^\'hile 
the  leucocytic  infiltration  in  such  chronic  lesions  is 
readily  susceptible  to  destruction  or  diminution  from 
irradiation,  the  connective  tissue  elements  are  com- 
paratively resistant  to  such  treatment.  In  view  of  this 
fact,  the  clinical  effect  of  irradiation  in  chronic  in- 
flammations is,  therefore,  as  a rule,  relatively  slow, 
and  maximum  improvement  or  cure  requires  repeated 
treatments  at  varying  inter\’als.  This  conclusion  is 
in  complete  agreement  with  the  experimental  evi- 
dence and  the  recorded  clinical  observations. 

Many  varieties  of  acute  inflammatory  processes 
yield  rapidly  to  small  doses  of  roentgen  rays.  As  a 
rule,  the  more  acute  the  inflammatory  condition,  the 
smaller  the  dose  necessary  to  produce  the  desired 
effect.  With  such  small  doses,  there  can  be  no  ques- 
tion of  cutaneous,  or  systemic  reaction;  therefore,  pa- 
tients quite  ill  can  be  treated  without  danger.  In 
many  cases  a single  treatment  is  sufficient,  but  it 
may  be  necessary  to  repeat  the  treatment  one  or  more 
times. 

In  the  treatment  of  chronic  inflammatory  processes, 
as  a general  rule,  the  dose  of  roentgen  rays  must  be 
larger  than  the  doses  employed  for  acute  inflamma- 
tions, and  the  treatment  should  be  repeated  at  inter- 
vals for  some  time.  The  treatment  of  chronic  inflam- 
matory lesions  with  maximal  or  tissue  tolerance  doses 


is,  with  few  exceptions,  bad  practice  and  should  be 
avoided.  Since  treatments  must  be  repeated  at  inter- 
vals for  varying  periods,  the  use  of  large  doses  of 
irradiation  may  lead  to  undesirable  results  and  may 
cause  the  original  lesions  to  increase  in  severity 
rather  than  to  improve. 

The  acute  infectious  diseases  of  childhood  are  not 
included  in  this  discussion,  although  it  is  worthy  of 
note  that  certain  complications  of  whooping  cough 
have  been  treated  very  successfully  by  X-ray.  In 
many  cases,  in  both  adults  and  children,  the  spas- 
modic coughing  is  due  to  pressure  irritation  on  the 
bronchi,  and,  pathologically,  numerous  enlarged 
lymph  nodes  may  be  found  in  the  mediastinum. 
Roentgen  therapy  offers  a means  of  rapidly  relieving 
this  condition  in  a painless,  harmless  manner.  High 
voltage  X-rays  are  used  in  100-150  r doses  on  the 
anterior  and  posterior  mediastinal  areas,  alternately, 
once  a week,  for  three  to  four  treatments.  In  many 
cases,  the  condition  is  relieved  with  one  or  two  treat- 
ments. 

We  will  also  exclude  those  infections  for  which  a 
definite  immunizing  agent,  or  a specific  vaccine  or 
antitoxin  has  been  found. 

Among  the  acute  and  chronic  inflammatory  con- 
ditions in  which  the  therapeutic  value  of  roentgen 
irradiation  has  been  definitely  established  are  erysip- 
elas, furuncles,  carbuncles,  cellulitis,  localized  in- 
fections on  and  about  the  face  and  extremities,  infec- 
tions resulting  from  human  and  animal  bites,  acute 
adenitis,  lymphangitis,  parotitis,  post-operative  wound 
infections  and  inflammations,  gas  bacillus  infection 
(gas  gangrene),  paronychia,  unresolved  pneumonia, 
actinomycosis,  blastomycosis,  epidermophytosis,  jiru- 
ritus  vulva  and  ani,  acute  and  chronic  otitis  media, 
and  subacute  and  chronic  nasal  sinusitis. 

The  optimum  time  for  the  treatment  of  the  acute 
conditions  is  when  the  first  evidence  of  the  infection 
is  established,  such  as  pain,  swelling,  redness,  tender- 
ness, fever,  leucocytosis,  lymphangitis,  adenitis,  or 
other  indications  that  natural  forces  are  reacting 
against  the  bacterial  invasion.  In  other  words,  the 
inflammatory  process  must  be  established  before  ir- 
radiation is  effected. 

When  treated  in  the  early  state,  a large  percentage 
of  the  suppurative  lesions  disappear  without  sup- 
purating, pulmonary  consolidations  resolve  early, 
l}Tnphangitis  and  lymphadenitis  subside  spontane- 
ously, temperature  falls  by  crisis  or  rapid  lysis  and 
other  signs  go  more  gradually.  Therefore,  the  treat- 
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ment  is  most  effective  when  other  methods  of  treat- 
ment are  least  effective.  It  is  painless  and  does  not 
interfere  with  the  activities  of  the  patient.  Pain  is 
often  relieved  in  a short  time,  but  sometimes  the  re- 
lief of  pain  may  be  preceded  by  a brief  period  of  ex- 
acerbation. 

Irradiation  is  practically  a specific  for  erysipelas 
as  long  as  the  lesion  is  fairly  well  localized.  Small 
early  lesions  nearly  always  disappear  within  twenty- 
four  hours  after  treatment,  requiring  no  additional 
therapy.  Large  infected  areas  usually  show  an  early 
limiting  of  the  infection  with  a gradual  disappear- 
ance of  the  condition  within  a few  days.  Where 
large  uneven  areas  of  the  body  surface  are  involved, 
one  must  be  careful  to  see  that  the  entire  area  with 
surrounding  peripheral  edges  is  treated. 

The  rationale  underlying  the  treatment  of  erysip- 
elas is  one  which  is  accepted  with  regard  to  all  in- 
fectious processes;  namely,  the  liberation  of  endo- 
toxins from  X-ray  destruction  of  the  lymphocytes.  It 
is  well  established  that  the  earlier  treatment  is  begun, 
the  chances  for  prompt  response  become  greater.  The 
dose  required  is  small,  from  100-150  r (in  air)  with 
100-120  K.  V.  P.  and  0. 5-1.0  mm.  Al.  filter.  In  ad- 
ministering the  treatment,  care  should  be  taken  to 
treat  fairly  well  beyond  the  apparent  border  of  the 
involved  area  to  prevent  further  streptococcic  inva- 
sion of  the  corium. 

A furuncle,  or  carbuncle,  may  retrogress  entirely 
without  the  formation  of  a central  area  of  necrosis 
after  a single  treatment,  provided  that  it  is  adminis- 
tered early  enough.  If  not  seen  until  a more  advanced 
stage  has  been  reached,  suppuration  and  separation 
of  the  necrotic  area  is  hastened  considerably.  The 
tendency  which  boils  show  to  recur  in  special  situa- 
tions, especially  the  back  of  the  neck,  and  the  but- 
tocks, disappears  after  proper  irradiation  as  though 
a local  tissue  immunity  had  been  established. 

In  the  treatment  of  carbuncles,  whether  or  not  they 
are  associated  with  diabetes,  the  lesion  should  be 
first  treated  with  irradiation,  followed  by  the  indi- 
cated local  or  general  treatment.  Due  to  the  extensive 
nature  of  the  process,  they  do  not  always  respond  as 
readily  as  furuncles,  but  when  treated  in  the  early 
stages,  they  rapidly  localize,  become  less  painful, 
cease  to  extend,  and  suppuration  and  drainage  in- 
creases. During  the  course  of  the  X-ray  treatment, 
the  usual  surgical  measures  as  heat  and  wet  dressings 
are  advised  arid  when  fluctuation  becomes  evident, 
incision  and  drainage  should  be  performed. 


The  technic  employed  in  treating  furuncles  and 
carbuncles  varies  according  to  the  size  and  depth  of 
the  lesion  and  the  stage  of  the  process.  Every  case 
is  more  or  less  an  individual  problem.  As  a rule, 
however,  roentgen  rays  of  100-140  K.  V.  P.  with  1-4 
mm.  Al.  filter  are  employed,  depending  on  the  size 
and  depth  of  the  lesion.  From  150-300  r may  be  ap- 
plied as  the  initial  dose  and  from  100-150  r in  a day 
or  two  and  repeated  once  or  twice,  if  the  proper  re- 
action does  not  occur.  The  larger  and  more  extensive 
lesions  may  be  treated  with  higher  voltage  and  filtra- 
tion (200  K.  V.  P.  with  .5  mm.  Cu.  plus  1.0  mm.  Al. 
filter). 

Carbuncles  in  the  later  stages  are  best  treated  with 
relatively  small  doses  repeated  at  short  intervals,  if 
necessary. 

Even  if  irradiation  is  not  given  in  the  early  stage 
in  localized  suppurative  processes,  it  becomes  the  most 
helpful  of  all  adjuncts  to  surgery.  Even  if  suppura- 
tion has  taken  place,  it  is  well  to  give  irradiation 
prior  to  incision  and  wait  until  the  lesion  becomes 
more  localized  and  superficial,  in  just  the  same  way 
that  you  have  always  applied  heat,  or  poultices  and 
waited  until  the  abscess  has  come  to  a head.  In 
fact,  irradiation,  if  available,  should  with  few  ex- 
ceptions replace  poulticing  in  any  form.  This  is  par- 
ticularly true  of  the  infection  that  results  from  a 
needle  or  instrument  puncture  of  a finger  of  the 
nurse  or  surgeon.  A little  irradiation  may  save  a 
phalanx,  finger,  hand,  arm,  or  life,  depending  upon 
the  stage  at  which  the  irradiation  is  given,  and  the 
relief  from  pain  in  these  conditions  is  almost  in- 
variably more  complete  than  with  full  doses  of  mor- 
phine. 

Hodges  states  that  one  of  the  greatest  fields  of  use- 
fulness of  the  roentgen  ray  in  the  treatment  of  poten- 
tially serious  infections  is  in  apparently  more  or  less 
insignificant  lesions  which  occur  on  the  upper  lip, 
around,  or  within  the  nose,  around  the  eyes  and  to  a 
lesser  extent  on  the  extremities.  Frequently,  the  pri- 
mary portal  of  entry  of  the  infection  may  be  nothing 
more  than  a slight  abrasion,  cut,  bruise,  or  pimple 
and  in  some  cases  no  portal  of  entry  or  etiologic  factor 
can  be  determined.  Where  the  infection  is  of  suffi- 
cient virulence,  there  is  a rapid  lymphangitis  and 
thrombophlebitis.  Facial  lesions,  if  ordinary  meth- 
ods of  treatment  are  employed,  not  infrequently  lead 
early  to  extension  to  the  vessels  of  the  brain  and  a 
fatal  termination.  The  extremity  portals  of  infec- 
tion, if  not  controlled,  frequently  lead  to  a general 
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septicemia.  The  entire  medical  profession  must  real- 
ize the  possible  seriousness  of  this  type  of  infection, 
if  any  headway  is  to  be  made  in  its  treatment.  Re- 
gardless of  the  insignificance  of  the  primar}'-  portal 
of  entry,  when  evidence  of  the  slightest  spread  of  the 
infection  to  the  surrounding  tissues  is  noticed,  100- 
150  r low  voltage  lightly  filtered  roentgen  rays  should 
be  applied.  As  a rule,  there  is  a rapid  walling  off  of 
the  infection,  the  probability  of  a serious  complica- 
tion is  lessened  and  the  reparative  process  is  has- 
tened. The  lesions  either  point  rapidly  and  sup- 
purate, or  gradually  subside  without  evidence  of 
drainage. 

Lymphangitis,  as  a rule,  regresses  and  subsides 
promptly  following  small  doses  of  irradiation.  The 
painful  red  streaks  that  one  sees  sometimes  extend- 
ing up  an  extremity  resulting  from  a localized  in- 
fected area,  and  in  a later  stage,  the  rigid  and  cord- 
like lymphatic  channels  with  enlarged  lymph  nodes 
along  the  course  of  the  system,  respond  usually  to 
appropriate  doses  of  irradiation. 

Parotitis,  either  acute  or  chronic,  usually  responds 
well  to  irradiation.  Every  surgeon  is  aware  of  the 
acute  form  arising  as  a complication  of  certain  ojjera- 
tions,  especially  on  the  large  bowel,  and  of  the  high 
mortality  associated  with  it.  Rankin  and  Palmer 
found  that  a moderate  dose  of  radium  applied  soon 
after  the  onset,  caused  the  inflammation  to  subside 
in  most  cases  within  from  twenty-four  to  forty-eight 
hours.  Suppuration  usually  did  not  occur  and  the 
mortality  was  correspondingly  reduced.  Roentgen  ir- 
radiation is  just  as  effective  in  doses  of  150-200  r, 
which  may  be  repeated  once  or  twice  at  two-day  inter- 
vals, using  200  K.  V.  P.,  with  0.5  mm.  Cu.  plus  1.0 
mm.  Al.  filter.  Radium  has  the  advantage  in  that  the 
treatment  can  be  given  without  disturbing  the  pa- 
tient, unless  mobile  roentgen  therapy  equipment  is 
available.  It  should  be  stressed  that  these  cases 
should  be  treated  as  early  as  possible  after  the  ap- 
pearance of  the  parotitis,  for  when  irradiation  is 
given  early,  the  inflammatory  process  is  more  apt  to 
be  aborted  or  result  in  early  localization.  The  later 
the  application  of  the  irradiation,  the  more  often  it 
is  impossible  to  avoid  serious  consequences  and  the 
need  for  surgical  intervention. 

Another  serious  condition  that  has  given  the  medi- 
cal profession  great  concern  is  gas  bacillus  infection, 
or  gas  gangrene.  When  treated  by  the  ordinary  meth- 
ods, it  has  a high  rate  of  mortality. 

In  1936  Kelly  reported  forty  cases  which  had  been 


treated  with  X-ray  and  since  this  time  he  has  ac- 
cumulated data  on  additional  cases  which  have  been 
irradiated  by  him  and  others.  According  to  him,  the 
only  patients  who  died  were  those  subjected  to  surgi- 
cal amputation  of  extremities,  and  his  conclusion  is 
that  X-ray  treatment  is  indicated  in  all  cases  of  gas 
gangrene  and  that  the  treatments  should  be  started 
as  soon  as  possible  and  regardless  of  how  hopeless  the 
case  may  seem.  The  treatments  should  be  given  twice 
daily  in  doses  of  about  100  r for  three  days  and  of 
sufficient  voltage  to  insure  penetration  of  the  involved 
tissue — about  90-100  K.  V.  over  the  extremities  and 
from  130-160  K.  V.  on  the  trunk,  with  appropriate 
filtration.  He  suggests  that  the  beneficial  effect  of 
irradiation  in  these  cases  is  probably  due  to  the  for- 
mation of  hydrogen  peroxide  (HoOq)  in  the  irradi- 
ated tissues,  which  is  based  on  experimental  work 
done  at  Stanford  University  a few  years  ago.  He 
stresses  the  importance  of  treating  well  beyond  the 
lesion,  and  using  multiple  fields  when  necessary,  and 
allowing  a certain  amount  of  overlapping  at  the 
borders  of  the  fields.  He  concludes  that  amputation 
is  definitely  detrimental  to  the  welfare  of  the  patient 
having  gas  gangrene  and  should  be  discouraged,  ex- 
cept in  those  cases  in  which  the  tissues  are  hopelessly 
damaged  by  injury  or  trauma.  It  appears,  therefore, 
that  it  would  be  safe  to  rely  entirely  upon  the  serum, 
local  antiseptics,  local  minor  surgery  and  X-ray  in 
treating  these  cases,  starting  irradiation  as  soon  as 
possible  after  the  diagnosis  is  made. 

Indolent  surgical  and  chronic  tuberculous  sinuses 
usually  give  a satisfactory  response  to  the  administra- 
tion of  irradiation  in  proper  dosage. 

Irradiation  is  also  of  real  value  in  the  more  ad- 
vanced stages  of . suppurative  processes,  such  as  the 
palmar  abscess,  which  has  drained  pus  for  weeks,  or 
the  deep  seated  pelvic  infection,  or  the  diffuse  sup- 
purative pneumonitis  that  does  not  form  a true  ab- 
scess, and  makes  it  difficult  for  the  surgeon  to  obtain 
adequate  drainage.  Under  such  conditions,  irradia- 
tion, in  addition  to  combating  the  infection,  changes 
the  character  of  the  dammed-up  exudate,  making  it 
more  liquid  and  therefore  more  responsive  to  methods 
of  drainage. 

Actinomycosis  and  blastomycosis  frequently  re- 
spond favorably  to  irradiation,  which  should  be 
rather  intensive  in  character  and  is  usually  in  com- 
bination with  surgery.  Irradiation  is  carried  out  with 
high  voltage  X-rays  applied  directly  to  the  involved 
areas  in  daily  doses  of  150  r until  900-1,500  r are 
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given.  A second  series  may  be  given  if  necessary  after 
six  weeks.  Irradiation  should  be  supplemented  with 
iodine  therapy.  The  general  health  of  the  patient  is 
important  and  must  be  cared  for  with  extra  nourish- 
ment, tonics  and  transfusions  when  necessary. 

Dermatophytosis,  or  the  so-called  “athlete’s  foot”, 
as  a rule  responds  well  to  irradiation.  In  many  in- 
dividuals a stage  is  reached  when  the  infection  be- 
comes resistant  to  the  usual  methods  of  treatment  and 
it  is  in  these  cases  that  roentgen  treatment  is  most 
valuable.  Doses  of  150  r (100-120  K.  V.,  1.0  mm. 
Al.  filter)  are  given  weekly  for  four  to  six  treatments, 
supplemented  by  appropriate  local  treatment. 

Paronychia  may  be  due  to  a bacterial  or  a parasitic 
infection.  In  both  types,  superficial  X-ray  therapy 
tends  to  relieve  the  condition.  The  bacterial  type 
may  resolve  following  one  treatment,  although  in 
chronic  infections,  several  treatments  may  be  neces- 
saiy.  The  parasitic  type  usually  requires  more  per- 
sistent treatment.  The  usual  dose  is  about  150  r of 
filtered  rays  at  weekly  intervals,  and  five  or  six 
treatments  may  be  given  if  necessary. 

Pruritus  vulva  and  ani  may  be  due  to  external 
causes,  such  as  infection  or  parasites,  to  diabetes,  or 
irritating  discharges,  or  may  be  definitely  neurologi- 
cal. Treatment  begins  with  hygiene;  elimination  of 
the  causative  agent,  if  possible,  and  irradiation. 
Treatment  is  given  with  lowq  or  moderate  voltage 
filtered  X-rays  (100-120  K.  V.,  1-4  mm.  Al.  filter) 
over  the  vulva,  perineum,  or  anus,  in  doses  of  150  r 
per  treatment,  at  intervals  of  five  to  ten  days,  for 
four  to  six  treatments.  Occasionally  an  ointment  of 
nupercain,  zinc  or  calamin  aids  in  the  control  of  the 
condition. 

In  acute  and  chronic  otitis  media,  roentgen  ther- 
apy offers  a non-operative  treatment  that  will  result 
in  the  cure  of  a high  percentage  of  cases. 

Beattie  in  1921  reported  the  cure  of  fourteen  cases 
of  subacute  and  chronic  otitis  media  in  adults. 

Lucinian,  in  his  office  practice,  treated  fifty  conse- 
cutive cases  of  otitis  media  with  irradiation  therapy. 
In  practically  all  of  the  patients  the  treatment  was 
followed  by  prompt  relief  of  pain,  a gradual  drop  in 
fever,  initial  increase  of  discharge  followed  by  a 
gradual  decrease,  improved  hearing,  and  ameliora- 
tion of  the  systemic  manifestations  of  the  disease.  In 
the  acute  cases  treated,  the  necessity  for  surgery  was 
markedly  reduced. 

In  the  chronic  cases,  the  symptoms  of  persistent 
aural  discharge,  pain,  tinnitus  and  deafness  were 


either  diminished  or  eradicated,  and  the  healing  of 
perforated  tympanic  membranes  seemed  to  be  accel- 
erated. 

Lucinian,  and  Dowdy,  Heath’  and  Pierce  and 
others  conclude  that  roentgen  therapy,  when  properly 
applied,  shortens  the  average  course  of  the  disease, 
lessens  complications,  and  aids  in  the  treatment  of 
complications. 

The  usual  essential  technical  factors  employed  are 
100-120  K.  V.,  2.0  mm.  Al.  filter  and  doses  of  50- 
100  r,  given  at  three-  to  seven-day  intervals,  depend- 
ing upon  the  type  of  case  treated  and  whether  acute 
or  chronic. 

Roentgen  therapy  of  sinusitis,  although  not  new, 
has  been  receiving  increasing  interest  and  attention  in 
recent  years.  The  work  of  Osmond,  May,  Butler  and 
Woolley,  Rathbone,  Hodges  and  others  has  proven, 
without  any  reasonable  question,  the  rationale  of  this 
form  of  therapy  in  the  treatment  of  chronic  paranasal 
sinusitis  in  properl)'  selected  cases.  Many  members  of 
the  medical  profession  are  not  aware  of  the  benefits 
derived  from  this  form  of  therapy,  because  most  of 
the  literature  on  the  subject  has  appeared  in  radio- 
logical journals.  Roentgen  therapy  for  sinus  disease, 
in  competent  hands,  is  a safe  procedure,  which  may 
be  used  for  the  treatment  of  children  as  well  as 
adults.  Those  cases  suitable  for  roentgen  therapy, 
however,  should  be  carefully  selected  after  consulta- 
tion between  the  rhinologist  and  radiologist.  It  is  not 
recommended  as  a panacea  in  sinus  disease.  Acute 
sinus  infections  usually  recover  following  the  ordi- 
nary methods  of  treatment.  Pus  under  pressure  in 
the  sinuses  should  be  evacuated  and  obstructions  that 
interfere  with  proper  drainage  should  be  removed. 

The  infection  accompanying  allergic  rhinitis  and 
sinusitis  usually  responds  well  to  roentgen  therapy, 
but  in  these  cases  an  effort  should  be  made  to  find 
the  sensitizing  agent. 

In  children,  the  ideal  type  of  case  that  responds 
best  to  roentgen  therapy  is  one  that  presents  diffuse 
lymphoid  hyperplasia  in  the  nose  and  pharynx,  nasal 
discharge,  history  of  frequent  colds,  a chronic  cough, 
and  where  the  roentgenogram  demonstrates  hyper- 
plasia of  the  mucosa  of  the  antra,  or  ethmoids.  These 
cases  nearly  alw'ays  respond  favorably  and  the  result 
is  usually  lasting.  In  adults,  the  best  results  are  ob- 
tained in  those  chronic  infections  with  thickened  hy- 
perplastic and  granulating  membranes  with  only  a 
small  air  containing  sinus  cavity. 

In  polypoid  conditions,  the  results  are  usually 
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favorable,  provided  the  polyps  are  not  too  large,  or 
too  long  standing. 

In  cases  with  densely  fibrotic  membranes  and  scar 
tissue,  very  little,  if  any,  change  can  be  detected  fol- 
lowing irradiation,  although  in  these  there  is  fre- 
quently clinical  improvement. 

It  is  not  unusual  to  see  asthmatic  children  and 
adults  relieved  of  their  asthma  by  roentgen  treatment 
to  their  infected  sinuses,  supplemented,  as  a rule, 
with  small  doses  of  irradiation  over  the  chest  and 
mediastinum,  anteriorly  and  posteriorly. 

There  is  no  damage  to  normal  structures  when  the 
treatment  is  properly  applied,  and  failure  of  roentgen 
therapy  in  no  way  interferes  with  subsequent  sur- 
gery, should  this  become  necessary. 

The  technique  usually  employed  by  the  author  is 
six  or  seven  treatments  of,  100  r each.  Three  over- 
lapping areas,  10x10  cm.,  or  8x10  cm.  are  treated; 
one  anterior,  and  a right  and  left  lateral.  The  eyes 
and  eyebrows  and  the  pituitary  gland  are  protected. 
The  treatments  are  usually  given  two  to  three  times 
per  week,  treating  only  one  area  per  day.  In  children, 
moderate  voltage  X-rays  (140  K.  V.)  are  used,  fil- 
tered through  0.25  mm.  Cu.  plus  1.0  mm.  Al.  In 
adults,  we  usually  employ  high  voltage  (200  K.  V.) 
and  0.5  mm.  Cu.  plus  1.0  mm.  Al.  filter.  Complete 
and  whole  hearted  cooperation  between  the  rhinolo- 
gist  and  radiologist  is  necessary,  if  the  best  results 
are  to  be  obtained. 

In  conclusion,  the  radiologist  has  a method  of 
therapy  which  has  been  proven  both  experimentally 
and  clinically  to  be  of  great  value  in  a number  of 
infections,  but  it  has  not  received  the  attention  and 
support  it  deserves.  This  is  perhaps  due  mainly  to 
the  fact  that  the  clinician  and  surgeons  in  their  re- 
spective communities  have  not  been  familiarized  with 
the  work  in  this  field,  which  is  largely  the  radiolo- 
gist’s fault. 

To  offer  the  patient  the  greatest  benefit  that  irra- 
diation will  give,  there  must  be  thorough  and 
complete  cooperation  between  the  clinician  and  radi- 
ologist. Careful  clinical  observation  and  judgment 
is  a very  important  factor — usually  the  determining 
one  between  success  and  failure  of  roentgen  therapy. 

It  has  a wide  field  of  usefulness  as  an  adjunct  to 
surgery  and  other  procedures.  The  best  results  are 
obtained,  as  a rule,  when  the  lesions  are  treated  early, 
because  in  this  stage  many  of  the  suppurative  types 
are  aborted.  Very  definite  benefit  comes  from  the  use 
in  any  stage,  provided  the  proper  technique  and 


dosage  is  employed.  The  results  are  prompt,  pain- 
relieving  and  effective  in  shortening  the  course  of  the 
disease.  With  this  thought  in  mind,  it  should  not  be 
prescribed  merely  as  a last  resort  after  all  other 
remedies  have  been  tried  and  found  wanting. 

This  procedure  does  not  interfere  with  other  indi- 
cated methods  or  aids,  except  that  the  use  of  irritating 
poultices,  strong  heat,  or  excessive  cold  and  other 
irritants  is  usually  contraindicated. 

Finally,  one  point  should  be  strongly  emphasized. 
When  dealing  with  inflammatory  conditions,  the 
radiologist  must,  as  far  as  dosage  is  concerned,  think 
in  terms  quite  different  from  those  that  apply  to 
malignant  tumors.  When  treating  neoplasms,  the 
aim  is  to  deliver  the  largest  dose  compatible  with  the 
integrity  of  the  surrounding  tissues.  When  treating 
inflammatory  lesions,  on  the  contrar}',  only  small  or 
moderate  doses  are  employed.  Even  when  treatment 
must  be  repeated  many  times,  the  dose  of  rays  should 
never  be  sufficient  to  tax  the  tolerance  of  the  tissues ; 
otherwise  the  condition  may  be  worse  after  treatment 
than  before. 

With  a better  appreciation  of  its  merits  on  the  part 
of  the  medical  profession,  and  its  more  universal  ad- 
ministration by  radiologists  in  general,  roentgen  ther- 
apy will  rightfully  take  its  place  as  one  of  the  first- 
line  measures  of  defense  in  the  proper  treatment  of 
certain  infections  and  inflammations. 
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Editor’s  Note:  This  paper  was  discussed  by  Dr.  Fred 
M.  Hodges,  of  Richmond,  Dr.  B.  H.  Nichols,  of  Cleveland, 
Ohio,  Dr.  Donald  M.  Faulkner,  of  Richmond,  and  Dr. 
M.  H.  Todd,  of  Norfolk,  but  due  to  a misunderstanding, 
the  reporter  did  not  secure  the  discussion. 


RECENT  PERILS  TO  THE  PRACTICE  OF  MEDICINE  AS  VIEWED 
BY  A RURAL  PRACTITIONER. 


J.  Paul  Kent,  M.D., 

Altavista,  Virginia. 


If  every  physician  in  the  United  States  were  asked 
this  question,  “Why  did  you  choose  the  practice  of 
medicine  for  your  profession?”,  I am  quite  certain 
that  the  majority  would  give  reasons  similar  to  mine, 
namely,  I thought  I would  like  some  form  of  scien- 
tific work  and  especially  the  practice  of  medicine, 
and,  to  quote  my  father’s  favorite  expression,  “I 
would  rather  have  a peanut  stand  of  my  own  than 
to  work  for  the  other  fellow.”  In  other  words,  take 
private  practice  away  from  me,  although  I like  my 
work  in  treating  the  sick,  I believe  I would  seek 
other  employment  where  I could  run  my  own  busi- 
ness even  if  I received  less  money  and  worked  much 
harder.  In  my  short  medical  career  my  most  cher- 
ished asset  is  the  many  friends  I have  made  and  those 
who  regard  me  as  one  of  the  most  important  units  in 
their  family  life. 

Any  form  of  health  insurance,  however  cleverly 
disguised,  is  in  the  true  and  last  analysis  nothing 
except  socialized  medicine.  The  various  schemes 
claim  to  care  for  people  below  the  $3,000  wage  level, 
and  the  remainder  will  be  left  for  those  who  choose 
to  do  private  practice.  In  my  town  of  about  4,000 
people,  you  can  count  on  the  fingers  of  your  two 
hands  the  families  which  will  be  left  for  private 
practice,  and,  to  be  more  accurate,  about  one-fourth 
of  1 per  cent.  All  physicians  who  must  earn  a living 
practicing  medicine  will  be  compelled  to  accept  the 
conditions  of  health  insurance  or  else  discontinue 
the  practice  of  medicine  and  seek  other  employment. 

The  Wagner  Bill,  a so-called  National  Health 
Bill,  now  pending  in  Congress,  clearly  paves  the  way 


for  state  medicine.  Once  it  is  inaugurated,  the  sup- 
porters will  come  forward  to  argue  that  the  fees  of 
the  members  ought  to  be  paid  by  the  taxpayers,  and 
the  first  time  the  proposal  is  put  to  vote,  it  will  most 
likely  be  carried.  Instead  of  achieving  the  desired 
results,  the  practice  of  medicine  will  be  infested  with 
an  almost  fatal  disease — that  disease  being  politics. 
Medical  science,  and  in  this  field  the  United  States 
leads  the  world,  would  be  at  the  mercy  of  elected 
officials  and  the  profession  would  be  split  into  two 
self-seeking  factions,  the  ins  and  the  politically  outs. 
Then  a premium  would  be  placed  on  political  sub- 
servience and  a handicap  upon  professional  ability. 
Disease  and  ill  health  can  neither  be  cured  nor  con- 
quered at  the  ballot  box.  All  doctors  on  the  roll 
would  become  job  holders  and  their  professional  work 
would  be  to  a great  extent  controlled  and  determined 
by  these  politicians.  To  me  a person’s  health  is  an 
individual  matter  rather  than  a social  experiment. 
It  is  obvious  that  in  many  cases  a patient  would  not 
want  his  condition  to  become  a matter  of  depart- 
mental record  and  curiosity  nor  would  we  doctors 
want  our  private  patients  to  know  that  we  had  treated 
some  of  these  people. 

It  is  an  accepted  fact  that  there  is  more  sickness 
among  the  low  income  group  about  whose  treatment 
the  Government  seems  so  concerned.  The  illnesses 
among  the  low  income  group  are  not  due  to  the  lack 
of  treatment  as  all  physicians  know  by  the  nature, 
duration,  and  frequency  of  the  illnesses,  but  rather 
to  the  lack  of  preventive  measures,  namely,  proper 
food,  clothing,  and  sanitation  around  the  home.  The 
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main  and  outstanding  reason  these  essentials  are 
lacking  in  the  home  is  the  lack  of  income  to  provide 
them.  It  would  seem  more  logical  and  certainly  far 
better  for  the  health  of  the  individuals  in  the  low 
income  group  if  the  Government  would  intervene  and 
aid  in  supplying  these  essentials  to  ward  off  ill  health 
rather  than  wait  until  a disease  is  contracted  and  then 
control  its  treatment.  Not  only  would  these  people  be 
better  off  financially,  but  they  would  enjoy  better 
health  at  all  times. 

It  appears  to  me  that  specialists  or  leading  clinic 
physicians  are  the  ones  in  the  medical  world  who  are 
in  favor  of  health  insurance  or  state  medicine  in  any 
form.  These  men  do  not  really  know  their  patients 
because  in  their  line  of  work  most  of  it  is  referred. 
The  patients  are  handled  in  a mechanical  way,  and 
the  doctor  never  really  becomes  acquainted  with  his 
patient.  Those  physicians  who  have  never  done  gen- 
eral practice  do  not  realize  what  an  honest-to- 
goodness  family  doctor  means  to  a poor  family.  For- 
tunately, I had  the  privilege  of  practicing  with  an 
experienced  family  physician  who  was  regarded  as 
one  of  the  most  important  units  of  their  family  life 
by  his  patients.  Some  of  his  patients  who  held  him 
in  the  highest  esteem,  at  the  same  time  realized  and 
knew  the  need  of  specialist  attention  in  certain  types 
of  conditions  and  respected  the  specialist’s  knowl- 
edge, but  they  did  not  hold  him  in  the  same  esteem. 
There  was  entirely  a different  feeling. 

In  my  few  years  of  practice  people  have  come  to 
me  for  advice  relative  to  family  differences,  financial 
difficulties,  and  many  other  things  not  concerning 
disease.  They  frankly  admit  that  the  questions  are 
not  in  my  line,  but  they  express  themselves  as  feeling 
freer  to  talk  to  the  family  doctor  than  to  anyone  else 
because  he  knows  best  their  problems. 

If  we  destroy  the  private  relation  of  the  physician 
with  the  patient  by  health  insurance,  we  might  as 
well  submit  to  our  money  spending  Government’s  ef- 
forts to  form  state  medicine.  Health  is  not  achieved 
nor  maintained  by  merely  spending  money. 

In  any  form  of  health  insurance  as  well  as  state 
medicine,  there  will  be  an  approved  list  of  physicians 
whom  the  sick  man  must  consult  for  his  particular 
pain.  The  physicians  who  work  for  less  salary, 
whether  it  be  fixed  or  based  upon  the  amount  of 
work  done,  will  not  maintain  a strictly  professional 
status.  He  may  or  may  not  give  competent  and  con- 
scientious service  to  the  patients,  for  they  are  in  the 
last  analysis  the  associations’,  companies’,  or  states’ 


patients,  not  his.  They  exist  as  his  patients  only  by 
the  grace  of  the  association  and  on  the  conditions 
that  it  sets  up.  The  physician  is  no  longer  a free 
agent  because  he  works  for  an  association  which  has 
the  greater  part  of  his  livelihood  in  its  hands.  It  is 
determined  to  keep  within  its  income,  and  he  is 
tempted  as  a makeshift  to  abate  his  professional 
orders  to  the  damage  of  the  patients. 

The  fees  which  are  charged  by  the  specialists  and 
surgeons  are  out  of  proportion  with  those  charged  by 
the  general  practitioner,  and,  consequently,  these  high 
fees  account  for  the  poor  collections  among  these 
groups.  It  has  been  my  policy  to  charge  small  fees 
and  keep  within  the  means  of  the  patients’  incomes, 
and,  as  a result,  I lose  about  15  to  20  per  cent  of 
what  I do.  This  percentage  will  be  lost  by  almost 
any  firm  doing  a credit  business;  the  losses  will  in- 
clude credit  to  deadbeats,  impostors,  and  to  charity. 
On  a plan  of  health  insurance  specialists  frankly 
state  that  if  they  were  guaranteed  pay  they  could 
cut  their  bills  in  half  and  be  better  off  financially. 
If  we  general  practitioners  did  this  to  our  bills  with 
our  small  fees,  we  could  not  possibly  make  a decent 
living  wage. 

The  individuals  who  would  carry  health  insurance 
through  some  group  form  usually  pay  me  the  small 
fees  I charge.  The  percentage  I lose  is  among  the 
unemployed,  charity,  and  deadbeats  from  whom  I am 
confident,  before  I render  the  service,  I will  receive 
no  pay.  These  people  would  not  and  could  not  carry 
health  insurance  if  it  were  available  for  them.  It  is 
this  group  that  the  Government  should  help  us  phy- 
sicians take  care  of. 

Unfortunately,  all  doctors  do  not  live  up  to  the 
Hippocratic  oath  which  we  are  taught  in  medical 
school.  Industrial  companies  or  companies  who  carry 
insurance  try  to  handle  their  accident  cases  as 
cheaply  as  possible  and  in  most  instances  give  the 
work  to  the  cheapest  man.  Instead  of  maintaining  a 
living  wage  price,  some  physicians  will  underbid  and 
thereby  be  on  the  list  of  physicians  for  the  concern. 
Then  the  patient  must  take  the  doctor  or  doctors  pro- 
vided by  the  company  or  else  pay  his  own  bill  to  the 
physician  of  his  choice. 

Under  any  form  of  prepaid  medical  care,  whether 
it  be  state  medicine  or  health  insurance,  it  will  re- 
quire a tremendous  amount  of  unnecessary  work  in 
order  to  satisfy  the  demands  of  the  public.  The  doc- 
tor will  be  forced  to  see  patients  unnecessarily  in 
many  instances  or  else  lose  the  good  will  of  the  pa- 
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tient.  If  physicians  are  paid  on  a fee  basis  from  in- 
surance funds,  competition  will  force  them  to  render 
some  unnecessary  service  in  order  to  hold  practice; 
consequently,  a huge  deficit  will  be  the  result  for  the 
insurance  fund.  Some  doctors  who  are  advocating 
health  insurance  have  had  the  audacity  to  admit  that 
under  a health  insurance  plan  they  would  attempt  to 
render  enough  ser\’ice  to  patients  to  satisfy  them  and 
not  what  they  deemed  necessar}'  for  an  illness.  The 
only  way  to  check  on  doctors  in  such  instances  would 
be  to  require  a written  diagnosis  on  the  bill  and 
have  some  insurance  doctor  adjuster  follow  the  cases 
as  they  were  being  treated.  There  are  many  patients 
who  do  not  care  to  have  the  diagnosis  of  their  condi- 
tion exposed  and  known  by  anyone  except  the  attend- 
ing physician.  I am  quite  certain  that  ever}'  doctor 
treats  some  patients  and  some  diseases  that  he  would 
not  care  to  have  society  know  that  he  had  attended. 

Commercial  concerns  not  possessing  medical 
knowledge  have  no  check  upon  these  physicians  who 
can  make  extra  visits  which  are  unnecessary  in  order 
to  get  a living  case  fee.  The  cheapest  price  per  visit 
does  not  always  add  up  to  the  cheapest  total  when 
uimecessary  services  are  included  on  the  bill.  Does 
this  knowledge  of  fee  cutting  to  the  general  public 
strengthen  or  decrease  the  respect  and  admiration 
which  other  people  have  for  us  physicians?  It  is 
putting  our  services  and  knowledge  on  a cheap  com- 
mercial basis.  The  same  unethical  physicians  who 
cut  fees  and  make  unnecessary  visits  on  compensation 
cases  will  eventually  be  caring  for  the  illnesses  of  the 
individuals  carrying  health  insurance. 

Recently,  a man  came  to  see  me  about  visiting  his 
child  which  I had  delivered  about  one  year  prev- 
iously, and  for  which  I had  not  received  one  dime. 
I had  been  accurately  informed  that  his  wdfe  started 
him  on  the  w'ay  to  my  office  with  some  insurance 
money,  but  the  bootlegger  caught  the  money.  Know- 
ing that  he  was  unemployed  at  present,  I asked  him 
how  he  expected  to  pay  his  bills.  He  said,  “I  do  not 
want  a job.  I am  drawing  unemployment  compensa- 
tion. I can  make  more  by  not  working  since  I live 
over  in  the  country  and  do  not  have  so  much  exp>ense. 
I will  pay  you  Saturday.”  This  is  an  example  of  the 
class  of  people  which  is  called  under-privileged  and 
receiving  inadequate  medical  care  by  our  present 
National  Administration. 

Any  health  insurance  would  most  likely  eliminate 
venereal  diseases  and  certain  other  chronic  condi- 
tions from  the  contracts.  Venereal  diseases  are  more 


common  among  the  group  w'hich  the  Government 
terms  as  under-privileged.  If  there  is  any  lack  of 
medical  care  in  my  community,  it  is  largely  due  to 
these  venereal  disease — first,  because  many  of  these 
patients  will  not  accept  adequate  medical  care.  Many 
do  not  go  to  a doctor  at  all  and  a large  percentage  of 
those  who  do  consult  us  discontinue  treatment  when 
relieved  of  s}mptoms  in  spite  of  the  advice  of  the 
attending  physician.  These  latter  ones  partly  discon- 
tinue treatment  on  account  of  finances  since  their 
illnesses  usually  require  a prolonged  course  of  treat- 
ment in  order  to  obtain  good  results. 

The  cost  of  medical  care  to  the  country  as  a whole 
under  any  form  of  health  insurance  will  be  forced 
to  rise  tremendously  from  its  present  cost.  We  know 
that  direct  pa}Tnent  for  any  commodity  from  producer 
to  consumer  is  the  most  economical  by  far.  Under 
any  nation-wide  system  of  medical  care  there  would 
be  a tremendous  operating  over-head  for  highly  paid 
executives.  The  fees  of  the  physician  should  be 
higher  under  any  insurance  plan  instead  of  lower  as 
most  laymen  and  advocates  of  health  insurance  seem 
to  think  because  much  more  of  a professional  man’s 
time  would  be  consumed  in  filling  out  insurance 
blanks  and  questionnaires  and  making  out  itemized 
bills.  An  extra  stenographer  would  be  needed  to  do 
this  added  amount  of  work.  Quite  a bit  of  my  time 
now  is  consumed  in  filling  out  blanks  for  “carriers” 
of  group  sick  benefit  insurance.  Patients  do  not  seem 
to  expect  to  pay  for  this,  but  often  it  takes  more  time 
to  fill  out  these  blanks  than  it  does  to  give  some 
treatments. 

I have  known  of  several  patients  carrying  sick  in- 
surance who  had  rather  be  off  sick  and  draw  insur- 
ance than  to  work  at  their  regular  job.  I have  dis- 
covered that  they  were  going  to  one  doctor  as  long 
as  they  could  fool  him  to  sign  their  insurance  papers, 
and,  when  they  could  no  longer  fool  him,  they  would 
go  to  another.  I refuse  to  treat  them  in  these  cases 
when  I think  they  are  pretending  an  illness. 

Now,  if  people  will  pay  a doctor  a fee  for  atten- 
tion in  order  to  fool  him  and  make  him  believe  they 
are  sick  to  sign  an  insurance  blank,  when  it  takes 
one-half  or  more  of  the  weekly  compensation,  how 
many  more  will  pretend  to  be  sick  when  the  bill  is 
already  paid  by  health  insurance,  especially  if  they 
have  a sickness  benefit  clause?  A large  percentage 
of  our  practice  consists  of  people  who  have  no  organic 
disease  and  need  psychic  therapy.  What  keeps  them 
away  from  our  office  the  times  that  they  do  stay  away 
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is  the  bill.  These  individuals  and  fakers  who  want 
to  draw  sick  benefit  insurance,  if  we  have  free  medi- 
cal care  or  health  insurance,  will  make  it  necessary' 
to  have  many,  many  more  physicians  in  our  country 
to  care  for  those  seeking  medical  care.  The  funds 
appropriated  for  public  health  in  the  United  States 
have  been  increasing  at  such  a rapid  rate  in  some 
states  that  commissioners  of  health  have  had  to  en- 
list in  their  forces  persons  they  know  are  ill-prepared 
to  carry  the  load.  There  has  been  more  money  avail- 
able to  hire  people  to  go  into  public  health  than  there 
are  trained  persons  to  carry  out  the  work.  There 
would  be  this  same  shortage  of  those  to  treat  the  sick 
if  the  number  of  doctors  had  to  be  so  vastly  increased. 
The  medical  schools  could  not  graduate  men  fast 
enough.  The  lack  would  be  similar  to  the  one  ex- 
perienced during  the  World  War.  This  increase  in 
the  number  of  physicians  will  either  necessitate  a 
higher  rate  of  health  insurance  which  has  taken  place 
in  organized  groups  in  Washington,  D.  C.,  or  the 
cutting  of  physicians’  wages.  The  latter  is  most 
likely  to  occur  universally — it  has  happened  in  all 
countries  having  group  medical  care.  We  read  w’here 
the  physician  is  told  how  much  medicine  he  can  pre- 
scribe, and  if  he  gives  over  a certain  amount,  he 
must  pay  for  it  himself. 

I know  of  no  better  argument  against  experiment- 
ing with  health  insurance  than  the  fact  that  practi- 
cally all  of  the  leading  life  insurance  companies  have 
discontinued  writing  sick  benefits  clauses  in  their 
policies  because  the  claims  were  so  tremendous  that 
it  would  necessitate  a vast  increase  in  premium  rates. 
The  few  companies  which  continue  to  write  this  in- 
surance have  so  many  clauses  and  exceptions  in  the 
policies  that  they  are  practically  worthless.  Almost 
every  patient  I have  treated  who  carried  insurance 
and  had  any  sickness  of  very  long  duration  was  sadly 
disappointed  when  the  company  settled  with  him. 
The  policies  in  many  cases  did  not  allow  benefits 
the  patient  had  been  led  to  believe  they  contained, 
and  often  the  policies  were  cancelled  when  the  holder 
thought  he  possessed  a non-cancellable  type. 

I was  recently  told  by  a leading  hospital  superin- 
tendent that  their  hospital  was  running  nearer  full 
capacity  than  it  had  any  time  previously.  The  ex- 
planation was  that  the  turn-over  of  patients  or  the 
duration  of  hospital  stay  for  any  particular  illness 
is  much  slower  now  than  it  was  before  the  advent  of 
hospital  insurance.  The  patient  when  informed  by 
the  physician  that  it  would  be  possible  for  him  to 


leave  the  hospital  usually  states  that  there  is  no  one 
at  home  to  wait  on  him,  thus  creating  the  necessity 
of  hospitalization  until  he  is  able  to  wait  on  himself. 
Due  to  the  above  some  of  the  insurance  companies 
writing  hospital  insurance  have  recently  added  sev- 
eral exceptions  to  their  policies  and  started  investi- 
gating each  claim  very  closely. 

In  some  localities  in  the  United  States  local  medi- 
cal societies  have  run  surveys  as  to  the  adequacy  of 
medical  care  and  found  quite  different  results  to  what 
Government  surveys  have  disclosed.  No  one  knows 
better  than  the  physicians  in  our  country  as  to  the 
adequacy  and  need  of  medical  care  because  we  are 
subject  to  call  twenty-four  hours  each  day  into  the 
many  homes  far  and  wide.  I admit  medical  care  in 
this  country  is  far  from  perfect,  but  I know  of  no 
work  of  mankind  that  is  perfect.  I challenge  the 
critics  of  the  medical  profession  to  show  me  where 
medical  care  is  any  less  efficient  than  any  other  work 
of  mankind  today.  I firmly  believe  that  the  doctors 
are  doing  as  good  a job  in  our  field  for  society  as  our 
Government  is  rendering  government  services.  From 
the  beginning  of  time  most  people  have  always  con- 
ceded that  private  enterprise  can  do  almost  any  job 
more  efficiently  and  more  economically  than  Govern- 
ment. 

I have  conceded  that  medical  care  is  not  perfect ; it 
seems  to  me  that  my  fees  are  much  less  of  a burden 
to  my  patients  than  special  nurses,  hospital  bills, 
specialist  fees,  and  drugs.  In  my  community  I do 
not  know  of  any  patients  who  have  to  do  without  a 
physician,  but  I treat  cases  daily  that  need  trained 
nurses  to  care  for  them  and  cannot  afford  them.  In 
many  homes  the  living  conditions  are  so  bad  that  one 
could  not  ask  a nurse  to  go  there  and  stay  even  if 
the  patient  had  the  money.  I do  not  believe  that 
nurses  fees  are  too  high.  It  would  be  possible — and 
it  is  a service  very  much  needed — for  hospital  in- 
surance contracts  to  allow  graduate  nursing  service 
in  the  home  when  it  is  not  advisable  to  hospitalize 
the  patient.  Hospital  bills  are  being  taken  care  of  by 
hospital  insurance  by  some  individuals,  but  the  ones 
who  need  it  most  do  not  carry  it.  Specialist  fees  are 
evidently  out  of  proportion  to  fees  of  general  practi- 
tioners or  they  would  not  lose  such  a greater  per- 
centage of  their  charges.  It  would  seem  more  feasi- 
ble to  cover  the  fee  of  an  appendectomy,  cholecystect- 
omy, or  mastoidectomy  through  health  insurance  than 
it  would  general  medical  practice  because  very  few 
people  will  submit  to  these  operations  unless  their 
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case  is  very  grave.  The  cost  of  drugs  might  be  low- 
ered by  stopping  so  many  royalties,  the  marketing  of 
drugs  under  trade  names,  and  the  returning  to  the 
use  of  official  preparations  by  the  medical  profession. 

The  most  common  cause  of  inadequate  medical 
care  in  my  community  is  the  refusal  of  the  people  to 
accept  it.  Part  of  this  is  due  to  religious  beliefs  and 
indifference,  and  a larger  part  to  tradition.  For  ex- 
ample, I adopted  a policy  early  in  my  practice  of 
giving  free  prenatal  care  to  any  of  my  patients  who 
came  to  my  office  for  it  . At  first,  I talked  to  them  and 
told  them  that  my  price  would  be  the  same  whether 
or  not  they  accepted  prenatal  care.  I also  told  several 
of  my  patients  who  were  going  to  have  midwives  at 
delivery  that  I would  also  give  them  free  prenatal 
care.  When  this  plan  failed,  I then  made  it  known  to 
those  I came  in  contact  with  that  I would  no  longer 
answer  obstetrical  calls  to  those  who  had  not  come 
for  some  prenatal  care.  The  latter  procedure  has 
caused  about  95  per  cent  of  my  obstetrical  cases  to 
accept  at  least  partial  prenatal  care.  Socialized 
medicine  whether  state  or  a system  of  health  insur- 
ance cannot  educate  society  to  the  changing  order  of 
medical  care  any  quicker  than  the  private  physician. 
In  the  last  few  years  doctors  all  over  the  United 
States  have  accomplished  a great  deal  toward  edu- 
cating the  people  in  these  matters,  but  the  process  is 
gradual. 


In  this  day  and  age  the  Government  is  branching 
out  in  many  activities.  The  indigent  are  being  fed 
and  clothed  by  paying  wages  through  the  W.P.A., 
and  they  can  make  their  purchases  from  private 
merchants.  It  would  seem  fair'  to  our  profession  for 
the  Government  to  pay  private  physicians  and  non- 
Government  hospitals  for  medical  and  hospital  care 
for  the  indigent.  I believe  all  of  this  care  should  be 
solved  in  each  county  by  the  county  itself  with  the 
aid  of  Federal  funds  according  to  the  county’s  ability 
to  care  for  its  indigent.  The  low  income  group  could 
be  taken  care  of  by  hospital  group  insurance  and  by 
group  insurance  to  care  for  moderate  fees  for  certain 
stipulated  operations  or  expensive  treatments.  The 
general  medical  care  should  be  handled  by  liberal 
credit  and  moderate  fees  according  to  the  circum- 
stances and  as  deemed  wise  by  the  family  physician. 

I believe  that  the  existing  bill  before  our  Congress 
presents  a challenge  to  every  conscientious  physician 
for  action  to  help  save  the  liberty  of  our  profession 
and  the  high  standards  of  medical  practice  which 
have  been  developed  in  our  country.  If  we  save  the 
liberties  of  our  profession,  we  would  not  only  help 
ourselves  but  also  the  liberties  of  all  other  groups 
of  self-respecting  American  citizens.  We  as  physi- 
cians should  realize  what  politically  controlled  medi- 
cal practice  will  bring  about;  whereas,  the  public 
does  not  and  cannot  know. 


PATHOLOGICAL  IMPLICATIONS  IN  BACON’S  REBELLION. 


P.  G.  Hamlin,  M.D., 

Eastern  Shore  State  Hospital, 
Cambridge,  Maryland. 


Historical  reality  commonly  bears  but  little  actual 
resemblance  to  the  roseate  pictures  drawn  by  the 
purveyors  of  historical  romances,  but  the  happenings 
of  the  eventful  months  between  May  and  October, 
1676,  in  the  Colony  of  Virginia  may  well  be  an  ex- 
ception. As  factual  and  sober  an  historian  as  Hen- 
drick speaks  thus  of  the  chief  actor  of  that  period, 
. On  the  personal  side.  Bacon  has  always  been 
a compelling  figure.  He  flames,  like  a backwoods 
D’Artagnan,  amid  the  desolation  of  the  time — force- 
ful, gallant,  risking  and  losing  everything  in  what 
he  regarded  as  a sacred  cause.  School  book  histories 
have  printed  on  the  memory  Bacon’s  defiance  of 
Berkeley  as,  hand  on  sword  hilt,  he  confronted  him 
before  the  Jamestown  courthouse  and  forced  the 


cowering  governor  to  his  will;  and  his  secret  mid- 
night burial  in  the  York  or  some  other  unknown  spot 
has  enshrined  his  martyrdom  with  a mystery  stimu- 
lating to  romance.  Seldom  has  a revolutionary  leader 
so  united  in  one  person  oratory  that  stirred  the  most 
sluggish  and  military  prowess  that  brought  unvary- 
ing success.  Bacon  was  both  the  Patrick  Henry  and 
George  Washington  of  the  rebellion  of  1676  . . . was 
not  only  the  Patrick  Henry  and  George  Washington 
of  1676,  he  was  the  Thomas  Jefferson  as  well.  . . . 
This  detested  swashbuckler  had  become  a modern 
hero,  the  first  performer  in  a drama  that  had  its 
blossoming  in  the  American  Republic.  . , 

The  thing  above  all  else  that  brought  Bacon  into 
violent  collision  with  the  governor.  Sir  William 
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Berkeley,  was  his  championship  of  the  then  political 
heresy  that  authority  in  government  rightly  rests 
with  the  people.  Berkeley,  at  the  head  of  a cabal 
of  nineteen  men,  ran  the  colony  to  suit  himself  and 
them,  and  kept  a complaisant  Assembly  sitting  from 
1662  to  1676. 

Bacon  was  born  at  Friston  Hall,  Suffolk,  England, 
in  1647,  and  well  born.  He  was  a first  cousin  three 
generations  removed  of  Francis  Bacon,  Lord  Veru- 
1am,  a graduate  of  St.  Catherine’s  College,  Cam- 
bridge, had  studied  law  at  Gray’s  Inn  of  the  Inns 
of  Court,  travelled  on  the  continent,  married,  and 
finally  emigrated  to  Virginia  in  1674. 

Bacon’s  antagonist  was  the  colonial  governor.  Sir 
William  Berkeley.  He  was  born  in  or  near  London 
about  1608.  He  was  a graduate  of  Merton  College, 
O.xford,  and  was  a dilettante  in  literature,  produc- 
ing a tragi-comedy  called  “The  Lost  Lady”  in 
1638.  Samuel  Pepys  in  his  diary  has  left  a price- 
less record  of  two  visits  to  a London  theatre  to  see 
this  piece.  The  first  time  he  saw  it,  January'  19, 
1661,  it  did  not  please  him  because  he  was  troubled 
by  seeing  four  of  his  office  clerks  near  him  in  the 
theatre.  He  saw  it  again,  however,  on  Januar}'  28. 
“I  saw  again  ‘The  Lost  Lady’  which  does  now  please 
me  better  than  before;  and  here  I sitting  behind  in 
a dark  place,  a lady  spit  backwards  upon  me  by  mis- 
take, not  seeing  me;  but,  after  seeing  her  to  be  a very 
pretty  lady,  I was  not  troubled  at  all.  . . ■ — a 

revealing  observation  both  as  to  Pepys  and  the  Lon- 
don manners  of  1661. 

Sir  William’s  family  was  politically  prominent. 
His  father.  Sir  hlaurice  Berkeley,  was  one  of  the 
original  organizers  of  the  London  Company  in  1606. 
An  older  brother,  John,  Lord  Berkeley  of  Stratton, 
was  a particular  favorite  of  Charles  II.  The  pene- 
trating light  of  Pepys’  observation  was  turned  upon 
his  personality:  “.  . . . My  Lord  Berkeley  was  there 
but  is  the  most  hot  fiery  man  in  discourse  without 
any  cause  that  ever  I saw,  even  to  breach  of  civility 
to  my  Lord  Angesley  in  his  discourse  opposing  to  my 
Lord’s ”3  , 

Sir  William  Berkeley  was  appointed  governor  of 
Virginia  by  Charles  I in  1641  and  came  out  in 
February,  1642.  He  was  then  thirty-four  years  of 
age.  Extremely  popular  at  first,  he  captivated  the 
Virginians  by  his  manners,  his  hospitality,  and  his 
energy.  He  vetoed  a poll  tax  of  four  pounds  of 
tobacco  which  annually  went  to  the  governor.  In 
token  of  appreciation,  the  Assembly  made  him  the 


gift  of  an  orchard  and  two  houses  belonging  to  the 
colony.  A later  Assembly  confirmed  this  gift  “to  the 
said  Sir  William  Berkeley  and  to  his  heirs  forever”.^ 

The  day  before  Good  Friday,  April  18,  1644,  the 
Indians,  under  the  direction  of  100-year-old  Opecan- 
canough,  attacked  the  settlements  and  murdered 
many  whites.  Berkeley  personally  led  his  troops 
with  vigor,  put  down  the  uprising,  and  brought  old 
Opecancanough  a prisoner  to  Jamestown.  Thus  did 
the  governor  cement  the  bonds  of  affection  between 
himself  and  the  people. 

But,  at  this  time,  across  the  sea  loomed  the  figure 
of  Oliver  Cromwell;  Charles  I lost  his  head  at 
Whitehall.  In  1652,  a Parliamentar}"  fleet  appeared 
in  Virginia  waters  and  Berkeley,  the  royal  Governor, 
was  compelled  to  step  aside  in  surrender  to  Bennett. 
Berkeley  retired  to  his  home  at  Green  Spring,  six 
miles  from  Jamestown.  Here,  for  eight  years,  he 
fretted  his  impatient  soul  until  the  Restoration. 

In  1660,  anticipating  by  about  three  months  the 
restoration  of  the  monarchy  in  England,  the  people 
of  Virginia  returned  Berkeley,  apparently  by  action 
of  the  .'^.ssembly,  to  the  gubernatorial  office.  But 
things  had  changed.  Instead  of  vetoing  taxes,  the 
Governor  and  the  Assembly  now  began  to  levy  them 
with  reckless  abandon.  The  Navigation  Acts,  the 
first  of  which  was  enacted  by  the  Commonwealth 
Parliament  and  re-enacted  by  the  first  Restoration 
Parliament,  excluded  the  Virginians  from  the  Dutch 
tobacco  market  and  compelled  them  to  ship  in  British 
vessels  at  disastrous  rates,  thus  impoverishing  them 
and  desolating  the  country.  An  Act  passed  in  1670 
permitted  only  landholders  and  householders  to  vote. 
Soon,  too,  they  were  faced  by  the  menace  of  the  up- 
lifted tomahawk.  The  colony’s  cup  of  woe  was  run- 
ning over. 

The  governor  whom  they  had  idolized  was  a 
changed  man,  though,  in  justice,  it  must  be  said  he 
opposed  vigorously  the  Navigation  Acts  and  did  all 
in  his  power  to  have  them  repealed  or  modified. 
Covetousness  now  showed  as  one  of  the  outstanding 
manifestations  of  his  character.  He  is  described  in 
1665,  at  which  time  he  was  fifty-seven,  as  an  old 
man.  This  would  imply  prematurely  old,  presum- 
ably arteriosclerotic.  He  was  stern  and  selfish, 
haughty  and  unsympathetic,  intolerant  of  advice  or 
criticism,  despising  the  commonalty  and  distrusting 
them.  He  declared  that  “learning  had  brought  dis- 
obedience into  the  world”  and  he  was  careful  to  see 
that  the  Virginians  had  little  opportunity  to  acquire 


1940] 


ViRGiNLA.  Medical  Monthly 


93 


it.®  From  the  time  of  his  return  from  a trip  to  Eng- 
land in  1662,  he  prorogued  each  sitting  of  the  As- 
sembly, composed  of  his  creatures,  until  1676,  when 
he  was  compelled  by  pressure  brought  by  Bacon  to 
issue  writs  for  a new  election. 

In  1670,  at  the  age  of  sixty-two,  he  married  for 
the  first  time.  His  bride  was  a widow  of  thirty-six 
years,  the  relict  of  the  Honorable  Samuel  Stephens, 
bom  Frances  Culpeper.  The  diagnostic  acumen  of 
the  laity  is  manifested  by  a sentence  from  the  author 
of  Complaint  from  Heaven,  with  a Huy  and  Crye 
and  a Petition  out  of  Virginia  and  Maryland”.  The 
sentence  ran,  “Old  Governor  Barkly  altered  by 
marrying  a young  Wyff  from  his  wonted  public  good 
to  a covetous  Fole-age,  relished  Indians  presents 
with  some  that  hath  a like  feelinge,  so  wel,  that  many 
Christians’  Blood  is  Pokketed  up  with  other  mis- 
chievs,  in  so  mutch  that  his  lady  tould  that  it  would 
be  the  overthrow  of  ye  Country”.® 

One  of  the  governor’s  most  cherished  intimates 
writes  at  this  time  that,  next  to  the  heavy  taxes,  he 
thought  the  colonists’  discontent  was  built  largely 
upon  “.  . . injuries  done  in  the  courts  through  the 
Governor’s  passion  age  or  weakness.  . . .’’’^ 

-\re  not  all  these,  the  change  in  personality  from 
gracious  affability  to  crabbed  manners,  the  covetous- 
ness, the  premature  appearance  of  age,  the  late  mar- 
riage, the  litigations,  manifestations  of  hardening  of 
the  arteries  of  the  brain  working  on  the  hair  trigger 
temperament  and  the  rigid  psyche?  Fiske,®  quoting 
from  Neill’s  Virginia  Carolorum,  page  341,  gives  a 
vivid  clinical  picture  of  the  governor  at  this  time 
(1672).  “He  became  subject  to  violent  fits  of  pas- 
sion. The  famous  Quaker  preacher,  William  Ed- 
mondson, who  visited  Virginia  in  1672,  called  on  the 
governor  and  sought  to  intercede  for  the  Society  of 
Friends,  the  members  of  which  were  shamefully 
treated  in  that  colony.  ‘He  was  very  peevish  and 
brittle’,  says  Edmondson,  ‘ and  I could  fasten  noth- 
ing on  him  with  all  the  soft  arguments  I could  use. 
. . . The  next  day  was  the  mens’  meeting  at  William 
Wright’s  house,  where  I met  Major  General  Bennett. 
He  asked  me  how  I was  treated  by  the  governor.  I 
told  him  he  was  brittle  and  peevish.  He  asked  me  if 
the  governor  called  me  dog,  rogue,  etc.  I said,  ‘No’. 
Then  he  said,  ‘You  took  him  in  his  best  humor,  those 
being  his  usual  terms  when  he  is  angry,  for  he  is  an 
enemy  to  every  appearance  of  good’.” 

Early  in  1675,  some  Indians  who  had  been  de- 
feated in  an  intertribal  war  in  New  York  and  were 


retreating  South,  fell  upon  outlying  plantations  on 
the  Rappahannock  and  Potomac  and  killed  thirty- 
six  whites.  Governor  Berkeley  did  nothing  in  this 
contingency  except  to  go  through  the  idle  mockery  of 
establishing  forts.  After  establishing  the  forts,  he 
forbade  any  firing  upon  the  Indians  except  by  his 
precise  permission.  It  was  freely  charged  by  the 
people  that  Berkeley  protected  the  Indians  because  he 
was  engaged  in  trade  with  them.  A cryptic  saying  of 
the  period  was  “Bullets  cannot  pierce  beaver  skins”. 
It  was  further  generally  thought  with  apparent  reason 
that  the  very  guns  and  ammunition  with  which  the 
Indians  shot  the  whites  and  which,  by  law,  were 
expressly  forbidden  in  trade,  were  furnished  to  the 
savages  by  Berkeley’s  own  agents.  So  heavily 
freighted  were  the  odds  against  the  planters  that  the 
plantations  contiguous  to  these  attacks  quickly 
dropped  in  number  from  seventy-one  to  eleven. 

The  depredations  of  these  marauders  continued 
throughout  the  fall  and  winter  and,  in  one  day  of 
January,  1676,  thirty-six  whites  were  killed  within 
a circle  whose  radius  was  ten  miles.  The  governor 
insisted  that  nothing  could  be  done  until  the  regular 
term  of  the  Assembly  in  March.  The  Assembly  met 
and  voted  the  necessary  money.  A force  of  six  hun- 
dred men  was  organized  and  about  to  march  when 
the  governor,  in  the  most  capricious  manner  for  no 
fathomable  reason,  ordered  the  force  to  disband  and 
cancelled  the  orders  for  a campaign  against  the 
Indians. 

The  situation  was  now  intolerable.  William  Byrd, 
I,  James  Crews  and  Henry  Isham,  neighbors  of 
Nathaniel  Bacon,  Jr.,  of  Curies  Neck  and  Bacon’s 
Quarter  at  the  Falls  of  the  James,  urged  Bacon  to 
cross  the  river  to  Jordan’s  Jorney  in  Charles  City 
County,  where  dnuns  were  even  then  beating  up  vol- 
unteers, and  take  command  of  the  people’s  army. 
Bacon’s  overseer  at  Bacon’s  Quarter  had  just  been 
murdered  by  the  Indians;  he,  therefore,  accepted. 

His  subsequent  course  stamps  him  as  a bom  mili- 
tary leader,  daring,  energetic,  resourceful,  careful. 
He  sent  a courier  to  Berkeley  requesting  his  com- 
mission, but  he  did  not  await  the  governor’s  reply. 
He  struck  boldly  off  on  a campaign  which,  in  a few 
weeks,  was  to  put  Virginia  forever  beyond  danger 
from  Indians.  He  made  amazing  marches  and  fought 
several  desperate  but  invariably  successful  battles. 
After  a first  impact  and  a siege,  he  defeated  and 
destroyed  an  Indian  village  on  an  island  in  the 
Roanoke  River  near  the  present  site  of  Clarksville. 
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Another  successful  stroke  was  delivered  on  the  Ap- 
pomattox at  about  the  present  site  of  Petersburg, 
another  on  the  North  Anna,  northwest  of  the  Falls 
of  James. 

Meanwhile,  the  infuriated  governor  had  pro- 
claimed Bacon,  and  those  with  him,  rebels.  He  at- 
tempted to  raise  forces  to  destroy  Bacon,  but  the 
people,  quick  to  appreciate  their  savior  from  the 
Indians,  turned  away  from  the  governor  and  joined 
Bacon  in  large  numbers.  Quickly  he  became  the 
idol  and  darling  of  the  Virginians.  As  he  passed 
along  the  trails,  women  would  rush  out  with  food  and 
presents  and  shout  that  they,  too,  would  come  and 
fight  under  his  standard. 

Berkeley  saw  that  there  was  little  hope  of  over- 
coming Bacon  by  force.  He,  therefore,  resorted  to 
stratagem,  craft  and  treachery.  Bacon  had  forced  the 
issuance  of  writs  for  the  election  of  a new  Assembly 
and  he  and  Crews  were  elected  to  the  Burgesses  from 
Henrico.  Proceeding  by  water  to  Jamestown,  Bacon 
was  arrested  by  Captain  Gardner  at  Berkeley’s  com- 
mand. But  when  Bacon  arrived  at  Jamestown,  the 
crowd  was  so  definitely  hostile  to  Berkeley  that  he 
released  Bacon  and,  with  psychotic  caprice,  ordered 
Captain  Gardner  to  pay  a fine  of  thirty  pounds. 
Gardner  had  arrested  Bacon  on  Berkeley’s  direct 
order  but  the  hypocritical  governor  ordered  him 
thrown  into  jail  in  default  of  the  payment  of  the 
fine.  He  then  made  crafty  and  insincere  overtures  of 
forgiveness  to  Bacon  but  was  soon  plotting  to  have 
him  assassinated. 

During  this  meeting  of  the  Assembly  (June,  1676) 
suffrage  was  again  restored  to  the  people  and  many 
wise  laws  known  as  “Bacon’s  Laws”  were  passed. 
Some  of  these  repealed  after  Bacon’s  death  were 
again  re-enacted  and  remained  in  effect.  Bacon  es- 
caped from  Jamestown  just  before  the  close  of  the 
Assembly.  He  had  learned  that  agents  of  Berkeley’s 
were  to  be  stationed  on  the  roads  to  assassinate  him. 

Finally,  completely  out  of  patience  with  Berke- 
ley’s arrogance  and  treachery.  Bacon  twice  drove  him 
to  the  Eastern  Shore  and  burnt  his  capital  at  James- 
town. But,  in  the  midst  of  these  exertions,  the  Rebel 
died  on  October  1,  1676,  at  Pate’s  House,  Gloucester 
County,  eighteen  miles  northwest  of  Tindall’s  (now 
Gloucester  Point)  of  malaria.® 

That  it  was  malaria,  there  is  little  doubt.  Malaria 
was,  until  a few  years  ago,  prevalent  along  the  low- 
lying  shores  of  both  the  James  and  the  York.  The 
capital  at  Jamestown  was  abandoned  in  1699  in 


favor  of  Middle  Plantation  (Williamsburg)  because 
of  malaria.  The  mosquito  is  infamous  in  the  litera- 
ture of  the  period.  Fiske^®  writes,  “Already  the  Vir- 
ginia bed  often  had  a protection  for  which  England 
could  have  no  use,  the  moquito  net”.  And  a travel- 
ler in  Maryland  at  that  time  wrote, 

“Not  yet  from  plagues  exempted  quite 
The  curst  muskitoes  did  me  bite 
Till  rising  morn  and  blushing  day 
Drove  both  my  fears  and  ills  away.”^^ 

Governor  (now  U.  S.  Senator)  Harry  F.  Byrd,  writ- 
ing in  the  Encyclopedia  Brittanica,  says  that  it  was 
malaria.^® 

So  quickly  was  Bacon,  a young  and  vigorous  man 
(he  was  twenty-nine),  felled  that  the  suspicion  is 
aroused  that  this  was  a malignant  aestivo-autumnal 
malaria,  possibly  “blackwater  fever”.  To  the  medical 
man,  the  great  tragedy  of  the  situation  is  well  in- 
dicated in  a sentence  of  Yonge,  “Shortly  before  the 
middle  of  the  century  (17th)  the  learned  Sydenham 
had  proposed  using  Peruvian  Bark,  but  recently 
(1642)  introduced  into  Spain.  In  this,  however,  he 
was  opposed  by  his  confreres”.^®  Had  the  great  Puri- 
tan Sydenham^^  been  as  successful  in  introducing  the 
Peruvian  bark  (quinine)  into  England  and  the  Eng- 
lish colonies  as  the  Jesuits  were  in  introducing  it 
into  Spain,  it  is  easily  possible  that  Bacon’s  life 
might  have  been  saved. 

Leaving  Bacon  to  the  secure  glory  of  martyrdom  in 
a just  cause,  we  again  return  to  his  vis-a-vis,  the 
vehement  governor.  Berkeley,  hearing  of  Bacon's  ill- 
ness and  death,  hurried  back  from  his  Eastern  Shore 
hideout  with  the  psychotic  and  ghoulish  purpose  of 
exhuming  Bacon’s  body  and  hanging  it  in  chains. 
But  in  this  he  was  circumvented  by  the  wit  and  de- 
votion of  Bacon’s  followers  who  buried  an  empty 
coffin  filled  with  stones  at  Petsworth  Parish  Church- 
yard (now  called  Poplar  Springs)  and  laid  Bacon  in 
a secret  spot,  probably  beneath  the  waters  of  the 
majestic  York. 

The  most  charitable  accounts  indicate  that,  from 
this  time  on,  Berkeley  showed  a degree  of  savagery 
and  an  absence  of  feeling  that  stamps  him  as  insane. 
His  career  of  blood  in  a few  short  weeks  brought 
twenty-three  of  Bacon’s  followers  to  a summary  end 
with  no  more  than  the  mockery  of  a trial  for  any. 
He  spared  only  those  whose  power  or  money  brought 
immunity.  Col.  Augustine  Warner  he  must  have 
spared  through  fear  of  his  grim  power;  Col.  Wm. 
Byrd,  I,  who  had  been  instrumental  in  persuading 
Bacon  to  take  command^®  and  who  had  accompanied 
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him  on  one  expedition,^®  he  probably  spared  for  busi- 
ness or  family  reasons.  Byrd  had  a most  lucrative 
fur  trade  with  the  Indians;  Berkeley’s  interest  in  the 
Indian  trade  has  already  been  indicated. 

Col.  Augustine  Warner,  the  father  of  George 
Washington’s  grandmother,  Mildred  Warner  Wash- 
ington, with  atavistic  predilection  had  espoused  the 
cause  of  Bacon.  He  was  the  Speaker  of  the  As- 
sembly which  convened  in  January,  1677,  imme- 
diately after  the  Rebellion.  As  Speaker,  it  was  his 
duty  to  read  the  governor’s  message  to  the  Assembly. 
When  he  came  to  that  portion  in  which  Berkeley 
requested  the  Assembly  to  bestow  some  mark  on  the 
Accomackans  to  attest  their  loyalty  to  him  during  the 
Rebellion,  the  speaker  growled  that  he  didn’t  know 
what  marks  would  be  appropriate  unless  they  were 
“burnt  marks”.  “Burnt  marks”  were  then  used  to 
brand  hogs  and  criminals. 

But  many  others,  brave  and  gallant  spirits,  paid 
the  full  penalty  for  their  devotion  to  the  Rebel. 
Richard  Lawrence,  the  Oxford  scholar,  known  to 
history  as  “the  thoughtful  Mr.  Lawrence”,  disap- 
peared into  the  wilderness  never  to  be  heard  from 
again.  William  Drummond,  the  brave  Scot,  who  had 
been  Governor  of  the  Albemarle  Colony  (North 
Carolina)  and  after  whom  Lake  Drummond  in  the 
Dismal  Swamp  is  named,  was  captured  half  starved 
and  half  frozen  in  January  in  White  Oak  Swamp. 
Brought  before  the  gloating  governor,  he  was  hanged 
in  half  an  hour.  It  is  recorded  that  the  governor 
tore  Drummond’s  wife’s  ring  from  his  finger  and 
pocketed  it.  When  Major  Cheesman’s  wife  begged 
for  her  husband’s  life,  saying  that  she  induced  him 
to  join  Bacon  and  pleading  that  she  be  executed  in 
his  stead,  the  insane  governor  hurled  at  her  the  most 
cruel  taunt  a virtuous  woman  could  hear. 

This  madman  with  complete  lack  of  insight  chal- 
lenged the  King’s  authority  and  set  aside  his  orders. 
He  suppressed  the  King’s  proclamation  which 
granted  amnesty  to  all  except  Bacon,  and  issued 
his  own.  As  the  tidings  from  Virginia  penetrated 
to  Whitehall,  even  easy-going  Charles  was  shocked. 
He  exclaimed,  “That  old  fool  hath  hanged  more  men 
in  that  naked  country  than  I have  for  the  murder  of 
my  father”.  The  King  sent  word  for  Berkeley  to 
return  to  England  but  the  governor  ignored  the 
King’s  wish  until  a second  and  preemptory  message 
commanded  him  to  return. 

Not  only  did  Berkeley  take  the  lives  of  more  than 
a score  of  Bacon’s  followers  but  he  also  put  the  broad 


arrow  of  confiscation  on  the  property  of  the  widows 
and  orphans  he  had  made.  Some  of  this  property 
was  appropriated  to  his  own  use  and  formed  the 
bases  of  suits  against  Lady  Berkeley  for  several 
years  after  Sir  William’s  death.’^^ 

The  psychotic  victim  of  arteriosclerosis  passed 
from  the  Virginia  scene  with  one  last  frenzied  jest, 
through  which  his  bitterness  stands  starkly  revealed. 
The  King’s  Commissioners,  to  whom  he  had  denied 
the  hospitality  of  Green  Spring,  came  from  Swann’s 
Point  across  the  James  to  bid  him  goodbye  on  the 
eve  of  his  departure  for  England.  When  they  left 
Green  Spring  after  paying  their  call,  they  found  the 
governor’s  coach  at  the  door.  As  they  were  about  to 
enter  the  coach,  a stranger  displaced  the  regular  negro 
driver.  The  Commissioners  discovered  that  their  new 
driver  was  the  common  hangman,  whereupon  in  dis- 
gust they  turned  and  footed  it  to  the  wharf  and  the 
boat  that  was  to  return  them  to  Swann’s  Point. 

In  May,  1677,  Berkeley  returned  to  London,  a 
broken,  bitter  man,  sick  in  body  and  mind — ^the 
picture  of  premature  physical  and  mental  decay.  He 
died  in  London  about  the  middle  of  July  without 
seeing  the  King  or  having  to  give  a personal  ac- 
counting of  his  bloody  stewardship.  The  King  real- 
ized his  real  condition  and  spared  his  feelings. 

The  impact  of  pathology  upon  the  stream  of  his- 
tory has  been  examined  from  time  to  time  by  medi- 
cal men,  among  others  by  C.  MacLaurin  of  Sydney, 
Australia,  C.  W.  Burr  of  Philadelphia,  and  Jas.  K. 
Hall  of  Richmond,  Virginia.  Dr.  MacLaurin  has 
shown  the  significance  to  English  history  of  the 
syphilis  of  Henry  VIII  Dr.  Burr^®  has  pointed 
out  the  potentialities  of  the  paranoia  of  Marat  in  the 
French  Revolution,  and  Dr.  HalP®  has  demonstrated 
the  value  to  the  American  Revolutionary  forces  of 
the  hyp>erpituitarism  of  Peter  Francisco. 

If  Bacon’s  malaria  could  have  been  cured  by 
Peruvian  bark,  might  he  not,  as  he  planned,  have 
arrested  Berkeley  and  taken  him  to  England  to  pre- 
fer charges  against  him  to  the  King?  Some  may 
object  that  such  a course  would  have  merely  resulted 
in  Bacon’s  arrest  and  would  have  cost  him  his  life. 
But  it  is  of  record  that  Bacon  actually  planned  this 
move  and,  but  for  a miscarriage  of  his  plan,  would 
probably  have  accomplished  it;  and  no  one  has  ac- 
cused Bacon  of  being  unintelligent.  There  are  several 
points  worthy  of  reflection  in  this  connection.  Charles 
II  did  not  occupy  too  secure  a seat  on  the  English 
throne  and  there  was  a strong  Parliamentary  party 
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and  much  sentiment  for  an  increase  of  the  rights  of 
the  common  people.  Besides,  Bacon  was  not  without 
friends  and  influence  in  England.  True,  the  plan 
was  daring,  but  Englishmen  traditionally  admire 
daring. 

On  the  other  hand.  Bacon  had  an  alternative  plan. 
If  the  redcoats  came  in  response  to  Berkeley’s  call 
for  help,  then  he  (Bacon),  with  his  loyal  followers, 
could  retire  to  the  frontier.  An  island  in  the  Roanoke 
River  had  been  tentatively  selected  where  in  all 
probability  he  could  have  held  out  indefinitely 
against  any  force  of  redcoats  sent  against  him.  His 
small  army  could  easily  have  subsisted  on  the  coun- 
try and,  judging  by  what  happened  to  Braddock 
some  seventy-eight  years  later,  it  would  have  easily 
outfought  the  British.  If  Bacon  could  have  held 
out  thus,  might  he  not  have  gained  such  concessions 
from  the  Mother  Country  that  would  have  obviated 
at  least  many  of  the  causes  of  the  Revolution  ? Eng- 
land learned  after  the  Revolution  of  1776  how  to 
deal  with  her  colonies.  Could  she  not  have  learned 
this  in  the  Revolution  of  1676,  had  Bacon  lived? 
Certainly  an  intriguing  question  is  posed  here  as  to 
the  historical  weight  of  Bacon’s  malaria. 

The  sickness  of  Berkeley  likewise  raises  interest- 
ing points.  If  we  are  correct  in  our  historical  diag- 
nosis (and  we  feel  the  evidence  is  abundant)  that 
the  governor  suffered  from  the  mental  effects  of 
hardening  of  the  arteries  of  the  brain  and  early 
senile  decay,  the  question  comes  up:  had  he  been 
mentally  intact,  would  the  Rebellion  have  occurred? 
From  the  record  of  his  first  term,  we  are  justified  in 
doubting  it.  During  his  early  years  in  Virginia,  he 
loved  and  was  loved  by  the  people.  But  on  his  re- 
sumption of  office  after  the  Restoration,  it  was  no- 
ticed on  all  sides  that  he  was  a changed  man.  His 
age  was  fifty-two  but  he  was  everywhere  spoken  of 
as  “the  old  governor”,  “old  Governor  Berkeley”,  “a 
covetous  old  man”,  etc.,  the  emphasis  on  old.  Where- 
as he  had  before  been  gracious  and  affable,  he  was 
now  arrogant,  mean  in  money  matters,  covetous;  he 
distrusted  learning  in  others;  he  married  a young 
wife;  he  was  constantly  involved  in  litigation;  tam- 
pered apparently  with  the  due  processes  of  the  courts. 
There  seems  little  doubt  that  he  and  a few  of  his 
intimates  were  engaged  in  a secret  fur  trade  with 
the  Indians  and,  for  this  reason,  he  failed  in  his 
imperative  duty  to  protect  the  colonists  against 
Indian  attacks.  He  flouted  the  rights  of  the  common 
people  by  coercing  a supine  Assembly  to  abrogate 


many  of  their  political  privileges;  and,  by  prorogu- 
ing the  Assembly  year  after  year,  he  kept  the  same 
Burgesses  in  office  from  1662  to  1676,  though  there 
had  been  numerous  vacancies  through  death  and 
other  causes.  His  conduct  to  his  own  officers  was 
capricious  and  his  temper  uncertain;  he  was  given 
to  outbursts  of  violence  and  showed  lack  of  judg- 
ment. His  scene  at  the  Jamestown  courthouse  when 
he  cried  to  Bacon,  “A  fair  mark,  shoot!”,  grandilo- 
quently exposing  his  pectoral  region,  is  suggestive  of 
a maudlin  self-pity.  How  sincere  his  forgiveness 
of  Bacon  was  is  attested  by  the  knowledge  that  a 
few  days  afterwards  he  was  assiduously  plotting  his 
assassination. 

It  is  true  that,  in  the  large,  the  chief  factors  in 
impoverishing  the  colonists  and  planting  the  seeds 
of  trouble  to  come  were  the  Navigation  Acts.  But 
the  immediate  spark  that  touched  off  the  Rebellion 
of  1676  was  the  question  of  Indian  massacres.  Judg- 
ing entirely  from  Berkeley’s  previous  attitude,  had 
he  not  been  mentally  different,  he  would  have  him- 
self led  early,  vigorously  and  successfully  against 
the  Indians.  Had  he  done  so,  the  chief  cause  of  the 
Rebellion,  certainly  during  his  time,  would  have  been 
removed.  If  Berkeley  had  protected  the  people  from 
the  Indians  and  given  them  their  customary’  privi- 
leges of  electing  Burgesses,  choosing  vestry,  and 
taking  part  in  their  government,  there  is  little  like- 
lihood that  he  would  have  ever  seen  a rebellion  in 
Virginia.  On  the  other  hand,  his  name  would  have 
come  down  the  years  clothed  in  honor  and  affection, 
though  the  issues  raised  by  the  Navigation  .\cts 
would  still  have  pressed  for  their  final  solution 
which  came  in  1776. 

If  the  medical  man  has  an}1;hing  of  value  to  offer 
the  historian,  is  it  not  the  assay  for  good  or  evil  of 
the  physical  and  mental  qualities  of  the  actors  in 
the  dramas  of  the  past  to  the  end  that  an  informed 
electorate  (if  democratic  government  is  to  survive) 
can  searchingly  examine  not  only  the  character  and 
qualifications  of  the  candidates  for  their  choice,  but 
their  physical  and  mental  assets  and  liabilities  as 
well? 
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THE  USE  OF  DIGITALIS  AND  QUINIDINE  IN  THE  TREATMENT 

OF  HEART  DISEASE.* 


Wellford  C.  Reed,  M.D., 

Richmond,  Virginia. 


Prior  to  1785  digitalis  was  used  by  the  medical 
profession  but  chiefly  as  an  emetic  and  purge. 
Withering,  in  the  latter  part  of  the  eighteenth  cen- 
tury, introduced  the  drug  for  the  treatment  of  dropsy 
and  his  method  of  dosage  and  management  of  the 
drug  has  changed  very  little  during  a hundred  and 
fifty  years.  Although  his  teachings  were  almost  ig- 
nored for  one  hundred  years  the  present  generation 
has  again  begun  to  appreciate  the  value  of  the  drug 
and  to  learn  how  to  use  it  properly.  I will  just  quote 
briefly  from  his  directions  for  use  of  the  powdered 
leaf : “I  give  to  adults  from  one  to  three  grains  of  the 
powder  twice  a day.  In  the  reduced  state  in  which 
physicians  find  dropsical  patients,  four  grains  a day 
are  sufficient.  . . . About  thirty  grains  of  the  powder 
. . . may  be  taken  before  nausea  commences.”  He 
went  on  further  to  advise  that  the  drug  be  given  until 
it  acted  on  the  stomach,  the  bowels,  the  kidneys  or 
the  pulse,  and  then  be  stopped. 

Several  active  principles  of  digitalis  have  been 

*Read  before  the  Dickenson-Buchanan  County  Medical 
Society,  June  21,  1939. 


extracted  but  for  most  purposes  the  dried  whole  leaf 
is  most  satisfactory  and  this,  when  it  is  used  in  the 
capsule,  tablet  or  pill  form.  The  standardization  of 
the  drug  is  fairly  accurate  now  and  when  dispensed 
by  a reliable  concern  can  usually  be  depended  upon. 

The  chief  actions  of  digitalis  are  in  depressing  the 
sino-auricular  and  auriculo-ventricular  pace-makers 
of  the  heart,  depressing  auriculo-ventricular  conduc- 
tion and  increasing  the  tone  and  contraction  of  the 
heart  muscle.  In  toxic  doses,  these  actions  may  pro- 
duce auricular  paralysis,  all  grades  of  heart  block, 
coupled  rhythms  due  to  extra  systoles,  auricular 
fibrillation  and  even  ventricular  fibrillation.  How- 
ever, when  these  conditions  occur  as  a result  of  over- 
digitalization the  fatal  dose  has  almost  been  reached, 
and  any  of  these  disorders  are  indication  for  imme- 
diate cessation  of  the  drug.  The  more  important 
signs  of  toxicity  which  usually  occur  sooner  are  very 
valuable  in  determining  the  minimum  effective  dose 
of  digitalis.  These  are  malaise,  headache,  loss  of 
appetite,  nausea  and,  later,  vomiting,  diarrhea  and 
visual  disturbance  in  the  form  of  yellow  vision.  With 
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the  onset  of  loss  of  appetite  in  a patient  receiving 
digitalis  it  is  wise  to  drop  down  to  a maintenance 
dose,  or,  if  this  has  already  been  done,  give  the  drug 
every  other  day  instead  of  daily. 

Broadly  speaking,  there  are  two  real  indications 
for  digitalis  therapy,  persistent  auricular  fibrillation 
or  flutter  and  congestive  heart  failure.  Persistent 
fibrillation  usually  occurs  in  the  older  group  of  pa- 
tients and  may  be  due  to  a long  standing  rheumatic 
heart  disease  but  occurs  more  commonly  probably  on 
a basis  of  coronary  artery  disease.  Quinidine  is  the 
drug  of  choice  in  the  younger  cases  of  fibrillation  or 
flutter  and  certainly  should  be  tried  first.  Digitalis  is 
best  given  by  the  slow  process  of  digitalization  in 
most  cases.  Using  the  powdered  whole  leaf,  in  tablet, 
pill  or  capsule  form;  one  and  one-half  grains  or  one 
cat  unit  is  given  three  times  a day  for  six,  seven  or 
eight  days  according  to  the  weight  of  the  patient,  and 
after  that  a maintenance  dose  of  one  and  one-half 
grains  each  day.  A good  general  rule  to  follow  is  to 
give  one  and  one-half  grains  for  each  ten  pounds 
body  weight  and  add  one  more  grain  and  one-half 
tablet  for  each  day  taken  for  digitalization;  that  is 
to  allow  for  the  usual  daily  excretion.  For  faster 
digitalization  the  drug  may  be  given  in  three  grain 
doses,  three  times  a day  for  three  days  or  four  and 
one-half  grains  four  times  a day  for  one  and  one-half 
days.  The  rare  occasions  where  oral  medication  is  not 
feasible  or  where  digitalization  is  considered  an 
emergency  can  be  met  by  the  use  of  injectable  prep- 
arations intravenously  in  initial  doses  of  seven  and 
one-half  grains  to  be  followed  by  two  more  doses  of 
three  grains  at  the  end  of  four  and  eight  hours.  This 
can  then  be  followed  by  daily  maintenance  doses 
equivalent  to  one  cat  unit.  The  use  of  liquid  prep- 
arations by  mouth,  such  as  the  tincture,  are  less  con- 
venient than  the  pill  or  tablet  form  but  when  given 
the  dosage  should  be  ten  times  that  given  in  the  dry 
form  because  the  tincture  is  a 10  per  cent  solution, 
i.e.,  for  maintenance  dose  fifteen  minims  daily.  Dur- 
ing the  administration  of  the  drug  the  patient  should 
be  observed  carefully  and  frequently  to  determine 
when  the  therapeutic  effect  is  obtained  or  to  recognize 
toxic  symptoms  early. 

I shall  now  outline  one  case  in  which  digitalis  was 
used  to  combat  auricular  fibrillation  and  heart  failure 
in  an  elderly  hypertensive. 

Mrs.  H.  W.,  aged  sixty-five  years,  was  first  seen  in 
1934  complaining  of  cough  and  shortness  of  breath 
of  five  years’  duration.  She  had  been  having  consid- 


erable wheezing  and  had  taken  digitalis  and  creosote 
without  relief.  Her  right  foot  had  been  swollen  and 
at  that  time  she  was  thought  to  have  heart  trouble. 
Physical  examination  revealed  a moderately  en- 
larged heart  and  a blood  pressure  of  182/94.  The 
heart  rate  and  rhythm  were  normal.  The  chest  was 
somewhat  emphysematous  and  auscultation  revealed 
that  the  breath  sounds  were  louder  than  normal  and 
expiration  w'as  accentuated  over  both  lungs.  A few 
expiratory  squeaks  and  groans  were  heard  posteriorly 
over  the  bases.  Although  this  patient  had  some  hy- 
pertension and  slight  cardiac  enlargement,  it  was  not 
thought  that  she  was  in  heart  failure  but  suffering 
from  asthma.  She  was  treated  on  this  basis  and  im- 
provement was  rapid.  She  remained  symptom  free  as 
long  as  she  took  her  medicine  which  controlled  all 
attacks  until  May  30,  1939,  when  she  came  to  the 
office  complaining  of  severe  shortness  of  breath  of 
two  weeks’  duration  which  was  not  relieved  by  her 
asthma  medicine.  She  was  very  uncomfortable  and 
had  spent  several  nights  sleeping  in  a chair.  Physical 
examination  at  this  visit  revealed  that  the  patient 
was  very  short  of  breath  even  in  the  erect  posture  and 
she  could  not  breathe  lying  down.  The  heart  beat 
was  grossly  irregular  and  the  rate  at  the  apex  was  152 
per  minute.  There  were  a few  rales  at  both  lung 
bases  but  they  were  not  asthmatic  in  character.  There 
was  a moderate  edema  of  both  ankles.  The  diagnosis 
of  auricular  fibrillation  with  congestive  heart  failure 
was  made.  The  patient  was  sent  home  and  put  to 
bed.  As  she  had  taken  some  digitalis,  quantity  un- 
known, it  was  thought  best  to  give  the  drug  cau- 
tiously. She  was  given  five  grain  and  one-half  tab- 
lets that  day  and  three  the  next  without  any  signs  of 
digitalis  intoxication.  When  seen  on  the  following 
day  she  was  breathing  comfortably  in  almost  a re- 
clining position ; the  heart  was  still  irregular  but  the 
rate  was  eighty-four  to  the  minute.  Only  a few  scat- 
tered rales  were  heard  at  the  lung  bases  and  her 
edema  had  disappeared.  The  digitalis  was  brought 
down  to  maintenance  dosage  of  one  and  one-half 
grains  daily  and  when  last  seen  she  was  ambulatory 
and  the  heart  rate,  though  still  irregular,  was  seventy- 
two  at  the  cardiac  apex.  Her  chest  was  clear  and 
except  for  a chronic  cough  she  was  feeling  fairly 
well.  This  case  is  interesting  for  several  reasons: 
First,  because  of  the  problem  of  differentiating 
cardiac  from  bronchial  asthma;  second,  because  it  is 
a lesson  in  determining  the  indication  for  digitalis, 
and,  third,  it  shows  that  in  some  cases  even  when  the 
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correct  diagnosis  is  made  and  the  proper  drug  se- 
lected for  therapy  the  treatment  may  not  be  success- 
ful if  the  dosage  is  not  handled  properly. 

Quinidine  is  obtained  from  the  cinchona  bark  and 
is  a by-product  in  the  manufacture  of  quinine,  to 
which  it  is  closely  related.  This  drug  came  into 
use  in  the  treatment  of  heart  disease  even  later  than 
digitalis,  although  Senac  in  1749  recognized  that 
the  drug  was  helpful  in  cases  of  palpitation.  Wen- 
ckebach in  1914  was  the  first  to  recognize  the  drug’s 
specific  action  on  auricular  fibrillation. 

Quinidine  acts  chiefly  by  increasing  the  refractory 
period  of  the  auricular  muscle  and  decreasing  its 
rate  of  conductivity  and  irritability.  The  toxic  sjTup- 
toms  of  this  drug  are  chiefly  those  of  cinchonism: 
tinnitus,  deafness,  urticaria,  nausea,  vomiting,  diar- 
rhea and  occasionally  ventricular  tachycardia,  intra- 
ventricular block  or  even  ventricular  fibrillation. 

The  indications  for  quinidine  are  not  the  same  as 
for  digitalis  because  the  actions  of  the  two  drugs  are 
different.  Quinidine  will  stop  certain  cases  of  auri- 
cular fibrillation  and  flutter,  especially  those  occur- 
ring in  relatively  young  individuals  without  heart 
failure.  It  is  also  sometimes  of  definite  value  in  stop- 
ping paroxysmal  tachycardias.  Digitalis  will  not  usu- 
ally restore  normal  rhythm  in  flutter  or  fibrillation  and 
is  of  little  or  no  value  in  the  treatment  of  paro.xysmal 
tachycardia.  To  prevent  the  recurrence  of  paroxys- 
mal tachycardia,  auricular  flutter  or  fibrillation, 
three  grains  of  quinidine  sulphate  given  daily,  three 
or  four  times,  may  be  very  beneficial.  In  cases  of 
active  flutter,  fibrillation  or  paroxysmal  tachycardia 
three  grains  should  be  given  every  hour  or  six  grains 
every  two  hours  until  normal  rhythm  ensues  or  toxic 
symptoms  intervene.  The  more  simple  methods  of 
treating  paroxysmal  tachycardia  should  be  tried  first, 
for  a large  number  of  these  attacks  subside  spon- 
taneously within  twenty-four  hours.  It  is  probably 
best  not  to  exceed  a total  dose  of  thirty  to  forty  grains 
of  quinidine  in  each  twenty-four  hours. 

Occasionally  intravenous  quinidine  is  indicated 
and  this  is  best  administered  by  a slow  drip,  fifty 
grains  of  quinidine  sulphate  to  500  cc.  of  sterile 
saline  or  5 per  cent  glucose  solution.  In  the  event  that 
quinidine  therapy  is  not  successful  in  abolishing  the 
abnormal  rhythm  digitalization  should  be  resorted  to. 
When  digitalis  has  reduced  flutter  to  fibrillation,  if 
normal  rhythm  does  not  come  spontaneously,  it  may 
be  sometimes  produced  by  a return  to  quinidine 
therapy. 


Patients  receiving  quinidine  should  be  watched 
even  more  carefully  than  those  under  digitalis  and 
frequently  when  large  doses  are  given  hospitalization 
is  advisable. 

Another  case  history  is  presented  as  an  example  of 
one  type  of  quinidine  therapy. 

Mrs.  J.  B.  M.,  aged  forty-eight  years,  was  first 
seen  in  July,  1936.  At  that  time  she  was  complain- 
ing of  palpitation  of  the  heart  of  four  weeks’  dura- 
tion. She  had  rheumatic  fever  at  the  age  of  twenty, 
and  was  said  to  have  suffered  heart  damage  at  that 
time.  During  the  present  illness  she  had  been  in  bed 
and  was  taking  digitalis  without  relief. 

Physical  examination  showed  a grossly  irregular 
heart  rate  at  104  to  the  minute.  The  heart  was  en- 
larged and  there  w’as  a loud  systolic  murmur  at  the 
cardiac  apex.  There  were  no  signs  of  heart  failure. 
The  problem  here  seemed  to  be  that  of  a nervous 
woman  with  a rheumatic  heart  and  paroxysmal  at- 
tacks of  auricular  fibrillation.  She  was  extremely 
sensitive  to  the  irregularity,  and,  consequently,  digi- 
talis, although  it  did  slow  the  ventricular  rate,  had 
no  effect  on  the  primary  symptom,  palpitation.  She 
was  started  on  quinidine  in  three  grain  doses  every 
hour  with  orders  to  reduce  the  drug  to  a maintenance 
dose  with  cessation  of  palpitation.  The  irregularity 
was  very  persistent  and  she  took  twenty-seven  grains 
of  quinidine  daily  for  five  days  before  normal 
rhythm  was  restored,  but  the  palpitation  was  re- 
lieved immediately  with  the  onset  of  normal  rhythm. 
After  that  she  was  put  on  a maintenance  dose  of  three 
3 -grain  tablets  daily.  Since  then  the  patient  has 
learned  to  control  the  dose  of  quinidine  fairly  well 
and  it  is  only  when  she  stops  the  maintenance  dose 
that  she  has  a return  of  fibrillation.  When  this  oc- 
curs she  increases  the  dosage  until  palpitation  is 
relieved. 

In  closing,  I might  qualify  my  statement  concern- 
ing the  indications  for  the  use  of  digitalis  and  say 
that  some  border-line  cases  having  heart  disease  and 
breathlessness  on  exertion  or  paroxysmal  dyspnea 
may  well  be  benefited  by  digitalization,  and,  likewise, 
rare  cases  of  paroxysmal  auricular  tachycardia  which 
do  not  respond  to  the  usual  measures.  However,  I 
wish  to  emphasize  that,  first,  the  type  of  heart  dis- 
ease should  be  recognized,  then  a plan  of  treatment 
mapped  out  with  utilization  of  the  best  drug  for  that 
particular  condition,  and,  finally,  the  drug  should 
be  given  a fair  trial  and  administered  in  the  proper 
dosage  before  it  is  abandoned. 

808  Professional  Building. 
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A DISCUSSION  OF  RENAL  FUNCTION  TESTS.* 


J.  F.  Waddill,  B.A.,  M.D., 

Norfolk,  Virginia. 


In  discussing  tests  of  renal  function,  it  would  seem 
best  to  initiate  such  a topic  with  a few  brief  points 
on  the  anatomy  and  physiology  of  the  various  parts 
concerned,  as  it  is  the  function  and  integrity  of  such 
units  in  the  kidney  that  these  tests  depend  on  for 
their  functional  efficiency. 

The  kidney  is  a compound  tubular  gland  formed 
of  tw'o  parts,  the  cortex  and  medulla,  covered  by  a 
capsule.  Each  kidney  normally  weighs  125-170  gms. 
Both  cortex  and  medulla  are  composed  of  urini- 
ferous  tubules  which  have  a straight  course  in  the 
medulla  and  a tortuous  one  in  the  cortex,  where  they 
originate  as  the  glomerulus  or  corpuscle  of  Malpighi. 
The  medulla  in  man  is  divided  into  twelve  portions 
called  pyramids,  conical  in  shape,  with  the  base  di- 
rected toward  the  cortex  and  the  apex  pointing  into 
the  medulla  toward  the  calices  minor  of  the  kidney 
pelvis. 

The  collecting  tubules  form  the  larger  vessels  and 
they  run  a relatively  straight  course  through  the 
medulla  in  contrast  to  the  tortuous  course  pursued  by 
the  proximal  and  distal  convoluted  tubules  in  close 
relationship  to  the  glomerulus  within  the  cortex.  As 
these  larger  tubules  approach  the  apex  of  a pyramid 
they  coalesce  to  form  the  still  larger  ducts  of  Bellini, 
which  empty  to  the  calices  minor  of  the  kidney  pelvis. 

In  referring  to  the  function  of  the  tubules,  I shall 
be  speaking  of  the  section  of  this  betw'een  the  glomer- 
ulus and  the  junction  of  it  with  the  collecting  tubule, 

i.e.,  the  proximal  and  distal  convoluted  tubules  in 
their  entirety,  including  the  ascending  and  descend- 
ing limbs  of  Henle.  Of  course,  in  picturing  the  kid- 
ney as  a whole  it  must  be  remembered  that  it  is  com- 
posed of  many  thousands  of  such  units;  a unit  being 
composed  of  a glomerulus,  tubule  and  arteriole.  All 
of  these  units  are  not  working  together  at  one  time 
under  ordinary  conditions,  but  in  alternate  groups 
with  others  held  in  reserve. 

The  first  formation  of  urine  is  in  the  glomerulus 
where  it  is  obtained  from  the  blood  by  a process  of 
filtration  from  the  efferent  arteriole,  at  w'hich  time 
certain  products  are  extracted.  This  filtration  is  de- 
pendent in  the  main  upon  two  factors,  the  blood  pres- 
sure and  the  osmotic  pressure.  The  blood  pressure  in 

*Read  before  the  Norfolk  County  Medical  Society, 
March,  1939. 


the  glomerular  capillary  or  arteriole  is  more  than 
one-half  that  of  the  pressure  in  the  aorta. 

One  glomerulus  puts  out  about  0.001  cc.  of  urine 
per  hour.  The  total  glomerular  urine  filtration  is 
from  two  to  eight  liters  per  hour,  but  the  glomerular 
filtrate  itself  is  three  to  four  times  the  amount  of  the 
actual  urine  excreted.  The  average  bladder  urine  out- 
put is  approximately  1 cc.  per  minute.  The  present 
concept  of  kidney  function  is  that  the  glomerular 
filtrate  is  protein  free  unless  there  has  been  some  tis- 
sue damage  to  the  glomerulus.  It  is  now  believed  that 
the  tubules  elaborate  a concentrated  volume  of  urine 
from  the  glomerular  filtrate;  that  they  reabsorb  water, 
protein  and  certain  salts  and  that  they  excrete  dyes, 
urea,  acid  and  salts.  The  reabsorption  is  by  a process 
of  diffusion  and  cellular  activity.  The  change  of  urine 
pH  to  acid  is  thought  to  take  place  in  the  distal  con- 
voluted tubule. 

It  is  essential  that  there  be  an  adequate  intake  of 
fluid  and  salt  per  day  in  order  to  maintain  an  ade- 
quate output  of  urine.  Dehydration  of  itself  can 
cause  nitrogen  retention,  although  the  kidney  be 
physiologically  capable  of  good  function  and  able  to 
eliminate  a concentrated  urine  from  a small  volume 
of  fluid  intake.  An  output  of  at  least  500  cc.  per 
day  of  urine  is  necessary  under  normal  circumstances 
in  order  to  avoid  nitrogen  retention. 

Physiologically,  the  normal  kidney  performs  a 
definite  role  in  helping  to  maintain  a normal  acid 
base  balance  of  the  tissues  and  blood,  done  in  the 
following  manner.  The  fixed  acids  are  mostly  elimi- 
nated by  the  kidney  in  the  form  of  sodium  salts. 
When  the  excretion  of  sodium  goes  over  a certain 
point  with  the  consequent  loss  of  base,  as  happens 
in  certain  pathological  conditions,  the  following  proc- 
esses occur: 

1.  Change  of  the  pH  of  the  urine  to  a lower  level. 

2.  The  excretion  of  ammonia  rises  as  the  NH4 
radical  is  utilized  in  place  of  the  Na  radical  to  con- 
serve base.  When  this  begins  to  fail,  neutral  urea  is 
converted  into  alkaline  NH4. 

3.  Ethereal  sulphates  and  phosphates  appear  in 
the  urine. 

4.  Acids  are  excreted  as  acid  salts.  A quantita- 
tive determination  of  these  substances  in  the  urine 
will  show  them  present  in  abnormal  amount,  and 


1940] 


Virginia  Medical  Monthly 


101 


thus  will  warn  of  an  early  or  beginning  imbalance  in 
the  acid-base  equilibrium. 

In  the  estimation  of  renal  function,  several  factors 
must  be  considered  together  when  it  is  desired  to  gain 
a complete  picture  of  the  amount,  if  any,  of  renal 
damage  present.  These  factors  are  as  follows: 

1.  The  ability  of  the  kidney  to  excrete  dyes,  and 
certain  chemical  substances. 

2.  Its  ability  to  dilute  and  concentrate  the  urine. 

3.  Its  ability  to  excrete  urea. 

Unfortunately,  there  is  no  one  test  that  will  an- 
swer all  these  criteriae,  and,  therefore,  several  are 
usually  done  in  conjunction  on  the  same  study. 
Renal  function  tests  are  consequently  divided  into 
several  groups  according  to  their  t}q)e.  Three  main 
groups  w'ill  be  considered. 

Group  1 

Ability  of  the  kidney  to  dilute  and  concentrate  the 
urine. 

(a)  The  Mosenthal  test. 

(b)  Volhard-Farr  dilution  and  concentration  test. 

Group  2 

Ability  of  the  kidney  to  eliminate  products  of  pro- 
tein catabolism. 

(a)  Chemical  determination  of  blood  and  urine. 

( 1 ) N PN  and  blood  creatinine  values. 

( 2 ) MacLean  index. 

(3)  Urea  ratio. 

(4)  Urea  clearance. 

Group  3 

Miscellaneous. 

(a)  PSP  dye  test. 

(b)  Salivary  index. 

(c)  Urea  tolerance  test. 

Obviously,  it  will  be  impossible  to  discuss  each  one 
of  these  procedures  individually,  nor  is  it  necessary 
that  they  should  all  be  performed  since  there  is  the 
matter  of  choice,  but  important  features  of  several 
of  the  most  commonly  employed  will  be  discussed. 
The  term  “renal  insufficiency”  will  here  be  used,  gen- 
erally speaking,  to  denote  renal  damage  with  nitro- 
gen retention,  and  “renal  impairment”  will  be  used 
to  denote  damage  or  dysfunction  with  no  nitrogen  re- 
tention. 

Both  Mosenthal  and  Freyburg  have  pointed  out 
that  renal  impairment  may  exist  with  no  elevation  of 
nitrogen  in  the  blood;  hence,  a chemical  determina- 
tion of  these  constituents  alone  may  give  a false  sense 
of  security.  The  dilution  and  concentration  tests  are 


important  aids  here  as  they  are  the  more  sensitive 
indicators  of  early  renal  impairment  and  will  show 
the  dysfunction  before  there  is  any  demonstrable 
nitrogen  retention. 

The  Mosenthal  test  answers  this  purpose  admir- 
ably and  it  is  a simple  procedure.  No  preparation 
of  the  patient  is  necessary. 

Technique  (modified) : Normal  diet.  No  fluid  is 
given  on  the  day  of  the  test  except  500  cc.  with  each 
meal.  No  fluid  is  taken  after  6 P.  M.  on  the  day 
preceding  the  test.  The  bladder  is  emptied  at  8 
A.  M.,  and  the  urine  collected  in  separate  specimens 
every  second  hour  until  8 P.  M.  Night  urine  is  col- 
lected as  a single  total  specimen  from  8 P.  M.  until 
8 A.  M.  the  following  morning.  The  volume  and 
specific  gravity  of  each  specimen  are  determined. 

Interpretation : 

(1)  The  volume  of  the  night  urine  should  not 
exceed  500  cc. 

(2)  The  specific  gravity  of  the  night  specimen 
should  be  1,020  or  above. 

(3)  There  should  be  a difference  of  at  least  nine 
points  between  the  highest  and  lowest  specific  gravity. 

In  interpreting  the  specific  gravity  of  the  urine  over 
a given  period,  the  following  variations  must  be  taken 
into  account: 

High  Fixed  Specific  Gravity: 

(a)  E.xcretion  of  sugar. 

(b)  Dehydration. 

(c)  Cardiac  decompensation. 

(d)  Acute  diffuse  glomerulonephritis  with 
hemorrhagic  tendency. 

Low  Specific  Gravity  (Not  necessarily  an  indica- 
tion of  impaired  renal  function) : 

(a)  Large  or  excessive  fluid  intake. 

(b)  Diabetes  insipidus. 

(c)  A localized  inflammation  of  the  G.L^. 
tract,  such  as  cystitis  or  pyelitis. 

Before  discussing  both  the  advantages  and  limita- 
tions of  the  test  a few  remarks  on  the  dilution  and 
concentration  test  of  Volhard  are  apropos,  as  the  dis- 
cussion will  apply  equally  to  both.  The  dilution  part 
of  this  test  is  now  being  discarded,  due  to  lack  of 
sensitivity  and  unsatisfactory  results: 

Technique: 

(a)  Dilution  Test:  No  food  after  6 P.  IM.  on  day 
preceding  test.  Patient  is  given  1,500  cc.  of  water 
within  thirty  minutes  at  8 A.  M.  Urine  is  collected 
at  hourly  or  half-hourly  intervals  for  ne.xt  four  hours. 
Volume  and  specific  gravity  of  each  specimen  is  de- 


102 


Virginia  Medical  Monthly 


[February, 


termined.  Normally,  an  amount  will  be  excreted 
within  four  hours  nearly  equal  to  or  occasionally  just 
in  excess  of  the  fluid  given  (1,200-1,800  cc.).  The 
specific  gravity  of  at  least  one  specimen  should  be 
under  1,005. 

(b)  Concentration  Test;  No  further  fluid  is  given 
after  8 A.  M.  on  day  of  test  and  patient  is  given  a 
dry  diet  for  next  twenty-four  hours.  The  urine  is 
collected  every  two  hours,  as  in  the  Mosenthal  test. 
The  swing  in  the  specific  gravity  should  be  from  a 
low  figure  to  1,028  or  above. 

The  dilution  and  concentration  test  does  not  pre- 
sent any  superiority  over  the  Mosenthal  test  and,  as 
has  been  mentioned,  the  dilution  half  of  the  test  is 
now  being  discarded.  Lashmet  and  Newburgh  have 
recently  presented  an  improved  concentration  test, 
based  on  a somewhat  similar  technique,  but  requir- 
ing more  laboratory  procedure  in  estimating  the 
amount  of  the  various  urinary  solids  and  the  admin- 
istration of  a specially  calculated  diet.  Freyburg 
states  that  a concentration  test  will  show  a deficit 
before  the  urea  clearance  becomes  impaired,  espe- 
cially in  early  or  recovering  cases  of  renal  damage, 
and  in  cases  of  recovery  the  urea  clearance  may  be 
normal  long  before  the  former.  Besides  their  greater 
sensitivity  in  early  cases  they  are  important  indica- 
tors as  to  fluid  intake  as  the  degree  of  functional  im- 
pairment of  the  kidneys  governs  to  a large  extent  the 
daily  fluid  requirements  of  the  patient.  Despite  their 
sensitivity  and  usefulness  in  early  cases,  however, 
their  use  is  very  definitely  limited  in  late  or  severe 
renal  damage  as  in  these  latter  there  is  a tendency 
for  the  specific  gravity  to  become  fixed  at  1,010  and 
further  renal  dysfunction  is  not  reflected  by  any 
corresponding  decrease.  This  is  most  important  as  it 
is  here  that  other  tests  must  be  utilized,  especially  the 
urea  clearance. 

Chemical  determination  of  certain  constituents  of 
the  blood  is  widely  used  in  determining  the  functional 
integrity  of  the  kidney.  The  rise  of  nitrogenous  pro- 
ducts in  the  blood  is  taken  to  indicate  faulty  elimi- 
nation through  the  renal  organs  with  one  or  two  ex- 
ceptions which  will  be  mentioned.  The  normal  non- 
protein nitrogen  (Folin  Wu)  is  from  25-35  mgs.  per 
100  cc.  The  components  of  the  non-protein  nitrogen 
are:  (1)  Uric  acid;  (2)  Urea;  (3)  Creatinine; 
(4)  Amino  acids;  (5)  Rest  nitrogen  (in  the  RBC). 
Besides  the  determination  of  the  total  non-protein 
nitrogen  the  first  three  of  its  components  are 
commonly  read  either  independently  or  in  con- 


junction with  it.  The  uric  acid  is  the  first  component 
to  rise  in  early  renal  insufficiency,  but  its  sensitivity 
in  this  respect  can  not  be  utilized  because  other  non- 
renal  conditions  will  also  provoke  a rise  in  its  value, 
such  as  gout,  leukemia,  polyarthritis,  hypertension. 
The  urea  is  next  in  elevation,  ahead  of  the  non- 
protein nitrogen,  and  the  creatinine  value  the  last. 
WTiere  this  has  risen  and  no  obstruction  exists,  maxi- 
mum damage  has  occurred.  There  is  always  a defi- 
nite ratio  maintained  between  the  urea  and  the  total 
non-protein  nitrogen  as  has  been  shown  by  Mosen- 
thal and  Bruger.  It  has  been  pointed  out  also  that 
if  there  is  a disproportionate  increase  between  the 
urea  and  the  creatinine  either  an  obstructive  urop- 
athy  or  a primary  contracted  (arteriosclerotic)  kid- 
ney should  be  looked  for.  It  should  also  be  men- 
tioned here  that  hyperthyroidism  will  increase  both 
the  creatinine  and  creatin  values  in  the  urine. 

Non- renal  conditions  causing  an  elevation  of  the 
blood  urea  nitrogen  are: 

(1)  Dehydration. 

(a)  Loss  of  G.I.  secretions. 

( 1 ) Carcinoma. 

( 2 ) Pylorospasm. 

(3)  Diarrhea. 

(4)  Persistent  vomiting. 

(b)  Hemorrhage  from  the  gastro-intestinal 
tract. 

(c)  Loss  of  extracellular  fluids. 

( 1 ) Diabetes. 

( 2 ) Post-operative  dehydration. 

(d)  Loss  of  normal  tissue  fluid  exchange. 

(1)  Addison’s  disease. 

(2)  Histamine  shock. 

A possible  means,  however,  of  differentiating  be- 
tween a renal  and  non-renal  azotemia  in  some  cases 
is  in  the  level  of  the  blood  chlorides.  In  non-renal 
azotemia  the  blood  chlorides  are  low,  whereas  in  un- 
complicated Bright’s  disease  the  chlorides  usually 
are  normal  or  slightly  elevated. 

Mosenthal  and  Bruger  have  shown  that  there  is 
always  a difinite  ratio  between  the  urea  and  non- 
protein nitrogen,  and  that  this  ratio,  while  not  as 
sensitive  an  index  of  renal  insufficiency  as  the  urea 
clearance  test,  is  more  sensitive  than  the  blood  urea 
alone  and  will  follow  larger  variations  in  the  clear- 
ance with  satisfactory  accuracy.  It  is  not  offered  as  a 
substitute  of  the  latter,  but  it  is  distinctly  useful. 
The  ratio  is  simply  determined  by  the  following  cal- 
culation : 
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100  X Blood  Urea  Nitrogen 

; = X (the  ratio) 

Non-protein  Nitrogen 

In  a series  of  cases  they  found  the  normal  ratio 
not  to  exceed  46  per  cent.  When  it  is  over  this  some 
degree  of  renal  insufficiency  exists.  In  a damaged 
kidney  this  ratio  remains  unchanged  by  fluctuations 
of  the  individual  values  and  will  show  the  degree  of 
dysfunction  no  matter  how  high  the  urea.  A blood 
urea  of  30  mgs.  and  non-protein  nitrogen  of  50  mgs. 
gives  a ratio  of  sixty.  If  these  values  fall  by  estab- 
lishment of  a diuresis  and  decreased  protein  intake 
to  a urea  of  15  mgs.  and  NPN  of  20  mgs.,  the  ratio 
however  remains  still  at  60  per  cent  indicating  the 
degree  of  renal  dysfunction. 

The  urea  clearance  test  remains  the  choice  of  most 
observers  as  a single  or  individual  measure  of  renal 
function.  It  is  based  on  the  ability  of  the  kidney 
to  excrete  urea  from  a certain  amount  of  blood  within 
a definite  unit  of  time.  This  test  is  a very  sensitive 
indicator  of  renal  insufficiency.  In  contrast  to  the 
concentration  tests,  whose  values  will  not  show  pro- 
gressive renal  damage  beyond  a certain  limit,  the  urea 
clearance  will  show  progressive  renal  failure  down 
to  the  lowest  degree  compatible  with  life.  With  the 
exception  of  the  very  early  cases  it  seems  to  be  at 
the  present  time  the  most  satisfactory  of  the  various 
single  tests  we  have.  For  the  most  part  this  test  is 
now  done  in  the  A.  M.  on  a fasting  patient  as  slight 
variations  have  been  recorded  on  the  normal  as  a re- 
sult of  feeding. 

Technique : 

No  breakfast. 

Bladder  emptied  at  9 A.  M.  Specimen  is  discarded. 

Blood  for  urea  determination  withdrawn  at  ex- 
actly 9:30. 

Urine  is  collected  from  9-10  A.  M.  at  exactly 
10  A.  M. 

Urine  is  collected  from  10-11  A.  M.  at  exactly  11 
A.  M.  (These  times  must  be  exact.) 

Patient  is  in  bed  at  complete  rest.  (200-400  cc. 
of  water  may  be  given  after  bladder  emptying.) 

The  volume  of  the  urine  specimen  is  carefully 
measured. 

Blood  urea  and  the  two  urine  ureas  are  determined. 

Calculation:  Formula  for  standard  urea  clear- 
ance : UV 

= X (75)  cc. 

B 

B — Blood  urea  in  mgm.  perTOO  cc. 

U — Urine  urea  in  mgm.  per  100  cc. 


V — Volume  of  the  urine  in  cc.  per  minute.  (Total 
volume  of  the  specimen  divided  by  60.) 

The  above  formula  is  used  when  V is  more  than  2 
cc.  per  minute.  When  V is  just  2 cc.  or  less  the  for- 
mula must  be  changed  to: 

U 

y V = X (54)  cc. 

B 

The  result  is  reported  in  cc.  of  normal  or  as 
per  cent  of  normal.  70-125  per  cent  is  normal  range. 
Over  125  per  cent  is  regarded  as  hyperfunction. 
Less  than  5 cc.  indicates  uremia. 

On  the  above  technique  there  will  be  two  separate 
V and  these  are  calculated  separately  as  are  two 
urine  ureas  (1st  and  2nd  hour  urine  spec.).  Tlie 
two  clearances  for  the  two  hours  are  averaged  and 
reported  as  the  mean  urea  clearance. 

The  two  clearances  should  check  closely;  if  there 
is  a wide  variation  an  obstructive  uropathy  should 
be  looked  for.  Most  of  the  unsatisfactory  results 
with  the  test  are  due  to  faulty  calculations  and  in- 
correct timing  in  the  collection  of  specimens. 

One  of  the  most  widely  used  tests  for  renal  func- 
tion is  the  phenolsulphonthalein  dye  excretion  test. 
This  test  has  a definite  and  useful  place  in  urology, 
but  its  limitations  and  correct  interpretation  should 
be  well  understood  before  too  much  weight  is  at- 
tached to  a result.  Its  most  useful  phase  is  in  cysto- 
scopic  examination  to  determine  the  comparative  out- 
put of  each  kidney,  but  it  is  not  regarded  as  a par- 
ticularly sensitive  test  of  renal  function  in  its  total 
two  hour  elimination,  as  a low  reading  is  most  diffi- 
cult to  evaluate  and  may  not  mean  a great  deal  in 
regard  to  actual  kidney  function. 

Phenolsulphonthalein  Dye  Excretion  Test: 

Bladder  is  emptied  at  start  of  test.  Exactly  1 cc. 
of  the  dye  is  injected  either  intravenously  or  intra- 
muscularly. The  amount  is  well  measured  in  a tuber- 
culin syringe  for  the  most  exact  reading.  The  time 
of  this  injection  is  recorded.  The  patient  is  given 
500  cc.  of  water  by  mouth.  In  exactly  one  hour  from 
the  time  of  injection  the  first  specimen  is  collected 
and  labeled  first-hour  specimen.  The  patient  is  given 
500  cc.  of  water  by  mouth.  The  second  specimen  is 
collected  in  exactly  two  hours  from  the  time  of  in- 
jection, labeled  second-hour  specimen. 

Interpretation:  The  specimens  are  each  alkali- 
nized,  diluted  to  1,000  cc.  and  measured  by  color 
comparison  with  proper  indicators  for  percentage  ex- 
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cretion.  The  total  excretion  for  two  hours  is  cal- 
culated. 

Normal  range  for  the  two  hours  is  from  50-80 
per  cent;  first  hour  is  from  35-50  per  cent;  second 
hour  is  from  20-30  per  cent. 

This  test  is  not  reliable  in  the  presence  of  tissue 
edema  or  circulator)^  failure  as  the  passage  of  the 
dye  to  the  kidney  is  dependent  upon  the  integrity  of 
the  circulation. 

The  intravenous  method  is  somewhat  preferable  to 
the  intramuscular  due  to  a slight  circulatory  lag  in 
the  latter. 

Chapman  and  Halstead  have  pointed  out  that  the 
excretion  (per  cent  amount)  during  the  first  fifteen 
minutes  is  a much  more  sensitive  indicator  of  renal 
impairment  than  the  total  two-hour  reading,  and  in 
their  series  this  modification  compared,  in  results, 
quite  favorably  with  the  urea  clearance  as  an  indi- 
cation of  renal  efficiency. 

These  fractional  specimens  may  best  be  procured 
by  means  of  a catheter  which  is  left  in  place  during 
the  test.  The  appearance  time  of  the  dye  in  the 
urine  may  be  calculated  by  this  technique.  These 
last  two  readings  are  regarded  as  a more  exact  in- 
terpretation of  the  dye  excretion  than  the  total  two 
hour,  two  specimen  method. 

In  regard  to  the  present  view  on  this  particular 
test  as  a measure  of  renal  efficiency.  Van  Slyke  and 
others  express  the  opinion  that  the  total  two-hour 
PSP  excretion  measures  impairment  of  kidney  func- 
tion only  when  severe  renal  damage  exists.  Freyberg 
gives  as  his  opinion,  based  on  a large  series,  that  a 
low  dye  excretion  may  not  be  a true  indication  of 
renal  impairment,  but  that  a normal  reading  is 
definite  confirmation  of  a normally  functioning  kid- 
ney. He  feels  that  most  often  false  results  are  re- 
corded due  to  a failure  to  obtain  all  the  urine  formed 
and  that  even  an  indwelling  catheter  will  not  en- 
tirely overcome  this  fault. 

This  paper  has  attempted  to  evaluate  the  present 
most  commonly  employed  tests  of  renal  function  and 
to  show  that  no  one  procedure  will  give  a complete 
picture  of  existing  conditions  in  all  types  of  cases. 


In  cases  of  edema  or  circulatory  failure  the  concen- 
tration and  dilution  tests  will  give  false  results.  Some 
writers  advise  a correction  of  0.003  in  the  specific 
gravity  for  each  1 per  cent  of  albumen  in  the  urine, 
but  unless  the  proteinuria  is  unusually  large  in 
amount  this  is  not  necessary.  In  general,  a con- 
centration test  accompanied  by  blood  chemistry  or 
by  a urea  ratio  or  urea  clearance  would  seem  to  be 
the  preferable  procedure  on  any  given  case. 

Summary 

In  summing  up  the  tests  presented,  the  following 
points  deserve  repetition; 

(1)  The  dilution  and  concentration  tests  are  the 
most  sensitive  in  detecting  early  renal  damage  in 
the  absence  of  edema  or  circulatory  failure  and  will 
show  these  abnormalities  before  the  urea  clearance 
is  affected. 

(2)  In  severe  renal  damage  the  concentration 
tests  tend  to  become  fixed  at  a certain  constant  mini- 
mum value  below  which  further  renal  damage  can 
not  be  read,  but  which  can  be  read  by  the  urea 
clearance. 

(3)  The  urea  clearance  test  is  a sensitive  indica- 
tion of  renal  impairment  and  will  record  progressive 
severe  renal  damage  to  the  lowest  function  compatible 
with  life. 

(4)  In  the  calculations  for  the  urea,  special  at- 
tention must  be  paid  to  securing  specimens  which 
have  been  timed  exactly,  to  the  calculation  of  the  V 
in  the  formula,  and  to  the  use  of  the  correct  formula. 

(5)  The  urea  ratio  is  said  to  parallel  the  urea 
clearance  result  and  may  be  used  as  an  approximate 
check  upon  the  result. 

(6)  Determination  of  the  pH  of  the  urine,  forma- 
tion of  ethereal  sulphates  and  phosphates  in  abnor- 
mal amount,  and  quantitative  estimation  of  am- 
monia in  the  urine  will  give  earlier  indication  of  a 
beginning  acidosis  than  the  tests  for  acetone  and 
diacetic  acid,  which  do  not  become  positive  until 
later. 

Wainwright  Building. 
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NON-DIABETIC  GLYCOSURIA— WITH  REPORT  OF  CASES. 


Snowden  C.  Hall,  Jr.,  A.B.,  M.D., 

Danville,  Virginia. 


Non-diabetic  glycosuria  is  of  relatively  frequent 
occurrence,  having  been  found  by  Joslin^  in  15.8  per 
cent  of  9,000  cases  of  glycosuria.  In  spite  of  its 
prevalence,  however,  the  condition  at  times  goes  un- 
recognized as  the  patients  are  subjected  to  a diabetic 
regime.  In  some  instances  a long  period  of  observa- 
tion is  necessary  before  a case  of  glycosuria  can  be 
put  in  a non-diabetic  group.  Some  of  these  have 
been  classified  by  Joslin  as  potential  diabetics. 
Marble^  has  classified  cases  of  non-diabetic  glyco- 
suria as  renal  glycosuria,  which  includes  glycosuria 
of  pregnancy;  potential  diabetes  mellitus;  and  a 
miscellaneous  group  including  glycosuria  associated 
with  hyperthyroidism,  brain  tumors,  etc. 

The  diagnosis  of  diabetes  mellitus  may  be  made 
at  least  tentatively  on  a fasting  venous  blood  sugar 
of  0.140  per  cent  or  a value  after  a meal  of  0.170 
per  cent.  In  certain  cases  a formal  sugar  tolerance 
test  may  be  necessar}'.  In  non-diabetic  cases  the 
blood  sugar  should  not  exceed  0.170  per  cent  at  its 
peak  and  should  return  approximately  to  the  fasting 
level  in  two  hours.  If  a single  blood  sugar  determina- 
tion is  made,  frequently  more  information  can  be  ob- 
tained if  the  blood  is  drawn  one  hour  after  meal 
than  if  it  is  drawn  with  the  patient  fasting.  A fer- 
mentation test  will  help  to  determine  the  presence  of 
glucose. 

The  following  cases  of  non-diabetic  glycosuria  are 
reported.  Three  of  these  cases  received  insulin  for 
varying  lengths  of  time,  one  for  nearly  nine  years. 

Case  I : V.  H.,  female,  age  sixteen  years,  a white 
high  school  girl,  was  seen  on  January  25,  1938,  com- 
plaining of  diabetes  of  eight  years’  duration  and 
amenorrhea  of  three  months.  Her  parents  and  sev- 
eral siblings  were  living  and  well,  and  there  was  no 
known  incidence  of  diabetes.  The  menarche  occurred 
when  she  was  thirteen  years  old.  The  periods  had 
always  been  somewhat  irregular.  In  July,  1929,  she 
was  found  to  have  glycosuria  and  put  on  a diabetic 
regime  with  restricted  diet  and  insulin — units  12-8- 
10.  In  September,  1929,  a blood  sugar  value  (pre- 
sumably fasting)  was  recorded  as  0.102  per  cent. 
In  November,  1929,  she  was  admitted  to  a hospital 
for  tonsillectomy.  She  was  on  a diet  and  insulin, 
but  excreted  as  much  as  6 gms.  of  sugar  a day.  A 


single  blood  determination  was  0.089  per  cent.  Ton- 
sillectomy was  uneventful. 

Over  the  succeeding  years  she  apparently  got  along 
well,  but  had  frequent  hypoglycemic  reactions,  once 
going  into  coma.  Gradually  she  neglected  her  pre- 
scribed diet  and  ate  what  she  wanted.  The  insulin 
was  reduced  to  ten  units  twice  a day,  which  she  was 
still  taking.  She  had  not  had  polydipsia,  polyuria, 
or  anything  suggesting  acidosis. 

Physical  examination  was  essentially  negative. 
She  was  well  developed  and  nourished.  Height  was 
five  feet,  three  inches,  and  weight  121  pounds.  Urine 
gave  a one  plus  test  with  Benedict’s  solution.  Fasting 
blood  sugar  was  0.110  per  cent.  On  March  2,  1938, 
the  urine  showed  a two  plus  test  for  sugar,  and  on 
March  29,  blood  sugar  obtained  two  hours  after  a 
meal  was  0.084  per  cent.  On  April  9,  1938,  a sugar 
tolerance  test  was  done,  using  93  gms.  of  glucose. 
The  results  were  as  follows:  fasting — 0.092  per  cent, 
one-half  hour — 0.158  per  cent,  one  hour — 0.145  per 
cent,  two  hours — 0.089  per  cent,  three  hours — 0.052 
per  cent.  Urine  specimens  obtained  over  this  period 
were  all  negative  for  sugar. 

The  patient  then  discontinued  insulin  and  now, 
over  a year  later,  feels  and  looks  entirely  well. 

Case  II : L.  C.  L.,  a twenty-eight-year-old  single 
white  man,  was  seen  on  March  10,  1939,  complain- 
ing of  weakness  and  sugar  in  the  urine.  The  family 
history  showed  no  incidence  of  diabetes.  His  symp- 
toms began  in  July,  1937,  when  he  developed  weak- 
ness, lassitude,  and  slight  weight  loss.  He  never  had 
polydipsia,  polyuria,  or  polyphagia,  but  did  have 
some  loss  of  libido.  He  was  found  to  have  glycosuria. 
B.M.R.  was  minus  25  per  cent.  Subsequently,  a 
blood  sugar  was  reported  as  0.136  per  cent.  In  July, 
1938,  he  noted  marked  drowsiness  and  lethargy.  He 
was  then  started  on  protamine  insulin  units  twenty- 
eight  once  a day.  His  diet  was  not  regulated  to  any 
extent. 

When  seen  in  March,  1939,  his  physical  examina- 
tion was  essentially  negative.  Height  was  five  feet 
eight  inches,  and  weight  131  pounds.  Hgb.  14.8  gms. 
WBC  4,900.  Urine  showed  sugar  three  plus. 

On  March  16,  1939,  a glucose  tolerance  test  was 
done,  using  75  gms.  of  glucose.  Results:  fasting — 
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0.103  per  cent,  one-half  hour — 0.143  per  cent,  one 
and  one-half  hours — 0.127  per  cent,  two  and  one- 
half  hours — 0.104  per  cent.  Urine  specimens  over 
this  period  were:  fasting-trace,  one-half  hour — one 
plus,  one  and  one-half  hours — two  plus,  two  and 
one-half  hours — two  plus. 

The  insulin  was  then  discontinued  with  some  im- 
provement in  his  strength,  though  when  last  seen  he 
complained  of  lassitude. 

Case  III : M.  B.  A.,  a nineteen-year-old  married 
woman,  was  seen  on  April  3,  1937.  She  was  three 
months  pregnant  and  was  referred  by  her  physician 
because  sugar  was  found  in  the  urine.  Family  his- 
tory showed  that  her  parents  and  nine  siblings  were 
in  good  health.  There  was  no  history  of  diabetes. 
Her  general  health  had  been  good.  Since  the  begin- 
ning of  this,  her  first  pregnancy,  she  had  had  poly- 
dipsia, frequency,  and  nocturia.  Urine  specimens 
had  shown  sugar  which  gave  a positive  fermentation 
test.  The  Wassermann  was  negative.  Urine  showed  a 
specific  gravity  of  1.022,  and  was  normal  except  for 
a one  plus  test  for  sugar.  Blood  sugar  two  hours  after 
a meal  was  0.104  per  cent. 

It  was  thought  that  she  had  a benign  glycosuria, 
and  no  treatment  was  advised.  She  continued  to 
show  moderate  amounts  of  sugar  in  the  urine.  At 
eight  months  she  became  edematous  and  was  de- 
livered of  a normal  female  infant.  In  1938  she 
again  became  pregnant,  and  on  several  occasions 
showed  a small  amount  of  sugar  in  the  urine.  Preg- 
nancy was  otherwise  uneventful,  and  she  was  de- 
livered of  a normal  full-term  infant. 

Case  IV:  R.  B.  A.,  a twenty-six-year-old  woman, 
was  seen  on  July  1,  1937.  She  was  at  term  and  was 
referred  because  the  urine  showed  large  amounts  of 
sugar.  The  family  history  showed  that  one  brother 
had  diabetes  mellitus  and  one  sister  had  what  was 
thought  to  be  benign  glycosuria.  The  patient’s  past 
health  had  been  good.  This  was  her  first  pregnancy. 
She  had  had  some  polyuria,  no  polydipsia.  There 
had  been  a gain  of  twenty-five  pounds  in  weight. 

Specimens  of  urine  and  blood,  taken  before  she 
had  had  breakfast,  showed  a complete  reduction  of 
Benedict’s  solution  with  the  urine,  and  a blood  sugar 
value  of  0.093  per  cent.  A fermentation  test  showed 
the  sugar  to  be  fermentable.  No  treatment  was  ad- 
vised and  she  was  delivered  of  a normal  infant. 

She  was  again  seen  on  May  5,  1938.  At  this  time 
she  was  approximately  four  and  one-half  months 
pregnant,  and  was  showing  large  amounts  of  sugar. 


in  spite  of  the  fact  that  for  three  months  she  had  been 
taking  eight  to  ten  units  of  insulin  daily.  The  urine 
showed  a two  plus  test  for  sugar,  and  blood  sugar 
was  0.100  per  cent.  She  was  advised  to  discontinue 
the  use  of  insulin.  She  was  last  seen  on  July  14, 
1938.  Her  general  condition  was  good.  Blood  sugar 
not  fasting  was  0.084  per  cent. 

Case  V:  E.  W.  A.,  a fifteen-year-old  single 

colored  girl,  was  seen  on  October  22,  1936.  She  was 
referred  from  prenatal  clinic  because  sugar  was 
found  in  the  urine.  She  was  five  and  one-half 
months  pregnant.  Family  history  showed  no  inci- 
dence of  diabetes.  Her  past  health  had  been  good. 
She  had  not  had  polydipsia,  polyphagia,  nocturia, 
weakness,  or  loss  of  weight.  The  Wassermann  test 
was  positive.  A sugar  tolerance  test  was  done:  fast- 
ing— 0.084  per  cent,  one-half  hour — 0.129  per  cent, 
one  hour — 0.106  per  cent,  two  hours — 0.073  per  cent, 
three  hours — 0.073  per  cent.  Urine:  fasting — two 
plus,  one-half  hour — three  plus,  one  hour — three 
plus,  two  hours — three  plus.  Fermentation  test  was 
positive.  On  Februar}-  9,  1937,  she  was  delivered  of 
a normal  infant. 

Discussion 

None  of  these  cases  gave  a clinical  history  very 
suggestive  of  diabetes  mellitus.  With  the  exception 
of  Cases  II  and  III,  the  patients  had  no  symptoms. 
One  of  these  complained  of  weakness,  lassitude,  and 
some  weight  loss,  and  the  other  had  amenorrhea. 
Physical  examination  was  essentially  normal  in  all 
cases.  Only  Case  III  gave  a positive  family  history 
of  diabetes  mellitus. 

The  pathological  physiology  involved  in  benign 
glycosuria  is  not  known.  There  are  no  signs  or  symp- 
toms of  renal  inadequacy  except  the  glycosuria.  The 
blood  sugar  may  be  somewhat  on  the  low  side  of 
normal.  Cases  I,  II,  and  IV  were  given  insulin  for 
varying  periods  of  time.  Such  treatment  has  rela- 
tively little  influence  on  the  amount  of  sugar  ex- 
creted. Case  I excreted  variable  amounts  of  sugar 
when  taking  insulin,  but  after  taking  glucose  for  a 
sugar  tolerance  test,  excreted  no  sugar  at  all.  The 
benign  course  of  the  condition  is  well  illustrated  in 
Case  I,  which  was  observed  for  a period  of  nearly 
nine  years.  Further  observation  is  indicated  in  the 
remaining  cases. 
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PARESIS  AND  THE  NEGRO.* 


Louis  Kolipinski,  M.D., 

Petersburg,  Virginia. 


In  the  year  1938,  Virginia  admitted  to  its  State 
Hospitals  125  psychotic  white  patients,  as  compared 
with  130  psychotic  negroes  per  100,000  population. 
But  there  were  fifteen  negro  paretics  to  every  two 
white  paretics  admitted.  For  the  period  1936-1938, 
the  percentage  of  colored  paretics  among  the  new 
admissions  was  14.47,  and  for  the  same  period  the 
percentage  of  white  paretics  was  3.4.  From  these 
facts  we  can  deduce  that  the  total  number  of  psycho- 
tic patients  admitted  to  the  State  Hospitals  showed 
but  little  difference  between  the  white  and  the  colored, 
but  the  ratio  of  paretics  between  the  colored  and  the 
white  is  greatly  disproportionate. 

The  division  of  Venereal  Disease  Control  of  Vir- 
ginia reported  for  the  year  1938,  a total  syphilitic 
population  of  11,727,  of  which  number  8,510  were 
negro  and  3,217  were  white.  They  further  reported 
31  per  cent  latent  syphilis  among  the  colored  and 
1 8 per  cent  of  latent  syphilis  among  the  white. 

It  has  been  said  that  25  per  cent  of  all  cases  of 
untreated  syphilis  will  show  some  evidence  of  in- 
volvement of  the  central  nervous  system.  It  is  axio- 
matic that  the  great  potential  source  of  neuro-syphilis 
lies  in  the  unsuspecting  individuals,  in  those  whose 
early  lesions  were  either  unrecognized  or  ignored.  In 
a series  of  seventy-five  paretics  recently  admitted  to 
Central  State  Hospital,  there  was  46  per  cent  who 
had  received  no  anti-luetic  treatment;  33  per  cent 
who  had  received  inadequate  treatment;  and  21  per 
cent  who  received  adequate  treatment.  It  is  with  a 
feeling  of  professional  sadness  that  we  recall  the 
number  of  patients  who  received  their  first  diagnostic 
lumbar  puncture  only  when  they  entered  the  State 
Hospital.  The  elimination  of  paresis  would  seem  to 
lie  not  in  cure  but  in  prevention. 

Dementia  paralytica  is  the  most  devastating  form 
of  neuro-syphilis.  Untreated,  its  sufferers  die  within 
a few  years,  with  the  most  complete  dissolution  of 
mind  and  body. 

It  is  evident  to  psychiatrists  that  paresis  can  simu- 
late any  of  the  minor  or  major  psychoses.  Studies  of 
the  seventy-five  paretics  mentioned  above  showed  35 
per  cent  of  them  with  marked  agitation,  13  per  cent 

*Presented  at  the  joint  meeting  of  the  North  Carolina 
and  Virginia  Neuro-Psychiatric  Societies,  at  Chapel  Hill, 
North  Carolina,  October  25,  1939. 


showed  marked  depression,  and  52  per  cent  were  of 
the  dementing  type.  Incidently,  for  many  years  Vir- 
ginia has  reported  a preponderance  of  manic  psycho- 
ses among  the  negroes. 

Treatment 

The  haven  of  recovery  that  we  seek  for  our  patients 
can  be  reached  by  following  more  than  one  thera- 
peutic trail. 

In  our  service  the  negro  responds  well  to  quartan 
malaria.  In  about  55  per  cent  of  the  cases  malaria 
can  be  promptly  induced.  In  resistant  cases  re- 
inoculation has  proven  unsatisfactory,  only  two  cases 
out  of  twenty  responding  to  the  second  or  third 
inoculation.  Patients  that  failed  to  respond  to  ma- 
laria inoculation  are  treated  by  means  of  electro- 
pyrexia. In  the  face  of  frank  or  even  presumptive 
clinical  findings,  plus  a positive  serology,  we  advo- 
cate the  immediate  use  of  non-specific  therapy.  To 
temporize  with  the  hope  that  the  patient  will  respond 
to  chemotherapy  is  to  court  disaster.  Each  case  of 
paresis  must  be  handled  individually.  Our  results 
in  the  treatment  of  juvenile  paresis  in  the  negro  have 
been  very  unsatisfactory. 

Paretics  with  manic  manifestations  constitute  a 
great  problem.  Efforts  must  be  made  to  quiet  the 
patient  in  his  excitement  and  at  the  same  time  not 
delay  the  treatment.  The  use  of  continuous  baths 
and  mild  sedation  are  of  great  help,  and  we  have  ob- 
.ser\'ed  that  many  paretics  with  cyclothymiac  make-up 
are  quieted  with  the  onset  of  the  malaria  paroxysms. 

Precautions  against  suicide  should  be  taken  wdth 
the  depressed  paretic  as  with  any  depressed  patient. 
The  major  factors  influencing  the  prognosis  are: 
age  of  the  patient,  duration  of  paretic  symptoms,  t>qje 
of  paresis,  history  of  convulsions  and  general  physi- 
cal condition.  The  number  of  paroxysms  induced 
should  be  based  entirely  on  clinical  factors,  although, 
on  an  average,  eight  to  fourteen  paroxysms  are  usu- 
ally adequate.  The  onset  of  the  initial  paroxysm  can 
be  induced  often  by  small  quantities  of  adrenalin  or 
Ijy  hot  or  cold  baths.  We  feel  that  complete  bed  rest 
once  fever  has  been  instituted  is  a great  safe-guard 
to  the  ])atient,  and  no  patient  should  be  ambulatory 
until  the  malaria  has  been  terminated  for  at  least  one 
week. 
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Adequate  and  careful  nursing  is  a prime  requisite 
during  the  patient’s  course  of  malaria.  Signs  of  ex- 
haustion, impending  circulatory  collapse,  and  severe 
anemia,  necessitate  energetic  intervention.  General 
supportive  measures  are  not  to  be  neglected.  An  ade- 
quate, easily  digestible  diet,  high  in  carbohydrates, 
with  the  maintenance  of  an  adequate  vitamin  bal- 
ance, and  with  emphasis  on  vitamin  B,  is  advantage- 
ous. The  malaria  can  be  promptly  terminated  by  the 
use  of  quinine  or  by  the  arsphenamines.  Barring 
ocular  contra-indications,  a long  course  of  tryparsa- 
mid  with  intervals  of  bismuth  therapy,  following  the 
fever,  is  the  treatment  of  choice. 

The  value  of  fever  therapy  in  the  treatment  of 
dementia  parahdica  can  stand  on  its  own  merits.  Its 
true  value  lies  in  its  use  in  unselected  cases. 

Due  to  the  great  number  of  patients  to  be  treated 
at  Central  State  Hospital,  malaria  is  favored  over 
electro-pyrexia.  Machines  are  reserved  for  those  pa- 
tients who  are  immune  to  inoculation  with  malaria. 
In  using  electro-pyrexia,  our  patients  are  treated 
twice  a week.  The  temperature  is  maintained  from 
six  to  eight  hours,  at  104° -105°.  Mild  sedation  and 
a maintenance  of  the  chloride  balance  is  essential. 
Chemotherapy  is  administered  during  the  many 
weeks  that  the  patient  is  receiving  artificial  fever.  A 
well-trained  personnel  must  be  ever  alert  to  the  emer- 
gncies  which  occasionally  arise  in  this  method  of 
treatment.  Our  results  have  been  satisfactory  with 
both  malaria  and  electro-pyrexia. 

In  a series  of  eighty-eight  cases  treated  for  general 
paresis,  thirty-one  made  good  social  recoveries;  nine- 
teen were  improved  but  remained  at  the  hospital; 
twenty-seven  were  unimproved,  and  eleven  died.  Of 
these  deaths,  six  occurred  during  the  treatment.  This 
shows  35.11  per  cent  of  social  recoveries,  and  12.5 
per  cent  of  deatlis.  During  treatment  there  was  a 
percentage  of  6.7  of  deaths.  Through  the  years  the 
percentage  of  deaths  due  to  paresis  in  the  entire  hos- 
pital population  is  gradually  diminishing. 

As  in  all  illnesses,  successful  outcome  depends 
upon  the  attitude  and  cooperation  of  the  patient  dur- 
ing convalescence.  To  that  race  which  is  noted  for 
its  serenity  in  the  face  of  disaster,  and  its  apparent 
indifference  to  the  fears  that  so  often  beset  the  white 
race,  it  is  necessary  to  educate  them  and  their  families 
to  the  full  appreciation  of  the  seriousness  of  this  dis- 
ease. The  need  for  a long  period  of  treatment  should 


be  carefully  explained,  and  at  least  one  year's  hos- 
pitalization should  be  encouraged.  Cooperation  with 
a competent  general  practitioner  or  an  established 
clinic  should  be  insisted  upon,  before  the  patient 
leaves  the  mental  hospital. 

It  is  the  responsibility  of  those  who  treat  the  negro 
paretic  to  make  certain  that  after  treatment  shall  be 
assured.  This  involves  investigation  of  the  financial 
condition  of  the  patient.  The  great  help  offered  by 
the  Public  Health  Service  should  be  made  available 
for  these  patients  whose  great  difficulty  is  so  often  on 
a financial  basis.  Patients  from  rural  districts,  where 
further  treatment,  due  to  the  patient’s  indifference, 
will  mo.st  likely  be  haphazard,  or  inadequate,  would 
better  remain  in  the  hospital  for  a prolonged  period 
of  time. 

It  is  obvious  that  the  control  of  early  syphilis  lies 
in  the  hands  of  others  than  those  who  labor  in  the 
State  Hospitals.  But  the  care  of  the  furloughed  pa- 
tient is  the  direct  responsibility  of  the  State  Hospital. 
Virginia,  through  its  psychiatric  leaders,  appreciates 
this  fact,  and  plans  are  being  formulated  for  the  fur- 
ther establishment  of  out-patient  clinics.  In  no  field 
of  mental  disease  is  the  need  for  this  care  more  strik- 
ing than  in  the  furloughed  patient  who  has  endured 
the  ravages  of  neuro-syphilis.  No  one  can  deny  the 
sense  of  futility  when  we  have  our  patients  returned 
in  a moribund  condition  with  the  terse  comment.  ‘‘No 
further  treatment  after  leaving  the  hospital.” 

Summary 

1.  In  Virginia,  although  the  percentage  of  psy- 
choses is  evenly  divided  between  the  white  and  the 
negro  per  unit  of  population,  the  negro  paretics 
greatly  outnumber  the  white  cases. 

2.  This  is  thought  due  entirely  to  the  great  reser- 
voir of  negro  syphilitics  in  the  State. 

3.  The  incidence  of  paresis  among  the  negro  can 
be  reduced  by  the  early  and  vigorous  treatment  of 
general  syphilis. 

4.  The  negro  responds  favoral^ly  to  the  accepted 
methods  of  treatment  for  dementia  paralytica. 

5.  .\dequate  follow-up  care  is  an  essential  after 
the  ])atient  leaves  the  hospital. 

Bibi.iography 

J.  E.  Moore’s  Modern  Treatment  of  Syphilis.  Report  of 
State  Hospital  Board  of  Virginia,  1936-1938.  Division 
of  Venereal  Disease  Control,  Virginia  Health  Depart- 
ment, 1938. 
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SULFAPYRIDINE  IN  THE  TREATMENT  OF  LOBAR  PNEUMONIA- 
REPORT  OF  THIRTY-ONE  CASES.* 


Charles  F.  James,  Jr.,  M.D., 

New  York  City. 


The  first  contribution  on  this  new  drug  2(P- 
aminobenzenesulphonamido)  pyridine  is  credited  to 
Whitby^  of  England  in  May,  1938,  who  published 
experiments  showing  the  effect  on  pneumococcal  in- 
fections in  mice.  Evans  and  Gaisford^  of  England 
first  reported  a series  of  100  cases  of  pneumococcus 
pneumonia  treated  with  sulfapyridine  (M.  & B.  693, 
“Dagenan”)  and  a mortality  rate  of  6 per  cent 
against  a mortality  rate  of  27  per  cent  in  100  con- 
trol cases  untreated  with  sulfapyridine.  Flippin,® 
Lockwood,  Pepper,®  and  Schwartz^  were  the  first  in 
the  United  States  to  report  100  cases  of  pneumonia 
treated  with  sulfapyridine.  Since  then  many  au- 
thors, namely,  Meakins  and  Hanson;®  Barnett  et  al;^ 
Gutts  et  al;"  MacColl;®  Smith  and  Needles®  have  re- 
ported cases  of  pneumonia  successfully  treated  with 
sulfapyridine  and  a mortality  rate  of  3 to  8 per  cent 
obtained. 

Cases  Selected 

The  thirty-one  (31)  cases  reported  in  this  series 
showed  definite  signs  and  s)Tnptoms  of  lobar  pneu- 
monia, and  the  diagnosis  was  definitely  established 
by  confirmation  with  X-ray  and  sputum  e.xamina- 
tion.  Blood  cultures  were  taken  in  the  majority  of 
cases,  but  no  positive  cultures  were  obtained. 


Table  1 


Adm'n 

Adm'n 

Drug 

Age 

Temp. 

Lobe 

W.B.C. 

Type 

Comp. 

30 

103.5 

R.M. 

21,600 

I 

N.  & V.i 

6 

103.6 

R.L. 

24,400 

I 

N.&  V. 

45 

104.5 

R.L. 

17,200 

I 

N.  & V. 

4 

104.5 

R.M.  & R.L. 

41,000 

I 

0 — 

54 

105.5 

R.L.L. 

23,500 

I 

N.  & V. 

51 

102.6 

L.L.L. 

20,150 

II 

N.  only 

31 

103.5 

R.M.L. 

18,300 

II 

N.  & V. 

62 

103.5 

R.U.L.  & M.L. 

9,650 

3 

Died 

28 

104.5 

L.L.L. 

29,500 

3 

N.&  V. 

70 

105 

R.L.L. 

19,900 

3 

N.&  V. 

57 

102.5 

R.M.L. 

16,200 

3 

— 0 — 

63 

103 

R.L.L. 

26,100 

3 

N.' 

-V.&Cyan.2 

63 

103.5 

R.U.L. 

16,350 

3 

N. 

-V.  & Cyan. 

52 

102.5 

L.L.L. 

18,600 

3 

N.&  V. 

59 

103.8 

R.U.L. 

19,200 

3 

N.&V. 

♦Read  before  the  Clinical  Society  of  The  New  York 
Polyclinic  Medical  School  and  Hospital,  October  2,  1939. 

From  the  Medical  and  Pediatric  Service,  New  York 
Polyclinic  Medical  School  and  Hospital,  New  York,  N.  Y. 
iNauser  and  Vomiting. 

-Cyanosis. 


Table  1 


Adm'n 

Adm'n 

Drug 

Age 

Temp. 

Lobe 

W.B.C. 

Type 

Comp. 

19 

103.6 

R.L.L. 

21,100 

IV 

Rash 

65 

103 

R.L.L. 

28,900 

VII 

— o— 

41 

104 

R.U.L. 

28,200 

VII 

N.&V. 

57 

102.5 

R.M.L. 

16,800 

VII 

N.&V. 

13 

lOH 

L.L.L. 

27,400 

VIII 

— o— 

57 

104.2 

R.L.L. 

22,400 

VIII 

N.&V. 

35 

102.5 

R.L.L. 

19,700 

X 

— 0— 

48 

103 

R.L.L. 

28,100 

XI 

N.&V. 

11 

104.6 

L.L.L. 

30,200 

XII 

N.  only 

74 

103.5 

R.L.L. 

27,800 

14 

N.&V. 

72 

102.8 

R.L.L. 

21,600 

14 

N.&V. 

38 

103.6 

R.L.L. 

17,600 

15 

N.  & V. 

34 

104 

L.U.L. 

27,800 

18 

— o — 

57 

105 

L.L.L. 

30,800 

18 

N.&V. 

16 

104.5 

L.L.L. 

27,800 

19 

N.&V. 

38 

103.2 

R.M.L. 

18,200 

20 

—0— 

Complete  blood  counts  were  taken  frequently  for 
possible  development  of  complications,  chiefly  renal 
and  agranulocytosis. 

All  cases,  with  the  exception  of  the  one  that  died, 
received  sulfapyridine  within  forty-eight  hours  fol- 
lowing onset  of  symptoms.  The  case  that  died  had 
been  sick  several  days  before  admission. 

Sulfapyridine  Administration  and  Dosage 

Each  patient  had  the  sputum  typed,  and  a com- 
plete blood  count  taken  prior  to  commencing  treat- 
ment. Two  (2.0)  grams  was  given  as  the  initial 

Table  2 

Comparison  of  Lobes  Affected 


Lobe  No.  Cases  Percentage 

R.L.L 15  48.4 

L.L.L. 7 22.6 

R.M.L. 6 19.4 

R.U.L.  2 6.4 

L.U.L.  1 3.2 


dose,  and  then  one  (1.0)  gram  repeated  every  four 
hours  until  the  temperature  had  remained  normal  for 
forty-eight  hours;  thereafter  one  (1.0)  gram  con- 
tinued three  times  a day  for  several  days. 

Sodium  bicarbonate  0.5  to  1.0  gram  was  given 
with  each  dose  of  sulfapyridine  for  supposedly  more 
rapid  absorption,  as  reported  by  Marshall  et  in 
his  experiments  with  dogs.  For  patients  that  had 
difficulty  in  swallowing  the  tablets  the  sulfapyridine 
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was  suspended  in  Kalak  water,  which  made  an  effer- 
vescent drink. 


1'able 

3 

Summary  of  Neufeld  Typing 

Type 

No.  Cases 

Type 

No  Cases 

1 

- 5 

11 

1 

2 . 

. _ 2 

12- 

1 

3 . 

8 

14 

2 

4 . 

1 

15 

1 

7 . 

3 

18 

2 

8 . 

2 

19 

1 

10  _ _ 

1 

20 

1 

Total  31 

cases. 

The  dosage  used  for  the  four  cases  in  children  was 
0.6  gram  every  four  hours,  and  continued  according 
to  the  schedule  outlined  for  adults. 

Toxic  Reactions 

Nausea  and  vomiting,  the  chief  complication,  was 
present  in  twenty  cases  of  the  total  thirty-one.  In 
no  case  was  the  vomiting  severe  enough  to  cause  ces- 
sation of  the  drug.  Only  two  cases  had  nausea  with- 
out vomiting.  In  two  cases  cyanosis  as  well  as  nausea 
and  vomiting  was  present  to  such  a degree  that  the 
drug  was  discontinued.  In  both  cases  where  cyanosis 
occurred  type  three  pneumococcus  was  the  invading 
organism  and  the  age  in  each  was  over  sixty.  A rash 
occurred  in  one  case  and  was  so  severe  that  it  was 
thought  wise  to  discontinue  the  drug.  This  was  in  a 
nineteen-year-old  male  with  type  four  pneumococcus. 
Seven  cases  showed  no  reaction. 

In  no  case  was  there  agranulocytosis  or  leucopenia 
noted  although  frequent  checks  were  made  on  the 
blood  counts.  A total  of  five  cases  of  agranulocytosis 
have  been  reported  in  the  English  literature  follow- 
ing sulfapyridine  therapy,  viz.;  Johnston,^’-  Coxon 
and  Forbes,’^^  Barnett  et  al;^  Dolgopol  and  Hobart.^® 
All  cases  had  received  tremendous  doses — forty-nine 
grams  or  more — in  all  except  a one-year-old  who  re- 
ceived twenty-seven  grams.  Three  deaths  occurred 
out  of  the  five  cases  reported. 

Summary  and  Conclusion 

Thirty-one  cases  of  lobar  pneumonia  treated  with 
sulfapyridine  are  reported  with  a mortality  rate  of 


3.3  per  cent,  which  corresponds  to  the  results  ob- 
tained in  other  reports. 
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SCHIZOPHRENIA  MODIFIED  BY  ALCOHOL.* 


Leo  I.  Hallay,  M.D., 

Fort  Blackmore,  Virginia. 


The  following  case  is  a further  illustration  of  the 
idea  developed  by  me  in  a paper  published  in  1937,^ 
the  idea  that  a schizophrenia  can  be  aborted  by  al- 
cohol. 

C.  H.,  white  male,  thirty-three  years  old,  second 
admission.  On  the  first  admission  the  diagnosis  of 
a schizophrenia  was  made.  Several  days  before  the 
present  admission  the  patient  went  on  a visit  to 
Kentucky.  While  there  he  developed  a fear  complex. 
He  saw  and  he  heard  animals  making  hideous  noises, 
tr>dng  to  get  at  him  and  to  harm  him.  In  the  Gen- 
eral Hospital  he  said  that  people  looked  at  him  as 
if  he  were  a ghost  and  that  they  talked  about  him  in 
a mean  way;  that  he  gets  his  instructions  from  the 
Lord.  Upon  admission  to  the  Longview  Hospital 
he  appeared  very  much  confused,  depressed  and 
sullen.  On  the  next  day  when  this  mental  examina- 
tion was  made  he  was  found  lying  quietly  in  bed, 
and  it  was  very  easy  to  get  his  cooperation.  He  was 
extremely  jovial  and  kept  on  nudging  confidentially 
the  examiner  during  the  examination.  His  face  was 
directed  towards  the  examiner,  yet  it  expressed  a 
great  deal  of  suspiciousness  and  a considerable 
amount  of  sullenness.  He  was  rather  over-productive 
in  his  stream  of  talk;  however,  neither  a true  flight 
of  ideas  could  be  noted,  nor  did  he  seem  to  be  mark- 
edly incoherent.  He  kept  on  using  profane  and  ob- 
scene language,  and,  without  doubt,  he  was  boasting. 

Patient’s  Story:  (Name  of  this  place?)  A tor- 
tured smile  appears  on  his  face.  With  a great  deal 
of  irritation  in  his  voice  he  explodes:  “Who  in  the 
hell  would  not  know  the  name  of  this  place?  Long- 
view Hospital,  ain’t  it?  I have  been  here  before.” 
(W'hy  here?)  “A  little  family  trouble.  I just  got 
tired  with  other  people  fooling  around  with  my  busi- 
ness.” (Why  here?)  “Because  they  thought  I was 
nuts.  . . .”  He  then  continues  nudging  confidentially 
the  examiner:  “The  first  time  when  they  sent  me 
here  I was  nuts  ...  I was  under  the  influence  of 
liquor”.  Boastingly:  “It  took  six  months  and  six 
days  to  get  out  of  here.”  With  irritation:  “I  think 
I am  a damn  fool,  and  that  is  my  business  and  no- 
body’s else.”  (Alcohol?)  “I  have  been  drinking  all 
of  my  life.  Maybe  I started  at  the  age  of  ten.  If  I 

*From  The  Longview  State  Hospital,  Cincinnati,  Ohio. 


could  not  get  it  I would  steal  it.  I had  another  guy 
to  steal  it  for  me.  I had  him  to  do  it.  I have  three 
kids.”  Confidentially:  “A  woman  always  knows 
who  is  the  father  of  the  kids,  but  a man  never  knows. 
Are  you  sure  whether  your  kids  are  yours?  Wait,  I 
know  somewhat  about  television.  I’ll  tell  you  how 
many  kids  you  have.”  Boastingly:  “That  is  judg- 
ment. If  you  got  the  jigsaw  puzzle,  you  f ...  me; 
if  not.  I’ll  f . . . you!  I never  in  my  life  liked  my 
wife.  I have  married  only  for  a change.  I did  not 
want  to  marry  her  because  I was  engaged  with  two 
or  three  more.  I like  all  of  them  very  good.”  Surly; 
“You  can  not  s . . t me;  I had  the  royalty  to  f . . . 
all  of  them.”  With  ire:  “Maybe  I had  hundred  or 
two  hundred,  God  damn!  I guess,  they  must  have 
given  dope  to  me.  I went  crazy.  I was  nuts,  to  start 
with,  seventeen  days  afterwards”.  Sadly:  “Right 
here  is  the  place  to  see,  how  much  you  have  done 
everything.  . . .”  (Why  here?)  “Because  I am  a 
son  of  a bitch.  I never  quit  drinking  and  I won’t 
quit.  My  father  was  drinking,  and  I got  it  inherited. 
We  have  been  drinking  and  playing  cards.”  Con- 
fidentially: “When  my  partner  got  drunk  I would 
put  my  hand  in  his  pocket  and  take  his  money; 
afterwards  he  would  believe  that  he  lost  his  money 
in  play.  . . .”  Now  he  is  boasting  again:  “Eh  s . . t, 
the  Law  was  looking  for  me  a hell  lot  of  times!” 
(Self-abuse?)  His  face  darkens.  Incoherently:  “I 
am  just  like  I hope  in  spirit.  ...”  ( ?)  W’ith  irrita- 
tion: “What  I don’t  want,  I don’t  tell,  because  that 
is  my  business!  I think  a man  is  a damn  fool  if  he 
plants  all  of  his  seed  away ! My  own  nature  will  take 
care  of  it.”  Emphatically:  “Did  you  see  anyone  in 
your  life  who  did  not  play  with  himself?  Ain’t  you 
got  your  seed  planted  some  where?  I got  mine 
planted  in  a lot  of  places.  I did  not  like  my  wife. 
I married  her  just  to  be  doing,  to  have  her  f . . . ed. 
Some  son  of  a bitch  hit  me  in  the  nose  in  the  pool 
and  broke  my  nose.  I was  guilty  of  all  G . . damn 
things  but  sucking  a p.  . . . I was  in  the  bush.  I 
got  c . . . crazy  and  gold  crazy.  I wanted  a lot  of 
money  and  I got  it  too.  I was  frenching  with  women, 
white  women.  You  don’t  think  it  was  a God  damn 
negro,  do  you?” 

(Voices?)  “Hell  no,  I do  not  believe  in  the  God 
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damn  voices.”  Delusions:  “The  God  damn  cops  in 
Elmwood  have  been  following  me.  No  frame  up!” 
(Suicide?)  “Nobody  wants  to  die.  Capital  punish- 
ment is  the  worst  thing  in  the  world.  If  you  want  to 
commit  suicide,  kill  yourself.  That  would  be  capital 
punishment.”  (7  times  9?)  “I  am  the  son  of  a bitch 
they  have  been  looking  for  all  of  the  time  and  took 
my  finger  prints!”  (?)  “I  don’t  know.  I don’t 
like  school;  this  is  another  bunch  of  s . . . The  fel- 
lows will  tell  you  there  a lot  of  things  and  you  don’t 
learn  there  anything.”  (Borrowing  and  stealing?) 
“No  difference  if  you  do  not  give  it  back.” 

No  organic  memory  defects  could  be  elicited. 
(Something  wrong  with  your  mind?)  “No.”  Later; 
“I  am  a son  of  a bitch.  . . .”  (You  do  not  look  that 
w'ay;  you  look  like  a human  being!)  Tears  appear 
in  his  eyes.  With  a trembling  voice;  “If  something 
presses  on  your  mind,  and  you  do  not  get  it  off,  you 
are  bound  to  get  crazy.  I have  been  trying  to  get  it 
off  by  drinking.  Then  two  months  ago  I got  a liquor 
mixed  up  with  peaches  and  spoiled  my  stomach.  I 
did  not  drink  since  that  time.” 

Impression:  This  is  the  second  attack  of  a psy- 
chosis in  a habitual  drinker.  The  present  examina- 
tion has  revealed  a great  deal  of  character  changes 
which  are  usually  observed  in  chronic  alcoholics,  as 
irritability,  joviality,  greatly  diminished  moral  in- 
hibitions and  infidelity  ideas.  Before  the  admission, 
visual  and  auditory  hallucinations  were  noted.  These 
and  also  the  presecutorj-  delusions  are  now  disap- 
pearing gradually. 

Diagnosis:  Alcoholic  psychosis;  acute  hallucino- 
sis. 

As  stated,  this  case  is  a further  illustration  of 
the  idea  that  a schizophrenia  can  be  aborted  by  al- 


cohol. This  idea  is  not  new.  Older  experiences,  as 
expressed  in  the  Bible  (Proverbs)  ^ and  by  older 
authors,  especially  by  the  Arabian  Rhasis^  and 
Avicenna,^  have  pointed  out  that  chronic  deteriorat- 
ing psychoses  can  be  improved  by  frequent  adminis- 
tration of  alcohol.  Present  time  experiences  with 
alcohol  in  catatonic  stupor — in  this  country,  H.  S. 
Sullivan,®  seemed  to  prove  that  alcohol  enables  the 
schizophrenic  patient  to  cover  his  complexes.  This 
covering  of  complexes  removes  factors  causing  per- 
sonality splitting  and  places  the  schizophrenic  pa- 
tient into  the  reality.  However,  these  pathogenic 
complexes  are  very  deeply  inveterated  in  the  schizo- 
phrenic personality  and  possess  an  immense  mental 
activity,  causing  them  to  tear  the  thin  layer  of  reality 
consciousness,  appearing  spontaneously  or  due  to 
treatment,  on  their  surface.  It  should,  therefore,  ap- 
pear reasonable  why  moderate  and  habitual  drink- 
ing, as  shown  in  the  cases  reported  by  me  in  the 
quoted  paper  in  this  case  report,  and  apparently  also 
in  Pollock’s  statistical  investigations,®  may  effect  a 
social  cure  both  in  potential  schizophrenics  and  in 
developed  psychoses. 

Said  our  patient;  “If  something  presses  on  your 
mind,  and  you  do  not  get  it  off,  you  are  bound  to  get 
crazy  ...  I have  been  getting  it  off  by  drinking.  . . .” 
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CASE  OF  AGRANULOCYTOSIS  FOLLOWING  USE  OF  PYRAMIDON 

AND  NEO-PRONTOSIL. 


J.  H.  Bailey,  M.D., 
Bernard  Katzen,  M.D., 

Roanoke,  Virginia. 


This  patient,  Mrs.  A.  B.,  was  a white  female  aged 
forty-one  years,  married,  the  mother  of  three  chil- 
dren, two  of  whom  are  living  and  well  at  the  ages 
of  seven  and  eleven  years,  and  one  who  died  at  two 
years  of  age  with  a diagnosis  of  enteritis. 

Past  medical  history  reveals  the  patient  to  have 
had  the  usual  childhood  diseases  with  no  complica- 


tions. There  is  also  a history  of  broncho-pneumonia 
in  1932  with  an  uneventful  recovery. 

Aside  from  the  above  illnesses,  this  patient  enjoyed 
excellent  health  until  November,  1935,  when  she  de- 
veloped a streptococcic  infection  of  the  throat  with  a 
subsequent  cervical  adenitis  of  the  left  side  which 
was  treated  by  incision  and  drainage.  A second 
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gland  became  fluctuant  and  was  treated  in  a like 
manner  with  resultant  recovery. 

In  1937  the  patient  developed  a recurrent  strep- 
tococcal infection  of  the  throat,  diagnosis  confirmed 
by  culture,  from  which  she  recovered  uneventfully. 
However,  following  this  episode,  a secondary  anemia 
was  found  with  the  hemoglobin  reaching  45  per  cent. 
This  was  relieved  by  iron  and  liver  extract. 

On  the  morning  of  August  21,  I was  called  to  see 
this  patient  at  her  home.  Inspection  at  this  time 
revealed  the  patient  to  be  moribund,  pulse  rate  126, 
temperature  103.8  (axillary),  and  blood  pressure 
100/60.  At  this  time  a history  was  obtained  that 
the  patient  had  been  having  menopausal  symptoms 
for  the  past  nine  months.  The  last  menstrual  period 
had  been  in  February,  1939.  However,  ten  days 
previous  to  the  onset  of  the  present  illness,  the  pa- 
tient noted  profuse  vaginal  bleeding,  associated  with 
cramps  over  the  hypogastric  region.  These  persisted 
until  death.  For  the  relief  of  these  uterine  cramps, 
the  patient  had  been  taking  capsules  containing 
pyramidon  and  codeine  sulphate  at  regular  intervals 
throughout  the  day. 

On  the  17th  of  August,  the  patient  was  taken 
with  a severe  chill,  fever,  and  inflammation  of  the 
throat.  A clinical  diagnosis  of  streptococcic  infec- 
tion of  the  throat  was  made,  and  extensive  intra- 
venous neo-prontosil  therapy  was  instituted. 

Four  days  later,  examination  of  the  throat  revealed 
marked  injection  and  ulceration  about  the  gums  and 
buccal  surfaces  of  the  mouth.  The  patient  was  im- 


mediately removed  to  the  hospital,  and  a blood  study 
at  this  time  revealed  a hemoglobin  of  70  per  cent,  red 
count  of  3,400,000,  and  a white  cell  count  of  200. 
Examination  of  the  blood  smear  revealed  a total 
absence  of  neutrophiles,  and  the  entire  slide  contained 
merely  two  lymphocytes.  The  blood  study  was  re- 
peated and  an  identical  picture  found.  The  urine 
examination  was  negative. 

The  patient  was  immediately  taken  off  all  previous 
medication,  transfused,  placed  in  an  oxygen  tent,  and 
intramuscular  injections  with  pentnucleotides  begun. 
Twelve  hours  after  admission  to  the  hospital  she 
passed  into  a comatose  state  and  died. 

In  reviewing  this  case,  it  may  be  seen  that  this 
patient  developed  agranulocytosis  following  the  use 
of  the  capsules  containing  pyramidon  and  codeine 
sulphate  for  the  relief  of  her  uterine  symptoms.  She 
later  developed  the  typical  ulcerative  lesions  of  the 
mouth  for  which  neo-prontosil  therapy  was  insti- 
tuted. From  the  final  diagnosis,  it  may  be  seen  that 
this,  no  doubt,  caused  further  destruction  of  the 
granulocytes.  A hematological  study  early  in  this 
case  would  have  led  to  the  diagnosis  of  agranulocy- 
tosis for  which  pentnucleotide  therapy  may  have  of- 
fered a chance  for  recovery.  It  may  further  be  em- 
phasized, in  conclusion,  that  hematological  studies 
should  be  done  in  all  cases  revealing  any  ulcerations 
of  the  mucous  membranes  before  any  type  of  therapy 
is  instituted. 

Lewis  Gale  Hospital. 


OCCURRENCE  OF  MULTIPLE  CASES  OF  INFANTILE  PARALYSIS 

IN  ONE  FAMILY. 

Roderic  O.  Jones,  M.D.,  D.N.B.,  C.P.H., 

Burnsville,  North  Carolina. 


Acute  anterior  poliomyelitis  occurred  in  epidemic 
form  in  Avery  County,  N.  C.,  during  July  and 
August  of  1939.  A total  of  thirteen  cases  were  re- 
ported in  a population  of  11,078.  During  this  epi- 
demic three  of  the  reported  cases  occurred  in  one 
family,  and  a first  cousin — ^living  within  two  hun- 
dred yards  of  this  family,  and  who  was  in  constant 
contact  with  the  children — developed  the  disease. 

Due  to  religious  prejudice  of  the  parents  towards 
physicians  the  cases  were  not  seen  until  very  late  in 
the  course  of  the  illness,  and  spinal  fluid  examina- 
tions were  not  made  because  the  time  interval  nulli- 


fied any  diagnostic  results  that  might  have  been  ob- 
tained. Without  adequate  clinical  observation  during 
the  illness  of  each  patient  the  case  histories  are  neces- 
sarily of  little  value,  but  the  diagnosis  in  each  case  is 
regarded  personally  as  being  quite  accurate  due  to 
the  presence  of  the  epidemic  in  the  County,  and  also 
to  the  fact  that  the  two  children  that  developed  a 
definite  paralysis  were  seen  in  the  orthopedic  clinic 
held  in  the  county  by  a recognized  specialist  and 
diagnosed  from  their  paralysis  as  cases  of  infantile 
paralysis. 

Of  the  four  cases  three  occurred  in  one  family,  a 
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brother  and  two  sisters  all  under  the  age  of  six  years. 
The  older  sister,  age  four,  developed  a definite  bi- 
lateral paralysis  of  the  quadriceps  of  both  legs,  the 
calf  muscles,  and  the  anterior  tibials.  She  is  now  in 
an  orthopedic  hospital  receiving  supportive  treatment. 
Her  brother  and  sister  both  became  ill  at  the  same 
time,  with  almost  the  same  symptoms,  that  is:  head- 
ache, fever,  anorexia,  nausea,  constipation,  and  a 
stiffness  of  the  neck  of  one  day’s  duration.  Both  were 
well  in  four  days’  time.  These  two  cases  were  re- 
ported as  abortive  attacks  of  infantile  paralysis.  The 


cousin  had  the  same  prodromal  symptoms  at  the  same 
time  of  the  others,  and  developed  a weakness  of  the 
right  biceps,  and  the  right  quadriceps  muscles,  but 
this  almost  completely  disappeared  after  three 
months. 

Meager  as  this  information  might  be,  it  neverthe- 
less seems  worthwhile  to  bring  out  the  possibility  that, 
during  epidemics,  poliomyelitis  may  attack  as  many 
as  three  children  in  one  family,  along  with  others  of 
close  blood  relationship  who  are  in  close  contact. 


A REPORT  OF  THE  STILL-BIRTH  OF  MALE  CONJOINED  TWINS, 
GESTATION  EIGHT  AND  ONE-HALF  MONTHS,  WITH 
EPIGASTRIC  ATTACHMENT  EXTENDING  FROM 
THE  THIRD  RIB  TO  THE  UMBILICUS. 


H.  C.  Padgett,  M.D., 

Roanoke,  Virginia. 


The  mother,  age  thirty,  was  five  feet  in  height  and 
weighed  ninety-two  pounds  at  the  third  month  of 
pregnancy,  the  weight  increasing  to  112  pounds  on 
day  of  delivery,  July  15,  1938.  She  has  a normal 
child,  a girl,  seven  years  of  age.  There  have  been 
no  twins  on  the  father’s  or  mother’s  side. 


Her  symptoms  were  those  of  the  normal  pregnant 
woman  except  for  an  unusual  feeling  of  fullness  at 
the  end  of  the  sternum. 


Several  examinations  were  made  externally  and 
bimanually,  but  no  distinct  fetal  heart  sounds  were 
heard,  and  diagnosis  of  twins  was  not  made  until 
after  rupture  of  the  membranes. 

After  the  membranes  ruptured  a right  foot  pre- 
sented, this  being  followed  by  the  cord.  The  cord 
was  replaced  and  another  foot  pulled  down.  This 
was  a left  foot,  but  with  the  toes  pointing  in  the 
opposite  direction.  This  was  the  first  evidence  of  the 
presence  of  twins,  but  there  was  no  evidence  of  their 
being  other  than  normal  twin  babies. 

After  considerable  manipulation  another  foot  was 
located,  this  proving  to  be  the  left  foot  of  the  first 
baby,  and  it  was  during  this  endeavor  to  bring  them 
in  position  for  delivery  that  the  body-mass  was  lo- 
cated showing  presence  of  an  abnormality  of  struc- 
ture. 

The  buttocks  of  the  first  child  were  now  delivered 
by  traction  on  both  legs,  following  which  the  left 
foot  of  the  second  baby  was  brought  down.  The  last 
leg  was  wedged  between  the  two  heads,  and  the  femur 
was  broken  in  dislodging  and  bringing  it  to  position. 

The  bodies  were  now  delivered,  the  shoulders  of 
the  first  being  pulled  through.  Placing  the  right  hand 
over  the  forehead  of  this  baby,  the  head  was  rotated 
backwards  until  extricated. 

The  other  head  was  then  easily  delivered.  There 
were  no  other  injuries  to  the  babies  with  the  excep- 
tion of  a slight  tear  in  the  axilla  of  the  first  delivered. 

The  time  of  delivery  was  twenty-six  minutes  from 
rupture  of  the  membranes,  there  being  no  lacerations. 
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The  twins  weighed  eight  and  one-half  pounds — one  a 
male,  the  other  having  no  definite  genital  formation 
macroscopically,  but  a microscopic  examination  of 
tissue  proved  that  it  also  was  a male.  There  were 
no  signs  of  anus  or  urethra  in  this  baby.  The  other, 
however,  had  normal  outlets  to  intestines  and  kid- 
neys. There  was  only  one  cord  and  placenta. 


The  delivery  was  at  home,  having  only  the  hus- 
band and  sister-in-law  as  assistants. 

ThjTOopytsin  was  used  to  relax  the  perineum,  and 
chloroform  was  the  anesthetic  of  choice. 

Permission  for  an  autopsy  was  not  granted. 

Pythian  Building. 


CASE  OF  TULAREMIA  TREATED  BY  SULFANILAMIDE. 


Henry  G.  Hadley,  M.D., 
Washington,  D.  C. 


Mrs.  K.  M.,  a white  female,  aged  twenty-nine, 
came  to  the  office  on  November  28,  1938,  with  a 
shallow  ulcer  of  the  right  index  finger  with  a greyish 
slough.  The  epitrochlear  and  axillary  glands  were 
considerably  enlarged.  The  history  was  that  of  an 
injury  of  the  finger  occurring  two  weeks  before  w'hile 
dressing  a rabbit  that  a friend  had  shot.  The  onset 
of  the  illness,  on  the  fourth  day  after  the  injury,  was 
sudden  with  a chill  and  fever  and  confinement  in 
bed  for  one  week.  This  the  patient  considered  to  be 
influenza  and  she  was  given  treatment  for  the  same 
by  an  obstetrician  friend  of  the  family. 

On  December  1,  the  the  serum  gave  a positive 
test  for  tularemia,  one  in  twenty-seven  dilution. 
Sulfanilamide  w’as  given,  thirty  grains  daily  for  one 
week,  December  4 to  8,  and  was  discontinued  tem- 


porarily because  of  a general  eruption.  The  patient 
herself  requested  further  sulfanilamide  treatment. 
This  was  started  again  as  soon  as  the  rash  had  dis- 
appeared. December  22  to  January  4 she  again  re- 
ceived thirty  grains  daily  and  the  glands  had  almost 
entirely  disappeared  on  the  last  date  when  the  finger 
lesion  had  entirely  healed. 

During  both  periods  of  administration  of  the  sul- 
fanilamide, improvement  was  noted  subjectively  and 
objectively.  During  the  period  it  was  discontinued 
the  condition  remained  relatively  stationary. 

Conclusion 

A clinical  improvement  was  noted  by  administra- 
tion of  sulfanilamide  in  a case  of  tularemia. 

1252  Sixth  Street,  S.  W. 


Miscellaneous 


“Blood  Bank”  First  in  State,  Now  in  Use  at 

Homeland  Hospital. 

“Blood  Bank,”  first  in  Virginia  and  one  of  the 
first  in  the  United  States,  is  now  in  use  at  Homeland 
Hospital  in  Marion. 

By  a new  process,  developed  last  year  by  Dr. 
Charles  Elliott  of  Salisbury,  N.  C.,  human  blood  is 
kept  indefinitely  for  transfusion  purposes,  ready  for 
any  emergency. 

Until  the  Elliott  process  was  developed,  transfu- 
sions had  to  be  made  directly  from  blood  donor  to 
patient  or,  by  use  of  a sterile  flask,  a period  of  per- 
haps five  minutes  might  elapse  between  withdrawal 
and  insertion  of  blood.  In  all  cases  a donor  with 
the  right  type  of  blood — and  there  are  four  separate 
types — had  to  be  present  before  a transfusion  treat- 
ment could  be  given.  Sometimes,  as  in  the  ca.se  of 


the  rare  No.  2 type  blood  it  took  a considerable  time 
to  locate  a donor. 

All  that  is  done  away  with  by  the  Elliott  process. 
Transfusions  can  be  given  anywhere,  and  at  any 
time. 

In  the  new  process,  blood  is  withdrawn  from  a 
healthy  donor  into  a sterile  vacuum  flask  known  as 
a vocuoliter.  The  withdrawal  is  done  through  a tube 
and  needle  thrust  through  rubber  capped  sealed  top 
of  the  flask  and  no  air  comes  in  contact  with  the 
blood.  This  blood,  know’n  as  whole  blood,  can  be 
kept  for  four  days,  ready  for  use,  when  stored  in  a 
temperature  of  about  65  degrees  F. 

If  the  blood  is  not  used  within  four  days,  at  the 
end  of  that  period  it  is  withdrawn  from  the  vac- 
uoliter  into  a sterile  bottle.  It  can  no  longer  be 
stored  as  red  blood  cells  will  break  down. 
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The  sterile  bottle  of  blood  is  placed  in  a highspeed 
electrically  driven  centrifuge  and  revolved  at  6,500 
revolutions  per  minute  for  a period  of  thirty  minutes. 
Centrifical  force  throws  the  red  blood  cells  to  the 
bottom  of  the  bottle,  leaving  a liquid,  known  as 
plasma. 

Plasma,  a straw  colored  liquid,  contains  all  the 
elements  of  blood  except  the  red  cells.  It  is  equally 
effective  in  blood  transfusions,  containing,  as  it 
does,  all  the  blood  protein  elements. 

Plasma,  siphoned  off  into  another  vacuum  sealed 
vacuoliter,  may  be  stored  at  room  temperature  and 
kept  indefinitely,  ready  for  any  emergency  demand- 
ing blood  replacement. 

“It  will  mean  a tremendous  lot  to  first  aid  stations 
along  highways,  and  in  war  surgery,”  Dr.  J.  Stuart 
Staley  of  Homeland  Hospital  points  out.  At  the 
present  time  Dr.  Elliott  is  in  England,  giving  his 
process  to  the  British  army  medical  corps  for  use  on 
the  battle  fields  of  Erance. 

The  banking  angle  in  the  storage  of  blood  comes 
in  this  way: 

In  all  cases  in  which  blood  is  given,  some  mem- 
ber of  the  patient’s  family  is  asked  to  donate  a cor- 
responding amount  of  blood  to  the  hospital  supply. 
As  each  donation  equals  the  amount  withdrawn,  a 
constant  supply  of  blood  is  maintained  in  the 
“bank.” 

The  “blood  bank”  technique  at  Homeland  Hos- 
pital has  been  developed  by  Dr.  Clara  King  Dickin- 
son, staff  technician.  So  far  as  is  known,  she  is  the 
first  woman  in  America  to  master  the  process  and 
successfully  apply  it.  She  got  her  instruction  in  the 
process  from  Dr.  Elliott  himself  at  his  Salisburg 
laboratory. 

—The  Marion  “Democrat” . 

Survey  of  Nursing  Facilities  for  Pneumonia 

in  Virginia. 

At  the  request  of  the  Medical  Society  of  Virginia, 
a Committee  on  Pneumonia  Control  was  appointed 
by  the  Graduate  Nurses’  Association  in  Virginia  to 
assist  in  the  campaign  against  pneumonia  in  co- 
operation with  Dr.  Wyndham  Blanton,  chainnan  of 
the  Pneumonia  Control  Commission  of  the  Medical 
Society. 

As  part  of  the  work  of  this  committee,  in  May, 
1939,  under  the  chairmanship  of  Miss  Katherine 
Gary,  a questionnaire  regarding  the  facilities  avail- 


able for  pneumonia  patients  in  the  indigent  and  the 
low  income  groups  during  the  year  1938  was  sent 
to  135  public  health  nurses  throughout  the  State. 

Ninety-six  of  these  questionnaires  were  not  heard 
from  at  all;  twenty-three  were  returned  with  such 
comments  as  “away  at  school”,  “ill  during  winter”, 
“tuberculosis  nurse”,  “school  nurse”,  or  “not  giving 
bedside  care,”;  the  remaining  sixteen  were  returned 
with  the  information  requested. 

The  compiled  results  of  these  sixteen  question- 
naires showed  that  in  these  services  there  were  a 
total  of: 

1.  399  patients  with  pneumonia  under  observation. 

241  were  children. 

88  were  adults. 

36  men 
52  women 
70  no  information. 

2.  263  lived  in  urban  communities. 

79  lived  in  rural  areas. 

57  no  information. 

3.  25  were  financially  able  to  provide  nursing  care. 

4.  3 were  under  full-time  care  of  graduate  nurse. 

12  were  under  care  of  a graduate  nurse  during  night. 

7 were  under  full-time  care  of  practical  nurse. 

1 was  under  care  of  practical  nurse  at  night  only. 
315  were  cared  for  by  the  family. 

61  no  information. 

5.  11  nurses  reported  graduate  private  duty  nurses  were 

available. 

5 no  information. 

6.  29  patients  received  pneumonia  serum. 

40  patients  were  financially  unable  to  provide  serum. 
330  no  information. 

7.  9 nurses  reported  they  had  sufficient  time  to  do  ade- 

quate health  teaching  in  the  homes. 

4 did  not  have  time. 

3 no  answer. 

9 nurses  were  called  upon  to  give  nursing  care. 

4 were  not  called  upon  to  give  nursing  care. 

3 no  answer. 

The  following  suggestions  were  made  as  to  how  the 
indigent  pneumonia  patient  might . receive  adequate 
nursing  care: 

1.  Hospitalization  of  patients. 

2.  Typing  stations  established  throughout  the 
State. 

3.  State  to  make  appropriation  sufficient  for  serum 
at  lower  cost  than  now  sold,  and  free  for  the  indigent. 

4.  Hospital  insurance  in  the  county  for  families 
who  are  able  to  support  it. 


1940] 


Virginia  Medical  Monthly 


117 


5.  Appeal  to  nurses  to  volunteer  services  during 
crises,  or  one  or  two  days  during  serum  reaction  free. 
If  on  a case  they  should  be  excused. 

6.  Patients  to  be  cared  for  by  city  physician  from 
health  department. 

7.  Have  county  physicians  report  all  pneumonia 
cases  to  the  public  health  nurse. 

8.  Education  of  the  family  and  of  the  public  re- 
garding the  value  of  modem  treatment  and  nursing 
care  of  the  pneumonia  patient. 

Comment : One  agency  suggested  that  such  a 

questionnaire  should  be  sent  out  in  advance  of  the 
period  which  the  study  covers  rather  than  at  the  close 
of  the  period,  since  records  are  not  set  up  to  cover 
the  information  requested,  and  time  and  personnel 
are  not  available  to  go  over  the  records  for  the  year, 
select  all  cases  diagnosed  pneumonia,  draw'  them 
from  the  files,  study  them  and  compile  the  results. 

C.  E.  Hahn,  Chairman. 

Addenda  to  Minutes  of  Society. 

•At  the  annual  meeting  of  the  Medical  Society  of 
Virginia  in  Richmond,  last  October,  Dr.  Robertson, 
president,  authorized  the  sending  of  a cable,  w'hich 
we  publish  with  acknowledgement: 

Richmond,  Va. 

October  4,  1939. 

Miss  Anna  Freud, 

20,  Maresfield  Gardens, 

London,  N.W.  3,  England. 

The  Medical  Society  of  Virginia  in  annual  session  ex- 
presses its  appreciation  of  the  life  of  Dr.  Sigmund  Freud 
in  his  unceasing  devotion  to  attempt  to  give  meaning 
and  majesty  to  human  behavior  and  we  beg  to  proffer 
you  our  condolences  in  death  of  your  distinguished  and 
heroic  father. 

Alex.  F.  Robertson,  Jr., 

President. 


London,  N.W.  3. 
November  9,  1939. 

The  Medical  Society  of  Virginia, 

Richmond,  Virginia. 

My  dear  Dr.  Robertson: 

I thank  you  very  warmly  for  your  cable  that  expressed 
your  Society’s  condolences  at  the  occasion  of  my  father’s 
death.  I am  glad  to  know  that  your  Society  also  thought 
so  highly  of  him. 

Gratefully  yours, 

Anne  Freud. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D. 

State  Health  Commissioner  of  Virginia 

The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  Decem- 
ber, 1939,  compared  with  the  same  month  in  1938, 
follows : 

1939  1938 


Typhoid  and  Paratyphoid  Fever 23  13 

Diphtheria 178  218 

Scarlet  Fever 230  194 

Measles  84  173 

Meningitis 1 9 

Poliomyelitis  3 3 

Rocky  Mountain  Spotted  Fever 3 2 

Typhus  Fever  0 2 

Undulant  Fever 1 4 

Tularaemia 17  73 


Infant  Mortality 

Mortality  in  the  first  year  of  life  has  been  con- 
siderably reduced  in  Virginia  during  the  past  fifteen 
years.  In  the  age  group  from  the  second  to  the 
twelfth  month  the  reduction  has  been  marked.  This 
record  is  comparable  to  that  of  the  United  States  at 
large.  On  the  other  hand,  deaths  in  the  first  month 
of  life  have  been  influenced  but  slightly. 

Problems  concerning  the  critical  first  month  now 
are  receiving  careful,  as  well  as  intensive,  study  in 
Virginia  in  the  hope  that  an  appreciable  reduction  of 
neonatal  mortality  may  be  achieved. 

In  1938,  of  every  thousand  babies  born  alive, 
sixty-six  did  not  reach  their  first  birthday.  Slightly 
more  than  one-half  of  those  dying  during  the  first 
year  of  life  succumbed  during  the  first  month,  rep- 
resenting a rate  of  36.2  per  thousand  live  births. 

An  analysis  of  the  causes  of  death  of  infants  under 
one  year  of  age  shows  that  S3  per  cent  are  due  to 
prenatal  and  natal  factors.  Premature  birth,  birth 
injury,  congenital  malformations,  and  syphilis  are 
prominent  causal  factors.  Of  these,  prematurity  is 
responsible  for  many  of  these  fatalities,  the  more  fre- 
quent complications  observed  being  toxemia,  placenta 
previa,  syphilis,  and  other  conditions  of  the  mother. 

The  need  for  close  medical  supervision  of  the 
mother  during  the  prenatal  period,  adequate  care  at 
delivery,  and  a reasonable  opportunity  for  physicians 
to  render  essential  services  both  to  mother  and  baby 
during  the  neonatal  and  postpartum  periods  is  evi- 
dent. 

A fair  proportion  of  the  major  difficulties  ex- 
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perienced  in  attempting  to  reduce  infant  deaths  arises 
from  the  lack  of  a widespread  application  of  avail- 
able knowledge  by  the  laity  rather  than  from  a lack 
of  scientific  measures  and  professional  skill. 

To  impress  this  fact  upon  the  general  public  in 
such  a way  that  physicians  will  more  readily  be 
given  opportunity  to  apply  their  knowledge,  is  a 
challenge  both  to  the  medical  profession  and  public 
health  officials.  Upon  the  success  of  their  efforts 
largely  depends  future  progress  in  the  reduction  not 
only  of  deaths  during  the  first  month  of  life,  but  of 
infant  mortality  as  a whole. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Henry  A.  Latane,  Alexandria. 
President-Elect — Mrs.  Griffin  Holland,  Eastville. 
Recording  Secretary — Mrs.  T.  N.  Hunnicutt,  Newport 
News. 

Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 
Parliamentarian — Mrs.  Joseph  Bear,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 


The  Petersburg  Medical  Auxiliary 

Was  entertained  at  its  November  meeting  in  the 
home  of  Mrs.  Meade  Edmunds.  There  was  an  un- 
usually large  attendance,  including  two  new  mem- 
bers. Mrs.  W.  B.  Mcllwaine,  the  newly  elected  Presi- 
dent, presided  for  the  first  time,  and  plans  for  the 
year’s  work,  with  special  emphasis  on  the  annual 
hospital  linen  shower  and  the  rummage  sale,  were 
discussed.  Technical  papers  were  read  by  Mrs. 
Munford  Yates  and  Mrs.  George  Reese,  after  which 
tea  was  served  by  the  hostess. 

Martha  A.  Wright, 

(Mrs.  Fletcher  J.  Wright,  Jr.) 

Publicity  Chairman. 

The  Auxiliary  to  the  Mid-Tidewater  Medical 
Society 

Met  in  October  at  the  home  of  Mrs.  E.  L.  W. 
Ferry  of  Miller’s  Tavern.  The  program  for  the  com- 
ing year  was  planned  with  each  committee  chairman 
in  charge  of  a program;  Health  and  Hygeia — Mrs. 
Cox  and  Mrs.  Harris;  Public  Relations — Mrs. 
Gwathmey  and  Mrs.  Smith;  Doctors’  Day  Program 
— Mrs.  Pearson  and  Mrs.  Campbell. 


The  annual  election  of  officers  was  held  and  the 
following  named;  President,  Mrs.  Hawes  Campbell; 
vice-presidents,  Mrs.  Horace  Hoskins,  and  Mrs. 
Warner  Lewis;  secretary-treasurer,  Mrs.  Malcolm 
Harris;  historian,  Mrs.  Horace  Hoskins;  program 
and  Hygeia  chairman,  Mrs.  Seldon  Cox;  Publicity, 
Mrs.  Warner  Lewis;  and  Membership,  Mrs.  R.  D. 
Bates. 

Elizabeth  S.  Harris, 

(Mrs.  Malcolm  Harris) 

Secretary. 

Norfolk  Auxiliary. 

The  Auxiliary  to  the  Norfolk  County  Medical  So- 
ciety has  made  plans  for  a card  party  and  fashion 
show  on  January  24,  at  the  Town  Club.  Many  at- 
tractive door  prizes  will  be  given  and  several  debu- 
tantes will  model  the  new  spring  fashions.  The  Aux- 
iliary has  a party  each  year  to  raise  money  to  main- 
tain a patient  in  the  Tidewater  Memorial  Hospital 
and  to  contribute  to  other  charities  as  well.  Mrs. 
H.  W.  Rogers  is  president. 

Eugenia  H.  Jones, 

Publicity  Chairman. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 
Abbott  Laboratories 

Sterile  Solution  Thiamin  Chloride — Abbott,  250  mg., 
5 cc.  Bottle. 

Sterile  Isotonic  Solution  Thiamin  Chloride — Abbott,  100’ 
mg.,  10  cc.  Bottle. 

Tablets  Thiamin  Chloride — Abbott,  6 mg. 

Eli  Lilly  and  Company 

Combined  Diphtheria  Toxoid — Tetanus  Toxoid,  Alum 
Precipitated,  two  1 cc.  vials  package. 

Combined  Diphtheria  Toxoid — Tetanus  Toxoid,  Alum 
Precipitated,  one  10  cc.,  vial  package. 

Sobisminol  Mass — Lilly 

Pulvules  Sobisminol  Mass — Lilly 
Sobisminol  Solution — Lilly 

Sobisminol  Solution — Lilly,  Ampoules  1 cc. 
Sobisminol  Solution — Lilly,  Ampoules  2 cc. 

Sobisminol  Solution — Lilly,  Ampoules  50  cc. 

E.  R.  Squibb  & Sons 

Sobisminol  Mass — Squibb 

Sobisminol  Mass — Squibb  Capsules 
Sobisminol  Solution — Squibb 
Sobisminol  Solution — Squibb,  Ampoules  1 cc. 
Sobisminol  Solution — Squibb,  Ampoules  2 cc. 
Sobisminol  Solution — Squibb,  Ampoules  50  cc. 
Epinephrine  in  Oil — Squibb. 
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New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Nonofficial 
Remedies; 

Luminal-Sodium  Tablets,  1 grain. — Each  tablet  contains 
luminal  sodium  (New  and  Nonofficial  Remedies,  1939, 
p.  126)  1 grain.  Winthrop  Chemical  Co.,  Inc.,  New  York. 

Sobisminol  Mass. — A complex  organic  bismuth  product 
the  chemical  nature  of  which  has  not  been  fully  estab- 
lished. It  is  obtained  by  the  interaction  of  sodium  bis- 
muthate,  /r/isopropanolamine  and  propylene  glycol.  It 
contains  between  19.25  and  20.25  per  cent  of  bismuth. 
Sobisminol  mass  is  proposed  in  the  oral  treatment  of 
syphilis.  It  is  particularly  indicated  for  those  patients 
unable  to  undergo  intramuscular  bismuth  therapy  and  to 
supplant  therapy  by  that  route  for  patients  compelled  for 
a time  to  be  out  of  contact  with  their  physician.  Again 
it  may  be  indicated  in  certain  other  types  of  syphilis, 
e.  g.,  congenital  and  latent  syphilis.  It  is  too  dangerous 
a drug  to  be  employed  by  the  patient  without  the  careful 
supervision  and  direction  of  his  physician,  and  it  is  sold 
only  on  prescription.  In  the  first  few  days  of  therapy 
the  patient  should  be  carefully  supervised  and  later 
watched  for  evidence  of  gastrointestinal  upsets  and  of 
bismuth  intoxication. 

Sobisminol  Mass — Lilly. — A brand  of  sobisminol  mass — 
N.N.R.  It  is  supplied  in  the  form  of  capsules.  Each 
capsule  contains  0.75  Gm.  of  sobisminol  mass  represent- 
ing 150  mg.  of  bismuth  as  an  organic  bismuth  compound. 
Eli  Lilly  and  Company,  Indianapolis,  Ind. 

Sobisminol  Mass — Squibb. — A brand  of  sobisminol  mass 
— N.N.R.  It  is  supplied  in  the  form  of  capsules.  Each 
capsule  contains  0.75  Gm.  of  sobisminol  mass  represent- 
ing 150  mg.  of  bismuth  as  an  organic  bismuth  compound. 
E.  R.  Squibb  & Sons,  New  York. 

Sobisminol  Solution. — A solution  containing  a complex 
organic  bismuth  product  the  chemical  nature  of  which 
has  not  been  fully  established.  It  is  obtained  by  dissolv- 
ing the  products  of  the  interaction  of  sodium  bismuthate, 
/riisopropanolamine  and  propylene  glycol  in  a mixture  of 
propylene  glycol  and  water.  Each  cubic  centimeter  of  the 
solution  contains  between  19.5  and  20.5  mg.  of  bismuth 
and  0.5  cc.  of  propylene  glycol.  Sobisminol  solution  is 
proposed  in  the  treatment  of  all  types  of  syphilis  and  is 
claimed  to  be  free  from  unusual  discomfort  when  used  by 
the  intramuscular  injection  route. 

Sobisminol  Solution — Lilly. — A brand  of  sobisminol  so- 
lution— N.N.R.  It  is  supplied  in  1 cc.,  2 cc.  and  50  cc. 
ampoules.  Eli  Lilly  and  Company,  Indianapolis,  Ind. 

Ferrous  Sulfate,  Desiccated. — Exsiccated  Ferrous  Sul- 
fate.— Dried  Ferrous  Sulfate. — “Exsiccated  Ferrous  Sul- 
fate contains  the  equivalent  of  not  less  than  80  per  cent 
of  anhydrous  ferrous  sulfate  [FeSO^].” — U.S.P.  X.  The 
product  is  generally  administered  for  the  purpose  of  in- 
creasing the  hemoglobin  of  the  blood.  It  was  formerly 
official  in  the  U.S.P.  X but  was  omitted  from  the  U.S.P. 
XI.  Its  advantages  over  the  official  hydrous  preparation 
are  its  physical  properties  (the  hydrated  material  is  diffi- 


cult to  capsulate).  It  is  supplied  in  the  form  of  capsules 
0.33  Gm.  (5  grains).  Lederle  Laboratories,  Inc.,  Pearl 
River,  N.  Y. 

Mead’s  Mineral  Oil  with  Malt  Syrup. — An  emulsion  of 
white  mineral  oil,  50  cc.,  with  acacia  and  gum  tragacanth, 
dispersed  in  malt  syrup.  The  percentage  by  weight  com- 
position of  the  emulsion  is  as  follows;  Malt  syrup  (78 
per  cent  solid)  54  per  cent,  mineral  oil  38  per  cent,  water 
5.5 ‘per  cent,  alcohol  1.4  per  cent,  acacia  1 per  cent  and 
gum  tragacanth  0.1  per  cent.  Mead  Johnson  & Company, 
Evansville,  Ind.  (J.  A.  M.  A.,  December  23,  1939,  p. 
2320.) 

Propaganda  for  Reform 

Oral  Bismuth  Therapy  in  Syphilis. — Now,  for  the  first 
time,  appears  a metallic  preparation  which  seems  to  be 
useful  when  administered  orally  for  the  treatment  of 
syphilis.  This  form  of  therapy  is  certainly  not  advisable 
except  for  intelligent,  cooperative  patients.  It  is  essential 
that  the  patient  take  the  medication  regularly,  as  directed 
by  the  physician,  or  that  the  physician  insist  on  the  in- 
tramuscular route  for  therapy  for  uncooperative  patients. 
There  are,  of  course,  certain  instances  in  which  the  oral 
route  of  medication  would  be  a valuable  adjunct  in  syph- 
ilis therapy.  It  can  be  used  with  caution  for  those  in- 
dividuals whose  business  or  profession  necessitates  oc- 
casional absences  from  the  physician’s  supervision.  It 
should  prove  useful  for  those  rare  persons  who  have  un- 
usual difficulty  in  taking  intramuscular  injections  because 
of  resultant  pain  and  induration  of  the  muscles.  It  is 
also  possible  that  in  selected  cases  of  congenital  syphilis 
and  in  some  cases  of  cardiovascular  and  latent  syphilis 
the  oral  route  of  medication  would  be  distinctly  useful. 
In  the  course  of  experiments  on  the  utilization  of  sodium 
bismuthate  in  antisyphilitic  therapy,  Hanzlik,  at  Stanford 
University,  evolved  preparations  resulting  from  the  inter- 
action of  sodium  bismuthate,  tri-isopropanolamine  and 
propylene  glycol,  known  as  sobisminol  mass  and  sobis- 
minol solution.  These  products  have  been  before  the 
Council  on  Pharmacy  and  Chemistry  for  approximately 
three  years,  a period  which  was  necessary  for  the  ac- 
cumulation and  proper  evaluation  of  evidence  for  the 
efficacy  of  the  orally  administered  product.  These  prod- 
ucts, as  well  as  various  marketed  brands,  have  now  been 
accepted  by  the  Council.  According  to  agreements  be- 
tween the  board  of  trustees  of  Stanford  University  and 
each  of  the  three  firms  already  licensed  to  manufacture 
the  product,  every  legal  effort  is  being  made  to  prevent 
the  sale  of  capsules  of  sobisminol  mass  to  the  public  other 
than  on  or  by  the  prescription  of  the  physician.  Distri- 
bution of  such  a product  to  the  public  would  obviously 
result  in  inadequate  treatment  of  unrecorded  and  uncon- 
trolled cases  and  thus  would  become  a serious  menace 
both  to  the  individual  and  to  the  public  health.  Lastly  it 
is  pointed  out  that  oral  administration  of  bismuth  com- 
pounds is  not  intended  to  replace  the  generally  accepted 
use  of  bismuth  preparations  intramuscularly,  except  where 
special  conditions  prevail.  (7.  A,  M.  A.,  December  16, 
1939,  p.  2240.) 
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Book  Announcements 

Treatment  by  Diet.  By  CLIFFORD  J.  BARBORKA, 
B.S.,  M.S.,  M.D.,  D.Sc.,  F.A.C.P.,  Department  of 
Medicine,  Northwestern  University  Medical  School, 
Chicago;  Formerly  Consulting  Physician,  Mayo 
Clinic.  Fourth  Edition,  Revised.  J.  B.  Lippincott 
Company.  Philadelphia.  1939.  Octavo  of  642 
pages.  Illustrated.  Cloth.  Price,  $5.00. 

This  diet  reference  volume  has  been  brought  up 
to  date  in  the  changing  world  of  dietetics.  In  the 
vanguard  of  progress  are  the  vitamins.  The  author 
has  well  summarized  present  knowledge  including 
theoretical  daily  requirements  given  by  many  differ- 
ent authorities. 

His  arrangement  of  the  diet  lists  throughout  make 
for  easy  understanding  and  practicability  even  for 
the  lay  reader.  In  each  diet  list  not  only  are  the 
classes  of  foods  and  a 24-hour  list  given,  but  a 
sample  menu  for  all  three  meals,  with  household 
measure  and  weight  in  grams  in  such  arrangement 
that  no  mistake  can  be  made  in  following  it.  Photo- 
graphs of  portions,  that  indescribable  measure  of  all 
diet  lists,  help  to  give  that  term  true  definition. 

The  author  adheres  to  the  wid-westem  practice 
of  using  relatively  high  fat  content  of  diets  for  dia- 
betics for  which  he  has  listed  some  29  diets.  A par- 
ticularly helpful  list  is  one  compiled  for  diabetes 
complicated  by  peptic  ulcer.  The  obesity  diets  are 
well  constructed  and  simple. 

The  section  on  nephritis  is  scientifically  well 
planned  but  practically  it  appears  too  unnecessarily 
complicated.  Sixty-six  pages  are  devoted  to  this 
disease,  14  pages  are  devoted  to  diet  in  pernicious 
anemia,  11  pages  to  diet  in  secondary  anemia  both 
of  which  seem  superfluous  in  light  of  potent  liver 
and  iron  therapy. 

The  appendix  contains  useful  recipes  and  food 
tables. 

In  summary,  we  may  say  that  this  book  is  a val- 
uable diet  reference  for  the  hospital  and  general 
practitioner.  Although  slightly  pedantic  in  parts,  on 
the  whole  it  is  useful  and  practical. 

John  P.  Lynch,  M.D. 

Obstetrical  Practice.  By  ALFRED  C.  BECK,  M.D., 
Professor  of  Obstetrics  and  Gynecology,  Long 
Island  College  of  Medicine;  Obstetrician  and  Gyn- 
ecologist-in-Chief,  Long  Island  College  Hospital, 
Brooklyn.  Second  Edition.  Baltimore.  The  Wil- 
liams and  Wilkins  Company.  1939.  Octavo  of  xii- 
858  pages.  More  than  One  Thousand  Illustrations. 
Cloth.  Price,  $7.00. 

This  textbook  of  obstetrics,  which  is  already  being 
used  by  a number  of  medical  schools  in  this  country. 


seems  to  be  a most  excellent  one,  especially  for  the 
medical  student  and  intern.  It  is  also  excellent  for 
the  general  practitioner  and  obstetrician  both  as  a 
textbook  and  as  a reference  book. 

The  style  is  excellent.  The  entire  book  is  written 
in  more  or  less  of  an  outline  form,  as  concise  as 
possible,  yet  complete  and  unmistakable.  Through- 
out the  entire  book  the  more  important  statements 
are  in  heavier  type.  One  does  not  find  page  after 
page  of  unnecessary  and  uninteresting  discussions 
frequently  seen  in  some  of  the  more  widely  used  text- 
books. 

At  the  same  time,  the  volume  is  a veritable  atlas  of 
obstetrical  practice.  1,100  drawings  illuminate  the 
subject  beyond  all  possibility  of  misunderstanding. 
A series  of  illustrations  eliminates  lengthy  discus- 
sions. The  illustrations  on  version,  breech  extraction, 
management  of  occiput  posterior  positions,  on  forcep 
application  and  deliveries,  perineorrhaphies,  and  the 
technique  of  many  other  operative  procedures,  along 
with  a brief  description  of  the  technique,  including 
proper  suture  material,  etc.,  makes  the  book  well 
worth  while  for  the  student  and  intern. 

Nearly  all  of  the  information  and  discussion  of 
the  various  problems  seem  in  keeping  with  the  gen- 
erally accepted  views.  The  entire  book  seems  well 
up  to  date  and  very  complete.  W.  C.  Winn. 

Cancer  Handbook.  Of  The  Tumor  Clinic  Stanford 
University  School  of  Medicine.  Edited  by  ERIC 
LILJENCRANTZ,  M.D.,  Chief  of  Tumor  Clinic, 
Stanford  University  School  of  Medicine;  Consul- 
tant in  Neoplastic  Disease,  U.  S.  Naval  Hospital, 
Mare  Island  and  U.S.  Marine  Hospital,  San  Fran- 
cisco. Stanford  University  Press.  California.  1939. 
Octavo  of  114  pages.  Illustrated.  Cloth.  Price, 
$3.00. 

The  handbook  opens  with  a concise  statement  of 
the  cancer  problems  (Chapter  1),  briefly  emphasiz- 
ing the  important  facts  concerning  ever-increasing 
incidents,  the  more  common  types  of  this  group  of 
diseases,  the  intrinsic  and  extrinsic  etiological  factors 
in  carciogenesis,  the  general  methods  of  the  spread  of 
cancer,  disposition  of  metastases  and  a short  discus- 
sion of  the  differential  diagnosis  of  cancer,  clinical 
and  by  biopsy.  Chapter  2 is  a short  but  very  clear 
and  well  written  discourse  on  the  principles  of  radia- 
tion therapy  including  tables  on  relative  sensitivity 
of  tumors,  the  effects  of  different  qualities  of  radia- 
tion and  a short  explanation  of  the  probable  mechan- 
ism of  the  effects  of  radiation  on  tissue  cells  so  far 
as  our  knowledge  goes  at  the  present  time.  The  re- 
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mainder  of  the  chapters  (3  to  12  inclusive)  deal  with 
various  types  of  cancer  classification  by  anatomical 
location:  cancer  of  the  lip,  eye,  and  skin;  cancer  of 
the  oropharynx;  cancer  of  the  gastro-intestinal  tract; 
g)mecological  cancer;  genito-urinar}’  cancer;  leu- 
kemias and  hinphoblastomas  of  the  central  nervous 
system;  and  bone  tumors.  The  bibliography  refers 
the  reader  to  many  widely  accepted  and  authorita- 
tive books  and  articles  by  leading  scientists  and  prac- 
titioners in  the  field  of  cancer.  This  bibliography  is 
by  no  means  exhaustive,  listing  only  115  contribu- 
tions but  these  have  been  very  carefully  selected  and 
are  to  be  recommended  for  further  reading  and  refer- 
ence in  conjunction  with  use  of  this  handbook. 

A few  debatable  opinions  are  stated  but  usually  as 
opinions  of  the  author.  For  instance,  on  page  18 
there  is  stated  that  “practically  the  radioresistance  of 
a living  structure  is  limited  pretty  closely  to  the 
radioresistance  of  its  circulation.”  Mucoid  carcinoma 
of  the  intestine  is  listed  as  a radiosensitive  tumor. 
L}-mphocytes  are  stated  to  be  the  most  radiosensitive 
of  all  cells.  Again,  it  is  stated  that  the  use  of  radia- 
tion is  not  likely  to  improve  the  results  obtained  by 
complete  competent  surgery  in  the  group  of  stage  I 
carcinomas  of  the  breast.  Such  facts,  of  course,  are 
matters  of  opinion  and  probably  should  not  be  flatly 
stated  to  the  student  or  pratticing  physician  who  is 
not  particularly  trained  in  this  field. 

On  the  other  hand,  the  author  emphasizes  many 
important  and  not  very  widely  known  facts  and 
fundamental  principles  concerning  these  diseases 
such  as  emphasizing  on  the  patient’s  general  com- 
fort, on  minimizing  pain  in  biopsy  and  therapeutic 
procedures,  on  the  treatment  of  post-irradiation  nau- 
sea, as  well  as  urging  caution  in  such  significant  and 
probably  far-reaching  procedures  as  palpation  of 
metastatic  nodules  and  primary  lesions.  He  decries 
delay  in  instituting  therapy  in  any  case  and  con- 
tinually reiterates  the  importance  of  early  diagnosis 
and  immediate  radical  treatment  by  whatever  ac- 
cepted method  that  is  chosen.  Each  chapter  is  well 
organized  and  in  general  shows  a definite  system, 
starting  with  short  incidents,  continuing  with  the 
differential  clinical  diagnosis  and  characteristics, 
the  clinical  classification  by  stages  which  are  well  de- 
fined in  each  instance  and  this  is  followed  by  a 
statement  of  accepted  methods  of  treatment  for  each 
stage  of  the  disease,  occasionally  briefly  stating  the 
results  in  their  own  tumor  clinic  on  a long  series  of 


cases.  Each  chapter  ends  with  a note  on  the  factors 
to  be  considered  in  prognosis. 

Without  reservation  this  handbook  can  be  highly 
recommended  to  every  physician  and  certainly  should 
be  familiar  to  every  senior  medical  student  and  in- 
terne. G.  Z.  W. 

Asthma.  By  FRANK  COKE,  F.R.C.S.  With  the  Col- 
laboration of  HARRY  COKE,  M.R.C.S.,  L.R.C.P. 
Honorary  Physician,  Charterhouse  Rheumatism 
Clinic.  Second  Edition,  Fully  Revised,  and  Illus- 
trated. The  Williams  and  Wilkins  Company.  Balti- 
more. 1939.  Octavo  of  xii-266  pages.  Cloth.  Price, 
$4.00. 

This  is  the  second  edition  of  a small  book  on 
asthma  first  published  sixteen  years  ago.  It  is  an 
English  book  and  the  American  reader  is  quick  to 
sense  theories  and  methods  foreign  to  his  own. 
There  are  two  noticeable  points  of  emphasis  in  this 
edition.  Unusual  prominence  is  given  to  aspirin 
sensitivity.  It  is  said  that  more  than  2 per  cent  of 
asthmatic  patients  fall  into  such  a group.  Definite 
clinical  characteristics  are  claimed  for  those  exhibit- 
ing this  type  of  allergy,  and  a specific  therapy  is 
recommended.  The  author  devotes  a considerable 
number  of  pages  to  “the  general  technique  and  bio- 
chemical rationale  of  the  so-called  differential  sedi- 
mentation test.”  In  fact  he  organizes  his  book  on  the 
basis  of  three  types  of  asthma  said  to  be  disclosed 
by  this  test.  The  book  is  hardly  large  enough  to 
serve  as  a clinical  handbook.  It  might  serve  some 
useful  purpose  in  medical  teaching. 

W.  B.  B. 

The  Vitamins.  A Symposium  Arranged  Under  the 
Auspices  of  the  Council  on  Pharmacy  and  Chem- 
istry and  the  Council  on  Foods  of  the  American 
Medical  Association.  Imitation  leather.  Price, 
$1.50  postpaid,  pp.  637.  Chicago:  American  Medi- 
cal Association,  1939. 

So  much  information  has  become  available  about 
the  vitamins,  that  it  is  difficult  even  for  experts  to 
keep  up  with  the  literature.  The  present  volume  is 
a welcome  compendium  of  authoritative  information 
about  these  accessory  food  factors.  There  are  dis- 
cussions of  the  chemistry,  physiology,  pathology, 
pharmacology  and  therapeutics,  methods  of  assay, 
food  sources  and  human  requirements  of  each  of  the 
important  vitamins.  The  volume  is  composed  of 
thirty-one  chapters  written  by  experts,  and  is  pub- 
lished under  the  auspices  of  the  Council  on  Phar- 
macy and  Chemistry  and  the  Council  on  Foods  of 
the  American  Medical  Association. 

This  book  should  prove  to  be  an  indispensable 
volume  for  the  library  of  every  physician. 
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1820-1940. 

On  December  IS,  1820,  a group  of  doctors  from 
Manchester  and  Richmond  organized  the  Medical 
Society  of  Virginia.  In  January  of  the  next  year 
James  McClurg  was  elected  its  first  president.  On 
January  2,  1824,  the  Medical  Society  of  Virginia 
was  chartered.  Soon  afterwards  for  reasons  now  un- 
known it  ceased  to  function:  On  December  27,  1841, 
the  Society  was  revived  at  a meeting  held  in  the 
offices  of  Dr.  Thomas  Nelson  of  Richmond.  There- 
after an  increasing  number  of  physicians  from  the 
State  at  large  identified  themselves  with  the  Society. 
Between  1851  and  1853  the  records  disclose  among 
the  members  Drs.  Houston  of  Wheeling,  Shelton  of 
Powhatan,  Archer  of  Henrico,  Powell  of  Middleboro, 
Tatum  of  Chesterfield,  Wellford  of  Fredericksburg, 
Atkinson  of  Danville  and  Worsham  of  Dinwiddle. 
In  1852  many  county  medical  societies  were  organ- 
ized and  the  same  year  sent  delegates  to  a State 
medical  convention  at  which  Dr.  Beverley  R.  Well- 
ford  of  Fredericksburg  was  elected  president.  In 
1859  the  Society  again  lapsed  into  silence  and  in- 
action to  be  finally  revived  in  1870.  It  is  the  time  of 
this  last  reorganization  that  until  now  has  been  re- 
garded as  the  date  of  the  founding  of  the  Society. 
The  Council  at  a recent  meeting,  after  reviewing  all 
the  facts,  decided  that  the  original  birthday,  Decem- 
ber 15,  1820,  and  not  the  1870  reorganization,  was 
the  proper  time  from  which  to  claim  existence,  and 


directed  that  the  seal  and  stationery  of  the  Society  be 
changed  to  accord  with  its  action. 

In  the  Balance. 

The  institutional  care  of  the  insane  in  America 
began  in  Virginia.  We  are  proud  of  that. 

Ten  thousand  mental  patients  are  now  housed  in 
our  various  State  operated  hospitals.  How  well  they 
are  fed,  domiciled,  diagnosed  and  treated  was  the 
subject  of  a recent  investigation  by  the  Mental  Hospi- 
tal Survey  Committee.  It  was  discovered  that  in 
Virginia  approximately  $150.00  will  pay  for  all  that 
the  State  does  for  a mental  patient  in  the  course  of 
twelve  months;  that  in  some  of  the  hospitals  the 
ratio  of  patients  to  doctors  was  such  that  it  was  pos- 
sible to  examine  each  patient  only  once  a year,  and 
that  the  ratio  of  patients  to  nurses  and  orderlies  was 
also  bad;  that  in  the  winter  many  buildings  were 
too  cold  for  comfort;  that  some  buildings  were  fire 
risks  and  that  most  were  in  a poor  state  of  repair; 
that  insane  persons  were  still  lodged  in  jails,  and 
that  preventive  psychiatry  was  as  yet  unborn  in  this 
State.  We  are  not  proud  of  that. 

For  a few  years  a group  of  gubernatorial  ap- 
pointees— the  State  Hospital  Board — has  been  in 
existence.  It  has  two  weaknesses:  ( 1 ) It  is  political 
(appointment  and  dismissal  are  at  the  pleasure  of 
the  Governor);  (2)  Its  membership  is  deficient  in 
representatives  of  the  medical  profession  (as  now 
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constituted  only  two  of  the  seven  members  are  phy- 
sicians). And  yet  this  Board  has  done  much  since  it 
was  created  to  improve  the  condition  of  the  mental 
wards  of  the  State.  To  its  credit  are  the  appointment 
of  several  excellent  superintendents  and  clinical  di- 
rectors; the  institution  of  psychiatric  clinics;  the 
closing  of  buildings  that  were  fire  risks;  the  estab- 
lishment of  a nursing  school ; as  well  as  the  inaugura- 
tion of  many  other  innovations  which  with  time  and 
reasonable  continuity  of  action  promise  vast  im- 
provement in  the  situation  in  the  hospitals  for  the 
mentally  sick  in  the  State. 

Just  as  this  Board  is  getting  up  steam,  a disturb- 
ing rumor  suggests  that  there  is  a movement  on  foot 
to  abolish  it  and  to  combine  the  activities  of  Public 
Welfare,  of  a new  Department  of  Correction,  and  of 
Mental  Health  under  a single  agency  to  be  known  as 
The  Welfare  Council.  This  disquieting  news  led  the 
Virginia  Medical  Monthly  to  poll  the  member- 
ship of  the  Neuropsychiatric  Association  of  the 
State  for  an  expression  of  approval  or  disapproval. 
The  striking  unanimity  of  the  replies  to  this  ques- 
tionnaire indicates  unfaltering  opposition  on  the  part 
of  a group  of  experts  in  mental  disease  to  the  dis- 
solution of  the  present  Board.  At  its  recent  meeting 
the  Council  of  the  Medical  Society  of  Virginia  took 
a similar  stand  and  vigorously  protested  the  dismis- 
sal of  a body  of  men  whose  good  works  have  hardly 
begun. 

In  Virginia  the  Governor  has  the  power  of  life  and 
death.  He  can  grant  a reprieve  or  annul  a death 
sentence.  Subject  to  his  power  is  the  State  Hospital 
Board.  A death  sentence  hangs  over  it.  A reprieve 
has  been  granted.  The  question  is,  will  the  Governor 
eventually  send  the  Board  to  the  electric  chair? 

Nineteen  Thirty  Nine. 

The  end  of  another  twelve  months  inspired  Morris 
Fishbein  to  balance  the  account  of  medicine  for  the 
last  year.  In  the  column  of  assets  he  has  placed  ten 
worthwhile  advances.  (1)  Sulfanilamide  (with  its 
derivatives  sulfapyridine  and  sulfamethylthiazol)  is 
listed  as  the  “drug  of  the  year,”  being  presumably 
useful  in  thirty-three  diseases;  (2)  vitamin  Bi,  the 
“vitamin  of  the  year/’  synthetically  available,  with 
indications  in  tics,  habit  spasms,  facial  neuralgia 
and  other  nerve  disorders,  has  been  so  effective  that 
it  suggests  a wider  prevalence  of  deficiency  in  this 
vitamin  in  this  country  than  has  been  hitherto  real- 
ized; (3)  sex  hormone  therapy  has  advanced  a step 


in  the  recognition  of  the  usefulness  of  testosterone  in 
so-called  male  climacteric  disorders,  and  in  the  ex- 
tention  of  the  use  of  estrogen  to  leukoplakia  of  the 
tongue;  (4)  Sobisminol,  a bismuth  compound,  is  a 
new  and  potent  antisyphilic  drug  for  oral  adminis- 
tration in  conjunction  with  intravenous  arsenicals; 
(5)  vitamin  K,  synthetically  available,  by  stimulat- 
ing the  production  of  prothrombin,  has  found  a place 
in  the  treatment  of  hemorrhage;  (6)  “frozen  sleep” 
while  not  curing  cancer,  has  appeared  to  arrest  its 
growth  temporarily  and  given  some  symptomatic  re- 
lief ; it  opens  the  way  to  a new  biological  approach 
to  the  problem  of  neoplasm  in  general  and  perhaps 
to  other  diseases;  (7)  transfusions  of  blood  may  be 
life  saving  in  the  treatment  of  burns;  (8)  the  epi- 
demiology of  influenza  may  be  explained  by  the  dis- 
covery that  the  virus  is  harbored  by  swdne  in  latent 
form  between  outbreaks;  (9)  surgical  advance  has 
been  made  in  the  symptomatic  relief  of  angina 
pectoris;  (10)  surgical  success  in  correcting  some 
congenital  defects  of  the  heart  in  new  bom  babies  is 
worthy  of  record. 

Other  attempts  to  list  the  high  lights  of  medical 
science  during  1939  include  among  notable  discov- 
eries: the  galactose  test  in  the  diagnosis  of  goitre 
(T.  L.  Althausen) ; neutron  rays  as  a substitute  for 
X-rays  in  the  treatment  of  cancer ; radioactive  sodium 
phosphate  in  the  treatment  of  leukemia;  and  oxalic 
acid  as  a competitor  with  vitamin  K in  the  control 
of  hemorrhage.  Perhaps  of  greater  fundamental  im- 
port is  the  discovery  of  Kogl  and  Er.xleben  that  the 
amino  acids  of  cancer  cells  are  dextrorotary.  It  has 
been  long  recognized  that  normal  cells  can  onl\- 
utilize  levorotary  amino  acids.  This  peculiarity  of 
neoplastic  tissues  is  of  more  than  passing  interest  and 
possibly  suggests  new  avenues  of  approach  to  a 
perennial  problem. 

The  last  year  of  the  third  decade  of  the  Twentieth 
Century  has  helped  to  make  medical  history,  and  a 
great  and  unending  process  goes  on. 

The  Census  and  Medicine. 

The  nation  that  boasts  45  per  cent  of  the  wealth  of 
the  world  with  one-half  of  the  automobiles  and  one- 
half  of  the  telephones,  that  produces  60  per  cent  of 
the  world’s  oil,  30  per  cent  of  its  pig  iron  and  steel, 
35  per  cent  of  its  wheat,  and  that  has  more  students 
in  colleges  and  universities  than  all  of  the  rest  of 
the  nations  put  together,  yet  occupies  only  6 per  cent 
of  the  earth’s  surface  and  has  only  one-fifteenth  of 
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its  population,  is  preparing  to  learn  still  more  about 
itself.  The  approaching  1940  Decennial  Census 
promises  the  “most  exhaustive  assemblage  of  facts 
ever  compiled  on  the  population,  resources,  business 
and  occupational  activities  of  the  United  States”. 

For  the  sixteenth  time  the  statistical  record  of  this 
country  is  to  be  brought  up  to  date.  In  the  vast 
array  of  figures  which  will  be  assembled  none  are 
more  important  than  those  which  relate  to  health. 
It  is  through  the  census  that  the  actual  progress  of 
medical  science  is  measured.  The  cold  facts  are  to 
be  found  in  the  vital  statistics  assembled  from  this 
source.  It  is  by  such  means  that  we  know  that  704,- 
600  persons  will  not  die  this  year  of  tuberculosis, 
typhoid,  smallpox,  scarlet  fever,  diphtheria,  pneu- 
monia, influenza,  erysipelas,  malaria,  bronchitis, 
diarrhoea,  enteritis,  cirrhosis  of  the  liver,  childbirth, 
congenital  malformation,  childhood  diseases,  or 
nephritis  who  would  have  died  from  them  had  not 
the  health  conditions  af  1900  been  improved.  By 
such  means  we  recognize  what  appears  to  be  the  in- 


creasing deadliness  of  cancer,  cerebral  hemorrhage, 
heart  disease,  diabetes,  appendicitis,  suicide,  homi- 
cide and  automobile  accidents.  The  census  figures 
bear  not  only  on  matters  of  life  and  death.  They 
afford  information  of  great  usefulness  on  the  health 
of  the  nation,  and  the  economic  and  social  factors 
which  are  affecting  it.  In  the  census  as  nowhere  else 
are  reflected  such  great  changes  as  the  slowing  up 
of  the  growth  of  population,  the  reduction  of  the 
youth  to  old  age  rates,  the  decrease  in  the  city  birth 
rate  to  the  rural  birth  ratio,  the  higher  death  rate 
of  the  cities  to  the  death  rate  of  the  rural  areas,  the 
fluctuation  in  the  urban  to  rural  population  ratio 
which  occurs  with  fluctuation  in  prosperity,  and  the 
spectacular  growth  of  large  cities  at  the  expense  of 
the  farms,  with  attendant  health  problems. 

All  intelligent  and  patriotic  citizens  should  exert 
themselves  in  the  interest  of  this  most  important 
statistical  undertaking,  the  16th  Decennial  Census. 
Physicians  especially  should  be  interested  in  its 
success. 


Department  of  Clinical  and  Medical  Education 

of  the 

Medical  Society  of  Virginia 


Postgraduate  Clinics  at  University  of  Vir- 
ginia. 

The  twenty-fifth  Postgraduate  Clinic  of  the  Uni- 
versity of  Virginia  Medical  School  will  be  held  on 
Friday  and  Saturday,  April  5 and  6.  The  program 
will  deal  with  various  infectious  diseases  of  the 
South.  The  tentative  program  is  as  follows: 

1.  The  James  Carroll  Flippin  Memorial 

Lectures. 

a.  Amebiasis  j Panama. 

b.  Malaria  ^ 

2.  Tularemia — Dr.  Edward  Francis,  United 

States  Public  Health  Service. 

3.  The  Rickettsial  Diseases  (Rocky  Moun- 

tain Spotted  Fever  and  Typhus  Fever) 

— Dr.  R.  E.  Dyer,  United  States  Public 

Health  Service. 

4.  Syphilis — Dr.  J.  Earl  Moore,  Baltimore, 

Maryland. 

5.  Undulant  Fever — Dr.  A.  V.  Hardy,  Colum- 

bia University  College  of  Physicians  and 

Surgeons. 


An  attempt  will  be  made  to  include  in  the  program 
a discussion  of  The  Virus  Diseases  by  a staff  mem- 
ber of  the  Rockefeller  Foundation. 

Discussion  of  each  topic  in  light  of  the  local  ex- 
perience with  the  disease  will  be  conducted  by  doctors 
from  the  University  Hospital. 

A final  program  will  be  mailed  to  each  doctor  in 
the  State  in  advance  of  the  clinic.  In  view  of  the 
prominence  of  the  invited  guests  a large  attendance 
from  the  State  is  expected. 

Special  Courses. 

At  the  request  of  the  local  societies,  arrangements 
are  now  being  made  to  offer  postgraduate  courses  at 
Alexandria  and  Newport  News  during  February  and 
March.  Among  the  subjects  that  may  be  included  in 
these  courses  are  the  following: 

The  Newer  Phases  of  Pneumonia  Treatment. 

Hematology. 

The  Toxemias  of  Pregnancy. 

The  Prevention  of  Abdominal  Adhesions  With 
Heparin. 
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The  Management  of  Head  Injuries. 

Office  Gynecology. 

Chest  Surgery. 

It  will  be  possible  to  arrange  several  additional 
similar  courses  during  the  spring  and  early  summer. 


Component  societies  wishing  such  courses  arranged 
within  their  confines  should  communicate  with  this 
Department. 

George  B.  Zehmer, 

Executive  Secretary. 


Proceedings  of  Societies 


The  Accomack  County  Medical  Society 
Held  its  annual  meeting  on  December  15.  An 
interesting  and  entertaining  program  was  presented, 
including  talks  by  Drs.  John  W.  Robertson,  Rooker 
J.  White,  and  Harry  L.  Denoon;  a reading,  “St. 
Luke,  the  Physician”  by  Mrs.  Rooker  J.  White; 
violin  solos  by  Dr.  William  L.  Cosby,  and  vocal 
solos  by  Mrs.  J.  L.  DeCormis.  Accompanists  at  the 
piano  were  Mrs.  DeCormis  and  Dr.  James  C. 
Doughty. 

Officers  for  1940  were  elected  as  follows;  Presi- 
dent, Dr.  D.  L.  LeKites,  Chincoteague ; vice- 
president,  Dr.  C.  E.  Critcher,  New  Church;  and 
secretary-treasurer.  Dr.  J.  C.  Doughty,  Onancock. 

Arlington  County  Medical  Society. 

New  officers  of  this  Society  for  1940  are:  Presi- 
dent, Dr.  V.  J.  Dardinski;  vice-president.  Dr.  Wm. 

B.  King;  and  secretarj’-treasurer.  Dr.  Henry  L. 
Bastien  (re-elected).  All  officers  are  from  Arling- 
ton. 

Lynchburg  Academy  of  Medicine. 

The  regular  meeting  of  the  Academy  was  held 
January  8,  at  8:00  P.  M.,  in  the  Elks’  Club,  with 
the  President,  Dr.  S.  E.  Oglesby,  presiding.  Dr.  E. 
G.  Scott,  president-elect  for  1940,  was  installed  in 
office.  Dr.  Powell  Dillard  is  vice-president  and  Dr. 

C.  E.  Keefer  was  appointed  secretary. 

Dr.  Elizabeth  Edmunds  was  elected  to  member- 
ship. 

A very  instructive  and  encouraging  report  on  the 
“Control  of  Peritoneal  Adhesions  with  Heparin,” 
was  presented  by  Drs.  E.  P.  Lehman  and  F.  E.  Boys 
from  the  Surgical  Department  of  the  University  of 
Virginia.  This  experimental  study  was  illutrated 
by  motion  pictures. 

Mr.  F.  M.  Cullers,  representing  the  Petrolagar  Lab- 
oratories, Inc.  and  S.M.A.  Corporation,  presented  a 
motion  picture  “Science  and  Arts  of  Obstetrics- 
Eclampsia.”  This  picture  required  seven  years  in 


the  making  and  is  the  latest  produced  by  Dr.  J.  B. 
De  Lee.  The  Petrolagar  Laboratories,  Inc.,  favored 
the  membership  by  a printed  program. 

C.  E.  Keefer,  Secretary. 

The  Northampton  County  Medical  Society 
Held  its  regular  quarterly  meeting  on  January  8, 
at  which  time  Dr.  C.  C.  Smith,  Norfolk,  spoke  on 
“Goiter  in  Tidewater  Virginia”.  Officers  for  1940 
are:  President,  Dr.  Joseph  E.  Gladstone,  Exmore; 
vice-president.  Dr.  S.  K.  Ames,  Cape  Charles;  sec- 
retary, Dr.  W.  Carey  Henderson  (re-elected),  Nassa- 
wadox;  and  member  of  the  board  of  censors  for  three 
years.  Dr.  J.  M.  Lynch,  Cape  Charles. 

Orange  County  Medical  Society. 

-A.t  the  regular  quarterly  meeting  of  this  Society, 
held  on  January  5,  the  following  officers  were 
elected:  President,  Dr.  J.  P.  Hankins;  vice-presi- 
dent, Dr.  O.  N.  Shelton;  and  secretar}’.  Dr.  G.  R. 
Elliott.  The  last  two  were  re-elected. 

The  Patrick-Henry  Medical  Society 

Held  its  regular  quarterly  meeting  at  the  Broad 
Street  Hotel,  Martinsville,  January  5,  with  the 
President,  Dr.  W.  C.  .A.kers,  presiding.  Dr.  J.  T. 
Shelburne  reported  on  the  Southern  Medical  Asso- 
ciation meeting.  Dr.  B.  A.  Hopkins  reported  three 
unusual  gun  shot  wounds  and  Dr.  W.  N.  Thompson 
read  a paper  reviewing  the  subject  of  hypertension. 

R.  H.  Walker,  Secretary-Treasurer. 

Richmond  Academy  of  Medicine. 

Dr.  Frederick  D.  Weidman,  professor  of  Derma- 
tology at  the  Graduate  School  of  the  Jefferson  Medi- 
cal College,  Philadelphia,  was  the  guest  speaker  be- 
fore the  Academy  at  its  regular  meeting  on  January 
23,  at  which  the  president.  Dr.  J.  Powell  Williams 
presided.  The  meeting  was  followed  by  the  usual 
buffet  supper. 

The  Section  on  the  History  of  Medicine  of  the 
.Academy  will  have  its  annual  banquet  and  meeting 
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on  the  evening  of  February  13.  Dr.  Russell  L. 
Haden,  chief  of  the  Medical  Section  of  the  Cleve-- 
land  Clinic,  will  be  the  guest  speaker  on  this  occa- 
sion. 

The  Roanoke  Academy  of  Medicine 

Held  its  regular  meeting  on  January  8,  under  the 
presidency  of  Dr.  L.  G.  Richards.  The  scientific 
program  was  as  follows:  Folk  Medicine  in  Our 

Midst  by  Dr.  Henry  Lee;  and  Treatment  of  Madura 
Foot  with  Sulfanilamide  by  Dr.  Joseph  Dixon. 

Dr.  David  B.  Stuart  is  secretary-treasurer  of  the 
Academy. 

The  Williamsburg-James  City  County  Medi- 
cal Society, 

At  a recent  meeting,  elected  the  following  as  offi- 
cers for  1940:  President,  Dr.  T.  B.  Henderson;  vice- 
president,  Dr.  C.  E.  Holderby;  and  secretary- 
treasurer,  Dr.  I.  S.  Zfass  (re-elected).  All  are  of 


Williamsburg.  This  Society  holds  its  meetings 
monthly  on  the  second  Friday,  except  in  July  and 
August. 

Virginia  Peninsula  Academy  of  Medicine. 

At  the  December  meeting  of  the  Academy,  Dr.  E. 
M.  Landis,  of  the  University  of  Virginia,  spoke  on 
“Peripheral  Vascular  Disease”. 

The  January  meeting,  held  on  the  15,  was  devoted 
to  obstetrics,  and  the  speaker  was  Dr.  Edward  A. 
Schumann,  Professor  Emeritus  of  Obstetrics  at  the 
University  of  Pennsylvania,  and  attending  ob- 
stetrician at  the  Kensington  Memorial  Hospital  for 
Women. 

Dr.  A.  A.  Creecy  and  Dr.  E.  B.  Mewbome,  both 
of  Newport  News,  are  president  and  secretary,  re- 
spectively, of  the  Academy.  Meetings  are  held  each 
month  between  September  and  May  on  the  third 
Monday. 


News  Notes 


The  Tri-State  Medical  Association  of  the 

Carolinas  and  Virginia 

Will  meet  in  Richmond,  February  26  and  27, 
under  the  presidency  of  Dr.  A.  E.  Baker,  Charleston, 
S.  C.  Headquarters  will  be  the  John  Marshall  Hotel, 
and  Dr.  J.  K.  Hall,  Richmond,  is  local  chairman  of 
the  Committee  on  Arrangements.  Guest  speakers  will 
be  Drs.  L.  F.  Woolley,  Towson,  Md. ; A.  C.  Broders, 
Mayo  Clinic,  Rochester,  Minn.;  Seale  Harris,  Birm- 
ingham; Emil  Novak,  Baltimore;  and  Temple  Fay, 
Philadelphia. 

Dr.  J.  M.  Northington,  Charlotte,  N.  C.,  is  secre- 
tary of  the  Association,  and  Dr.  C.  J.  Andrews  of 
Norfolk  is  president-elect. 

Medical  College  of  Virginia  News. 

The  attendance  at  Founders’  Day,  January  16, 
when  the  restored  Egyptian  Building  was  rededi- 
cated, exceeded  expectations.  The  various  programs 
were  pronounced  outstanding. 

Dr.  James  Asa  Shield  has  been  elected  president 
of  the  Richmond  chapter  of  the  general  alumni  as- 
sociation. Other  officers  are:  Dr.  G.  A.  C.  Jennings 
vice-president;  Mrs.  Annie  Franks  Mahoney  secre- 
tary; and  Dr.  J.  A.  Reese  treasurer. 


Sir  James  Purves-Stewart,  internationally  famous 
British  neurologist,  spoke  to  the  senior  class  in 
medicine,  and  others,  on  January  13. 

Dr.  Fred  J.  Wampler,  professor  of  preventive 
medicine,  attended  the  meeting  of  the  Council  on 
Industrial  Health  of  the  American  Medical  Associa- 
tion in  Chicago  recently.  Dr.  Wampler  is  chair- 
man of  the  Industrial  Hygiene  Committee  of  the 
Medical  Society  of  Virginia.  He  conducted  the 
discussion  on  the  organization  of  industrial  health 
committees  in  State  medical  societies  at  a round- 
table meeting  of  the  Chicago  Council. 

The  departments  of  bacteriology  and  pathology 
have  been  moved  to  new  quarters  in  the  restored 
Egyptian  Building. 

Dr.  H.  L.  Osterud,  professor  of  anatomy,  has  been 
elected  to  a three-year  term  on  the  Council  of  the 
American  Association  of  University  Professors. 

Dr.  Lewis  E.  Jarrett,  director  of  the  hospital  di- 
vision, attended  the  meeting  of  the  Council  on  Hos- 
pital Service  Plans  of  the  American  Hospital  Asso- 
ciation in  Chicago  on  January  14. 

Miss  Aileen  W.  Brown,  associate  professor  of 
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dietetics,  has  been  awarded  a fellowship  by  the  Gen- 
eral Education  Board  of  New  York  for  a year’s 
work  in  dietetics  at  Columbia  University. 

A gift  of  $30,000.00  has  been  received  from  an 
anonymous  donor  for  additional  equipment  for  the 
clinic  and  laboratory  building.  The  Phelps-Stokes 
Fund  of  New  York  has  also  made  a grant  of  $100.00 
for  the  Saint  Philips  school  of  nursing  library. 
These  gifts  bring  the  total  for  the  current  fiscal  year 
to  $183,522.00. 

Dr.  Everett  I.  Evans,  assistant  in  surgery,  has 
been  granted  a Rockefeller  fellowship  for  special 
study  at  the  Massachusetts  General  Hospital  for  a 
year,  to  begin  April  1,  1940.  He  will  work  under 
Dr.  Edward  D.  Churchill  in  thoracic  surgery  and 
under  Dr.  Henry  K.  Beecher  in  anaesthesia. 

News  Notes  from  Duke  University  School  of 
Medicine. 

On  December  16  Mr.  Charles  C.  Thomas,  pub- 
lisher of  Springfield,  111.,  and  Baltimore,  Md.,  held 
a clinic  for  the  staff  and  students  on  Medical  Pub- 
lications. 

On  the  above  date  the  autumn  quarter  ended,  with 
eighteen  seniors  completing  the  medical  course,  all 
of  whom  obtained  interneships  commencing  Jan- 
uary 1. 

Virginia  Doctors  Granted  Certificates. 

Virginia  doctors  who  recently  completed  the  final 
examinations  of  the  American  Board  of  Surgery  and 
have  been  awarded  certificates  are;  Drs.  Donald  S. 
Daniel,  Randolph  H.  Hoge,  Guy  W.  Horsley,  and 
Benjamin  W.  Rawles,  Jr.,  of  Richmond;  and  Dr. 
William  H.  Parker,  University  of  Virginia. 

Dr.  N.  P.  Fitts 

Is  opening  offices  at  923  Prospect  Avenue,  Flint, 
Michigan,  where  he  will  specialize  in  diagnoses  and 
nervous  and  mental  diseases.  He  has  recently  been 
at  Swan  Quarter,  N.  C. 

Dr.  W.  G.  Hardy, 

Formerly  of  Stanleytown,  is  now  associated  with 
Dr.  M.  P.  Rucker  of  Bedford,  where  he  is  engaged 
in  general  practice. 

Married. 

Dr.  Henry  Lee,  Roanoke,  and  Dr.  Elizabeth 
Saunders,  Radford,  December  26.  Dr.  Lee  gradu- 
ated from  Johns  Hopkins  University  in  1930  and 
Mrs.  Lee  is  a graduate  of  the  University  of  Virginia, 
Department  of  Medicine  in  1932. 


Dr.  Walter  E.  Daniel,  Charlotte,  N.  C.,  and  Miss 
Ada  Perry  Gibson,  daughter  of  Dr.  and  Mrs.  J.  A. 
Gibson,  Leesburg,  December  30.  Dr.  Daniel  is  a 
graduate  of  the  Medical  College  of  Virginia  in 
1931. 

Dr.  Robley  Curtis  Allison,  of  the  staff  of  Central 
State  Hospital  at  Petersburg,  and  Miss  Grace  Eliza- 
beth Johnson,  Lenoir,  N.  C.,  January  20. 

The  Richmond  Institute  for  Hospital  Em- 
ployees 

Will  hold  its  first  series  of  meetings  in  the  Egyp- 
tian Building  of  the  Medical  College  of  Virginia  on 
Februaiy  1,  15,  and  29,  and  March  14  and  28,  at 
8:00  P.  M.  This  is  being  sponsored  by  the  Rich- 
mond Hospital  Council  with  Dr.  John  Bell  Williams 
as  President.  The  Committee  of  Arrangements  is 
composed  of  Mr.  O.  K.  Fike,  Miss  Charlotte  Pfeiffer, 
and  Dr.  Lewis  E.  Jarrett. 

While  this  institute  was  organized  primarily  for 
the  purpose  of  giving  all  the  hospitals  of  Richmond 
the  opportunity  of  studying  and  discussing  many  of 
the  complex  problems  of  the  day,  collectively, 
believing  it  will  be  permanently  beneficial  to  every 
one  participating,  the  staffs  of  all  hospitals  of  Vir- 
ginia are  extended  a cordial  invitation  to  attend  this 
Institute.  There  will  be  no  expense  to  any  individual 
or  hospital. 

Personnel  Notes  from  the  State  Department 
of  Health 

Dr.  Thomas  F.  McGough  was  appointed  Assistant 
Health  Officer  of  Pulaski  County,  effective  Jan- 
uary 1,  with  headquarters  at  Pulaski. 

Dr.  William  Parker  Terry  was  appointed  Assistant 
Health  Officer  of  Brunswick-Greensville-Mecklen- 
burg  Health  District,  effective  January  1.  Head- 
quarters for  this  District  are  at  Lawrenceville. 

Dr.  John  Mclver  Jackson  was  appointed  Assistant 
Health  Officer  of  Fairfax  County,  effective  January 
1.  He  will  be  located  at  Fairfax. 

Dr.  James  M.  Habel,  Jr., 

Class  of  ’35,  Medical  College  of  Virginia,  has 
just  located  in  Suffolk,  where  he  is  connected  with 
Lakeview  Hospital  in  the  department  of  obstetrics 
and  gynecology. 

The  American  Psychiatric  Association, 

The  oldest  national  medical  association  in  Amer- 
ica, has  accepted  an  invitation  to  hold  its  1941  meet- 
ing in  Richmond,  in  the  Spring  of  1941.  The 
Association,  which  is  close  to  one  hundred  years  of 
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age,  met  in  this  city  in  1900  and  again  in  1925,  and 
we  feel  it  is  a compliment  that  it  has  voted  to  come 
here  next  year. 

Dr.  M.  B.  Hiden, 

Warrenton,  is  taking  a postgraduate  course  in 
surgery  at  the  Graduate  School  of  Medicine  of 
Tulane  University,  New  Orleans. 

Dr.  A.  L.  Carson,  Jr., 

Assistant  Director  of  the  Virginia  State  Bureau 
of  Maternal  and  Child  Health,  addressed  the  Ob- 
stetric Section  of  the  Norfolk  County  Medical  So- 
ciety at  its  regular  meeting  on  January  22. 

Doctors  as  Officers  in  Banks. 

Names  of  the  following  doctors  have  recently  been 
noted  among  those  of  directors  of  banks  in  their  re- 
spective towns  in  Virginia: 

Di-.  M.  J.  Payne,  Staunton 

Dr.  E.  L.  Hopewell,  Strasburg 

Dr.  H.  L.  Segar,  Warsaw 

Dr.  H.  A.  Spitler,  Middleburg 

Dr.  Reid  White,  Lexington 

Dr.  Lewis  Holladay,  Orange 

Dr.  W.  C.  Mason,  Gordonsville 

Dr.  E.  G.  Brumback,  Luray 

Dr.  Roshier  W.  Miller,  Richmond 

Dr.  Douglas  VanderHoof,  Richmond 

Dr.  Herbert  C.  Jones,  Petersburg 

Dr.  Wm.  D.  Prince,  Jarrett 

Dr.  W.  W.  Wilkinson,  La  Crosse 

Dr.  W.  D.  Haden,  Charlottesville 

Dr.  W.  M.  Phipps,  Hopewell 

The  last  three  were  elected  presidents  of  their 
boards. 

Dr.  Frank  S.  Johns, 

Richmond,  has  been  elected  president  of  the  local 
chapter  of  the  Kappa  Alpha  fraternity  for  the  cur- 
rent year. 

Dr.  R.  L.  Page, 

Of  Batesville,  was  installed  as  right  worshipful 
master  chaplain  of  King  Solomon  Lodge,  A.  F.  and 
A.  M.  at  Crozet,  on  January  10. 

The  Southeastern  Surgical  Conference 

Will  hold  its  eleventh  annual  assembly  at  the 
Tutwiler  Hotel  in  Birmingham,  March  11-13. 
Papers  will  be  presented  and  clinics  conducted  by 
prominent  doctors  of  the  United  States  and  Canada. 
Virginians  on  the  program  are  Dr.  C.  J.  Andrews, 
Norfolk,  and  Dr.  Frank  S.  Johns,  Richmond. 

Dr.  R.  L.  Sanders,  Memphis,  is  president  of  the 
Conference,  Dr.  Irvin  Abell,  Louisville,  Ky.,  presi- 


dent-elect, and  Dr.  B.  T.  Beasley,  Atlanta,  secretaiy^- 
treasurer. 

Dr.  W.  M.  Tunstall, 

Lovingston,  has  been  re-elected  chairman  of  the 
Nelson  County  Board  of  Supervisors. 

Dr.  F.  W.  M.  White, 

Halifax,  N.  C.,  has  recently  been  elected  Presi- 
dent of  the  Halifax  County  Medical  Society  in  that 
State.  He  is  an  alumnus  of  the  Medical  College  of 
Virginia. 

Directors  of  Hospital. 

Drs.  T.  E.  Armstrong,  D.  Lane  Elder,  and  W.  M. 
Phipps  have  been  re-elected  directors  of  the  John 
Randolph  Hospital  of  Hopewell. 

1940  Essay  Contest. 

• The  Mississippi  Valley  Medical  Society  offers  an- 
nually a cash  prize  of  $100,  a gold  medal,  and  a 
certificate  of  award  for  the  best  unpublished  essay 
on  any  subject  of  general  medical  interest  (including 
medical  economics)  and  practical  value  to  the  gen- 
eral practitioner  of  medicine.  Certificates  of  merit 
may  also  be  granted  to  the  physicians  whose  essays 
are  rated  second  and  third  best.  Contestants  must  be 
members  of  the  American  Medical  Association  who 
are  residents  of  the  United  States.  The  winner  will 
be  invited  to  present  his  contribution  before  the  next 
annual  meeting  of  the  Society  at  Rock  Island,  111., 
September  25-27,  1940,  the  Society  reserving  the  ex- 
clusive right  to  first  publish  the  essay  in  its  official 
publication. 

All  contributions  shall  not  exceed  5,000  words,  be 
typewritten  in  English  in  manuscript  form,  sub- 
mitted in  five  copies,  and  must  be  received  not  later 
than  May  1,  1940.  Further  details  may  be  secured 
from  Harold  Swanberg,  M.D.,  Secretary,  Mississippi 
Valley  Medical  Society,  209-224  W.C.U.  Building, 
Quincy,  111. 

American  Academy  of  Pediatrics. 

The  annual  meeting  of  Region  II  of  the  .Lcademy, 
which  comprises  the  southern  states  from  Virginia 
to  Texas,  will  be  held  at  the  Edgewater  Gulf  Hotel, 
Edgewater  Park,  Miss.,  March  15  and  16.  An  in- 
teresting program  has  been  prepared  for  the  scien- 
tific session  and  in  addition  to  clinical  papers,  a 
wide  variety  of  round  table  and  panel  discussions 
have  been  planned.  Opportunity  will  likewise  be 
afforded  for  a delightful  recreation  on  the  Gulf 
Coast  during  its  most  attractive  season.  It  is  sug- 
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gested  that  the  reservations  be  made  immediately  by 
writing  direct  to  the  hotel. 

The  District  of  Columbia  members  of  the  Acad- 
emy will  be  hosts  to  the  annual  meeting  of  Region  I 
on  April  4-6,  at  the  Mayflower  Hotel,  Washington. 

An  invitation  is  extended  all  members  of  the  pro- 
fession, w'hether  or  not  they  specialize  in  pediatrics, 
as  the  programs  will  be  of  appeal,  regardless  of  the 
field  in  which  they  may  be  interested. 

Petersburg  Hospital  Staff. 

At  the  annual  meeting,  the  following  officers  were 
elected:  President,  Dr.  Meade  Edmunds;  vice- 

president,  Dr.  George  Reese;  secretary.  Dr.  H.  Can- 
tor; vice-secretary,  Dr.  Munford  Yates;  member  of 
the  medical  committee.  Dr.  E.  L.  McGill;  chart  com- 
mittee, Dr.  Fletcher  J.  Wright,  Jr.  Dr.  M.  Yates 
was  elected  chairman  and  Dr.  W.  B.  !McIlwaine 
secretary  of  the  medical  section;  Dr.  George  Reese, 
chairman,  and  Dr.  Cantor  secretary  of  the  surgical 
section;  Dr.  D.  D.  Willcox,  chairman  of  the  eye,  ear, 
nose  and  throat  section;  and  Dr.  Hilmar  Schmidt  of 
the  X-ray  section. 

National  Conference  on  Medical  Service. 

The  fourteenth  annual  meeting  of  the  Conference 
will  be  held  at  the  Palmer  House,  Chicago,  on  Feb- 
ruar}"  11,  at  which  time  a round  table  on  “Group 
Medical  Care  and  Group  Hospitalization  Programs” 
will  be  presented.  Other  discussions  will  be  on 
“Allocation  of  Federal  Funds  to  States”;  “Effective 
Public  Relations”;  and  “Medical  Welfare  Pro- 
grams”. Dr.  L.  Femald  Foster,  Bay  City,  Michi- 
gan, is  president  of  the  Conference,  and  Dr.  Forrest 
L.  Loveland,  Topeka,  Kansas,  secretary'.  .\11  mem- 
bers of  the  American  ^ledical  Association  are  cordi- 
ally invited  to  attend. 

Dr.  C.  F.  Kincheloe, 

East  Falls  Church,  is  taking  a y'ear  postgraduate 
course  in  orthopedics  at  the  University  of  Pennsyd- 
vania  in  Philadelphia. 

Stamp  Honors  Doctor. 

A commemorative  stamp,  now  ready  for  the  en- 
gravers, bears  the  likeness  of  Dr.  Crawford  W. 
Long  of  Georgia.  This,  according  to  postal  chiefs, 
heralds  the  end  of  an  85 -year-old  dispute  over  the 
discovery  of  ether  as  an  anaesthetic. 


The  South  Atlantic  Association  of  Obstetri- 
cians and  Gynecologists 

Will  hold  its  annual  meeting  at  the  Jefferson 
Hotel,  Richmond,  on  February  9 and  10,  under  the 
presidency  of  Dr.  Robert  E.  Seibels,  Columbia,  S.  C. 
Dr.  R.  A.  Ross,  Durham,  N.  C.,  is  secretary-treasurer. 
Virginians  on  the  program  are  Drs.  H.  H.  Ware  and 
Joseph  Bear,  Richmond;  Dr.  T.  J.  Williams,  Uni- 
versity of  Virginia;  Dr.  W.  R.  Payne,  Newport 
News;  and  Dr.  C.  J.  Andrews,  Norfolk.  An  in- 
teresting meeting  has  been  plaimed  and  members  of 
the  profession  are  invited  to  attend. 


Obituary  Record 


Dr.  Harvie  Smith  Baker, 

Of  Norfolk,  president  of  the  Norfolk  County- 
Medical  Society^,  died  December  26  after  an  illness 
of  several  months.  He  was  a native  of  Nansemond 
County  and  sixty-one  years  of  age.  Dr.  Baker  grad- 
uated from  the  Medical  College  of  Virginia  in  1904. 
He  was  a member  of  the  medical  staffs  of  several 
Norfolk  Hospitals  and  gave  much  of  his  time  to  the 
Anti-Tuberculosis  League.  Dr.  Baker  had  been  a 
member  of  the  Medical  Society  of  Virginia  since 
1905.  His  w'ife,  two  brothers  and  two  sisters  survive 
him. 

Dr.  Benjamin  Henry  Bascum  Hubbard, 

Prominent  physician  of  the  Northern  Neck  section, 
died  at  his  home  at  White  Stone,  January  7,  fol- 
lowing an  illness  of  several  months.  He  was  eighty- 
six  years  of  age  and  graduated  in  medicine  from  the 
University  of  Maryland  in  1895.  Dr.  Hubbard  be- 
gan the  practice  of  medicine  at  White  Stone  imme- 
diately after  his  graduation  and  for  the  past  fifteen 
y'ears  was  U.  S.  Public  Health  Surgeon  at  the  station 
there.  He  was  a member  of  several  medical  organiza- 
tions, the  Rotary  Club,  Modern  Woodmen  of  Ameri- 
ca, and  the  Masonic  Lodge.  Dr.  Hubbard  had  been 
a member  of  the  Medical  Society  of  Virginia  for 
thirty-six  years,  and  was  also  prominent  in  the  busi- 
ness and  social  life  of  his  community.  His  wife,  a 
son  and  a daughter  survive  him. 

Dr.  Philip  Doddridge  Lipscomb, 

Well-known  Richmond  physician,  died  January- 
4,  several  hours  after  being  struck  by  an  automobile. 
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He  was  bom  in  Albemarle  County  in  1870  and  re- 
ceived his  medical  degree  from  the  University  of 
Virginia  in  1900.  Dr.  Lipscomb  was  a founder  and 
first  vice-president  of  the  Richmond  Tuberculosis 
.Association,  of  which  he  had  also  served  as  director 
since  1916.  For  many  years,  he  was  physician  at 
the  R.  E.  Lee  Camp  Soldiers’  Home  and  became 
superintendent  about  six  years  ago.  Dr.  Lipscomb 
had  been  a member  of  the  Medical  Society  of  Vir- 
ginia for  thirty-nine  years.  His  wife  survives  him. 

Dr.  Charles  Augustus  Simpson, 

Prominent  dermatologist  of  Washington,  D.  C., 
died  December  9 of  heart  disease.  He  was  a native 
of  Aldie,  Va.,  and  fifty-eight  years  of  age.  Dr. 
Simpson  graduated  from  the  George  Washington 
University  School  of  Medicine  in  1906  and  had  been 
a member  of  its  staff  since  1911.  He  was  a member 
of  several  local  and  national  medical  organizations, 
and  had  joined  the  Medical  Society  of  Virginia  in 
1919.  His  wife  and  two  daughters  survive  him. 

Resolutions  on  Death  of  Dr.  Gentile. 

Whereas,  The  Great  Physician  having  seen  fit  to  re- 
move from  our  midst  our  friend  and  colleague.  Dr.  An- 
tonio Gentile;  now,  therefore,  be  it 

Resolved:  (First),  That  we,  the  members  of  the  War- 
wick County  Medical  Society  greatly  feel  the  loss  of  our 
beloved  associate;  and 

Resolved:  (Second),  That  in  the  death  of  Dr.  Gentile 
the  profession  has  lost  an  esteemed  and  useful  member 
and  the  community  a valued  citizen;  and 

Resolved:  (Third),  That  we  offer  to  the  bereaved 

family  our  heartfelt  sympathy  in  their  deplorable  loss; 
and 

Resolved:  (Fourth),  That  a copy  of  these  resolutions 
be  spread  on  the  minutes  of  the  Society,  that  a copy  be 
sent  to  the  bereaved  family,  and  that  a copy  be  sent 
to  the  Virginia  Medical  Monthly. 

Orvin  C.  Jones, 
Emanuel  Greenspon, 
Russell  Buxton, 

Committee. 

Resolutions  on  Dr.  R.  Angus  Nichols,  Jr. 

The  Richmond  Academy  of  Medicine  wishes  to  express 
sincere  regret  and  great  sorrow  at  the  death  of  one  of  its 
valued  members.  Dr.  R.  Angus  Nichols,  Jr. 

Born  in  Richmond  in  1900,  Dr.  Nichols  was  the  son 
of  Dr.  R.  Angus  Nichols  and  the  late  Ada  Herseman 
Nichols.  His  early  education  was  received  in  Richmond 
public  schools  and  his  pre-medical  work  and  doctor’s 
degree  obtained  at  the  University  of  Virginia,  where  he 
was  graduated  in  1926.  He  interned  at  the  Post-Grad- 


uate Hospital  of  New  York,  where  he  also  took  his 
graduate  work.  He  was  a Fellow  in  the  American  Col- 
lege of  Surgeons.  In  1931  he  opened  his  offices  in  Rich-  j 
mond,  specializing  in  gynecology  and  general  surgery. 

He  was  connected  with  the  Anatomy  Department  of  the 
Medical  College  of  Virginia  until  the  time  of  his  death. 

This  untimely  death  cut  short  a very  promising  career, 
for  his  abilities  had  already  been  recognized  and  appre- 
ciated by  both  his  patients  and  professional  associates. 

His  skill  as  a surgeon,  general  knowledge,  likeable  per- 
sonality, and  fine  character  had  won  him  a host  of  friends 
and  the  respect  of  his  community.  He  was  very  active 
in  the  Boys’  Work  of  the  Richmond  Rotary  Club  and  ' 
was  Chairman  of  that  Committee.  As  a deacon  of  the 
First  Presbyterian  Church,  he  was  interested  in  and  took 
an  active  part  in  church  work.  He  has  served  as  Re- 
cording Secretary  of  the  Richmond  Academy  of  Medicine. 

Even  though  a young  man,  the  death  of  Dr.  Nichols  is  a 
great  loss  to  the  medical  profession. 

Wherefore,  Be  It  Resolved  that  a copy  of  these  reso- 
lutions be  recorded  in  the  annals  of  the  Richmond  Aca- 
demy of  Medicine  and  that  a copy  be  sent  to  the  family 
of  the  deceased. 

W.  Ambrose  McGee, 

T.  B.  Washington, 

Charles  L.  Outland, 
Committee 

Dr.  Baxter  L.  Crawford, 

Pathologist  of  the  Jefferson  Hospital,  Philadel- 
phia, died  January  3rd  at  White  Haven,  Pa.  He  was 
a native  of  South  Carolina,  belonging  to  the  neigh- 
borhood of  Chester.  He  attended  school  at  Clemson 
College  and  graduated  in  medicine  at  the  University 
College  of  Medicine,  Richmond,  in  1912.  Dr.  Craw- 
ford was  afterwards  demonstrator  in  pathology  at 
the  Medical  College  of  Virginia,  served  overseas  in 
the  A.  E.  F.  and,  after  the  war,  was  brought  by  the 
late  Dr.  W.  L.  Coplin  to  the  pathological  department 
of  the  Jefferson  Hospital,  where  he  was  pathologist 
from  1919  to  the  time  of  his  death.  There  he  won 
many  friends  for  his  high  qualities  as  a man  and  as 
a physician.  He  was  an  outstanding  pathologist  and 
the  highest  type  of  Southern  gentleman.  He  is  sur- 
vived by  his  widow  and  two  children. 

— P.  G.  H. 

Dr.  Raymond  Evan  Bailey, 

Hamlin,  W.  Va.,  died  January  7 after  a brief  ill- 
ness. He  was  thirty-eight  years  of  age  and  graduated 
from  the  Medical  College  of  Virginia  in  1927.  Dr. 
Bailey  practiced  for  a time  in  Richmond  before  going 
to  West  Virginia.  His  wife  and  a daughter  survive 
him. 
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THE  EGYPTIAN  BUILDING  AND  ITS  PLACE  IN  MEDICINE.* 


Wyndham  B.  Blanton,  M.D.> 

Richmond,  Virginia. 


I 

Today’s  events  place  us  among  the  number  of 
American  colleges,  who  within  recent  years,  through 
restoration,  have  recaptured  the  beauty  and  signifi- 
cance of  rare  and  historic  buildings. 

What  old  Nassau  Hall  is  to  Princeton,  what  the 
Wren  Building  is  to  William  and  Mary,  what  the 
Rotunda  is  to  the  University  of  Virginia,  the  Egyp- 
tian Building  is  to  the  Medical  College  of  Virginia. 
It  is  a shrine,  a sanctuary  of  tradition,  the  physical 
embodiment  of  our  genius.  It  is  not  merely  a mate- 
rial possession.  It  is  a spiritual  heritage.  In  a world 
often  accused  of  cold  materialism,  with  an  ideology 
of  human  self-sufficiency,  and  an  adoration  of  objects 
that  can  be  handled  and  seen,  there  is  a need  for 
things  of  the  spirit,  if  science  is  to  do  more  than 
make  life  safer,  longer  and  more  comfortable. 

Three  hundred  years  ago  the  spot  on  which  the 
Eg}-ptian  Building  stands  was  lost  in  the  primeval 
forest.  Two  hundred  years  ago  William  Byrd,  lay- 
ing out  the  site  of  Richmond  a little  to  the  east  of 
us,  viewed  this  location  as  just  a wooded  hill  sloping 
toward  one  of  the  tributaries  of  the  James.  One  hun- 
dred and  seventy  years  ago  the  new  town  of  Rich- 
mond cast  covetous  eyes  on  this  eminence,  then  known 
as  Shockoe  Hill,  and  annexed  it.  One  hundred  and 
fifty  years  ago  the  surveyors  of  Quesney  de  Beaure- 
paire  marked  there  the  northeast  corner  of  the  future 
.Academy  Square.  Ninety-five  years  ago  the  Found- 
ing Fathers  of  the  Medical  College  of  Virginia  placed 
there  a noble  building,  which  was  to  serve  as  a 
nurser}'  of  Southern  medical  science  for  many  suc- 
ceeding generations. 

The  year  was  1845.  Queen  Victoria  had  been 
eight  years  on  the  throne  of  Great  Britain.  James  K. 

*An  address  delivered  in  Monumental  Episcopal 
Church,  Richmond,  Va.,  on  the  occasion  of  the  dedica- 
tion of  the  restored  Egyptian  Building  of  the  Medical 
College  of  Virginia,  Founders’  Day,  January  16,  1940. 


Polk  was  President  of  the  United  States.  The 
national  debt  was  negligible,  in  spite  of  the  fact  that 
we  had  just  passed  through  our  worst  financial  panic, 
and  in  spite  of  the  fact  that  the  Democrats  were  in 
the  saddle.  Men’s  minds  were  active  over  the  rising 
tide  of  abolition,  the  Oregon  Question  and  the  an- 
nexation of  Texas.  War  clouds  were  thick.  Morse 
had  just  invented  telegraphy.  Except  in  literature, 
there  was  no  artistic  brilliance.  Business,  explora- 
tion and  great  political  issues  dominated  the  public 
mind.  It  is  surprising  that  under  such  seemingly 
inauspicious  circumstances  a young  medical  school 
here  in  Richmond,  temporarily  quartered  on  East 
Main  Street,  operating  under  the  charter  of  Hamp- 
den-Sydney  College,  originated  and  executed  plans 
for  the  erection  of  a college  building,  which  in  con- 
ception and  size  eclipsed  anything  of  its  kind  in  the 
State  or  in  neighboring  states.  On  land  purchased 
for  $2,000,  a gift  of  the  City,  and  with  help  from  the 
Literary  Fund  of  the  State  amounting  to  $25,000, 
this  feat  was  accomplished. 

It  has  been  said  that  in  the  conception  and  erection 
of  a building,  the  owner  may  be  likened  unto  a 
father,  and  the  architect  unto  a mother — the  one 
supportive,  the  other  creative.  In  this  instance  on  the 
paternal  side,  there  are  several  individuals  to  be  con- 
sidered— six  to  be  exact.  They  are  well  known  to  us 
all : the  youthful  and  dynamic  dean,  Augustus  L. 
Warner;  John  Cullen,  a cultured,  red  faced  Irish- 
man, the  fashionable  doctor  of  his  day;  Lewis  Webb 
Chamberlayne,  blue  blooded  descendant  of  William 
Byrd;  Socrates  Maupin,  a mild-mannered  little  man, 
who  in  later  years  acquired  a great  reputation  in  a 
sister  institution;  Richard  L.  Bohannan,  old  man 
of  the  faculty,  who  although  only  fifty-five  years  of 
age  seemed  like  an  elder  statesman  to  his  more 
youthful  confreres;  and  Thomas  Johnson  who  re- 
signed before  the  completion  of  the  project. 
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The  selection  of  the  architect  and  builder  was 
probably  the  result  of  the  following  circumstances. 
In  the  spring  of  1843,  a group  of  Richmonders 
visited  various  Northern  churches,  seeking  a model 
for  a church  to  be  erected  here  at  Ninth  and  Grace 
Streets.  Their  model  was  found  in  St.  Luke’s 
Church,  Philadelphia.  Its  architect,  Thomas  S. 
Stewart  of  Philadelphia  was  chosen  to  plan  and  erect 
the  new  building  in  Richmond,  the  now  historic  St. 
Paul’s  Church,  whose  208  foot  spire  could  once 
easily  be  seen  from  here.  Two  of  the  five  members 
of  the  faculty  of  the  young  medical  school  were  pew 
owners  in  the  new  church,  and  one  of  them  gave  $500 
toward  its  construction.  These  facts  seem  to  explain 
why  Stewart  became  the  architect  of  the  Egyptian 
Building. 

Why  did  Mr.  Stewart  choose  Egyptian  architecture 
for  the  new  medical  college  building?  The  editor  of 
the  Richmond  Times  and  Compiler  (1845)  was  of 
the  opinion  that  “there  is  a mystery  in  the  spirit  of 
the  Egyptian  style  of  Architecture,  which  makes  it 
to  our  taste  singularly  appropriate  for  this  temple  of 
the  medical  science.” 

Perhaps  Mr.  Stewart  was  one  of  the  forerunners 
of  the  revolt  from  the  classical  style  of  the  period,  a 
revolt  that  was  soon  to  give  us  the  decadent  forms 
now  often  distasteful  to  us.  Perhaps  Mr.  Stewart 
identified  himself  with  those  in  the  young  nation 
seeking  to  “achieve  an  individualistic  style”.  Per- 
haps, as  Professor  Frank  J.  Roos,  Jr.,  of  Ohio  State 
University  has  also  suggested,  he  was  influenced  like 
others  by  publications  then  current  in  this  country, 
which  were  one  of  the  results  of  the  Napoleonic 
campaigns  in  Egypt.  It  may  be  that  architectural 
drawings  of  some  Egyptian  temple,  a work  something 
like  Stewart  and  Revett’s  Antiquities  of  Athens,  came 
into  his  possession,  and  with  it  the  temptation  to  try 
his  hand  at  something  new.  In  any  event,  Eg>'ptian 
architecture  it  was.  Professor  Roos  has  listed  thirty- 
odd  other  examples  of  Egyptian  architecture  in  this 
country  dating  from  about  this  time.  In  his  opinion 
and  by  general  consent  our  building  seems  to  be  the 
best  representative  of  the  style  in  existence. 

II 

The  years  go  by — fifty-five  of  them.  The  Medical 
College  of  Virginia  and  the  Egyptian  Building  made 
Southern  Medical  history  together,  for  the  two  were 
one,  and  all  this  time  the  activities  of  the  College 
were  for  the  most  part  centered  here — lecture  halls. 


laboratory,  dissecting  hall,  museum,  hospital,  ad- 
ministrative offices,  all  under  this  one  roof.  The  hos- 
pital boasted  of  gas  lights  and  well  heated  rooms, 
advertised  ward  rates  of  four  to  five  dollars  a week, 
and  the  public  was  advised  that  “in  cases  of  diffi- 
culty, the  whole  college  faculty  was  called  in  con- 
sultation without  additional  charge.”  In  due  course  of 
events,  the  snuff -taking  first  faculty  of  the  Forties 
gave  w’ay  to  others:  the  great  anatomist  Jeffries 
WjTnan;  the  Franco- American  savant,  Brown- 
Sequard;  the  artist  Petticolas;  the  witty  and  myopic 
Dr.  Taylor;  Hunter  McGuire.  The  roster  of  cher- 
ished names  came  to  include  also  McCaw,  Wellford, 
Gibson,  Tucker,  Cullen,  Cunningham  and  Johnston. 
An  increasing  number  of  Southern  boys  took  the 
tickets  of  the  small  faculty;  attempted  to  evaluate 
their  phlogistic  and  antiphlogistic  theories  and  to 
fathom  the  mysteries  of  calomel,  quinine  and  phle- 
botomy; watched  operations  performed  without  bene- 
fit of  anaesthesia  or  asepsis;  shared  in  the  bod}- 
snatching  that  was  necessary  for  anatomical  study; 
and  learned  some  of  their  medicine  at  the  bedside, 
but  most  of  it  by  the  amphitheatre  method  then  gen- 
erally in  vogue  in  this  country. 

The  decisive  year  1853  rolled  round,  and  the  in- 
stitution severed  its  relation  with  Hampden-Sydney 
College  to  become  an  independent  medical  school, 
prepared  to  compete  with  the  three  other  medical 
colleges  already  in  the  State. 

The  fateful  years  1861-65  arrived,  and  140  seced- 
ing Southern  medical  students  left  Philadelphia  and 
matriculated  in  the  College.  The  processes  of  teach- 
ing and  learning  were  thereafter  accelerated  to  the 
point  of  conducting  two  sessions  a year.  The  over- 
worked faculty  sent  a stream  of  military  surgeons 
into  the  armies  of  the  Confederacy.  The  lean  days 
of  reconstruction  were  weathered.  Then  new  and 
forceful  personalities  clashed,  a competitive  medical 
college  was  born  in  Richmond,  and  an  era  in  the 
life  of  the  old  college  and  of  this  building  was 
closed. 

The  years  again  go  by,  forty-seven  of  them.  Years 
of  growth  and  progress.  It  was  probably  in  1893  that, 
for  the  first  time,  it  was  clearly  recognized  that  all 
the  activities  of  a medical  college  could  not  be 
crowded  into  a building  of  this  size.  (It  is  now  rec- 
ognized that  you  can’t  get  them  all  on  several  city 
blocks.)  The  period  of  expansion,  the  flowering  of 
which  we  are  now  the  admiring  witnesses,  began  at 
that  time.  A dispensary  was  built.  The  Old  Domin- 
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ion  Hospital  was  organized.  The  faculty  was  aug- 
mented. Old  aristocrats  like  anatomy,  medicine, 
surgery,  obstetrics,  had  to  put  up  with  and  try  to 
live  on  good  tenns  with  parvenue  specialties,  such 
as  roentgenology,  otorhinolaryngology,  dermatology 
and  pediatrics.  A nursing  school  w’as  organized.  The 
departments  of  dentistr}'  and  pharmacy  grew.  Stu- 
dents multiplied.  Precisely  the  same  thing  was  going 
on  in  the  competitive  new  school.  After  a decade  and 
a half  of  independent  existences,  the  two  schools 
wisely  consented  to  call  a halt  on  throat  cutting,  and 
pooled  their  resources,  giving  fresh  impetus  to 
growth. 

We  have  now  come  to  these  latter  days,  the  days 
of  President  Sanger,  the  Builder.  Almost  over  night 
we  have  a librar}',  two  nursing  homes,  a laundr)',  a 
central  heating  plant,  a network  of  underground 
passages,  a dormitory  for  men,  a modern  clinic 
building,  and  a hospital  of  which  any  medical  school 
would  be  proud.  A small  medical  college  is  being 
transformed,  before  our  eyes,  into  a real  medical 
center. 

In  all  this  the  Egyptian  Building  played  a silent 
and  waiting  part.  Her  reverenced  ivy-covered  walls 
still  spake,  but  they  spake  of  a college  that  was.  De- 
serted by  one  department  after  another,  the  old  build- 
ing, obviously  outmoded,  was  fast  approaching  use- 
less senescence.  From  such  a fate  she  has  been 
rescued  by  the  vision  of  those  who  control  the  des- 
tinies of  this  institution,  and  by  the  bounty  of  one 
who  has  made  possible  the  restoration  and  remodel- 
ling we  shall  proudly  see  today. 

III. 

The  idea  seems  to  be  abroad,  among  certain  edu- 
cators, that,  due  largely  to  our  changing  economic, 
social  and  political  philosophy,  the  day  of  large 
private  benefactions  is  past.  Today  w^e  witness  an 
excellent  negation  of  that  idea.  Perhaps  there  is  less 
private  philanthropy  now  than  formerly,  but  there  is 
much  to  show  that  where  there  is  a conjunction  of 
the  proper  occasion  and  the  proper  man,  results  still 
follow.  The  occasion  was  here — the  preservation  of 
a century-old  shrine,  the  reconditioning  of  a teaching 
unit  of  an  institution  which  had  through  one  hun- 
dred years  turned  out  some  of  the  South’s  most 
outstanding  medical  men. 

Fortunately,  the  man  was  here  also,  a man  of  high 
mindedness  and  ready  appreciation  of  real  and  en- 
during values.  The  man  is  Mr.  Bernard  M.  Baruch. 


His  generosity  is  gratefully  acknowledged  in  the 
naming  of  the  auditorium  of  the  building  for  his 
father.  The  Simon  Baruch  Auditorum,  and  the  plac- 
ing of  an  appropriate  tablet  in  the  foyer  of  the 
building.  We  take  pride  in  recalling  that  Simon 
Baruch  was  a graduate  of  this  school  in  1862,  served 
as  a Confederate  surgeon  under  the  immediate  com- 
mand of  General  Robert  E.  Lee,  and  later  became 
a pioneer  in  hydrotherapy  in  this  country. 

This  magnificent  restoration,  in  recognition  of 
which  we  are  assembled  here  today,  assures  the  Egyp- 
tian Building  of  long  life  and  a future  even  more 
useful  and  honorable  than  her  past.  The  building 
still  stands  for  all  that  it  formerly  stood  for,  but  its 
range  of  service  has  now  been  vastly  extended. 

It  is  well  to  realize,  in  more  detail,  what  this 
restoration  means.  First  and  foremost,  it  has  pre- 
served in  all  essential  points,  the  exterior  of  the 
building,  just  as  it  was  originally  placed  here.  There 
is  the  same  size  and  massiveness — the  same  fluted 
pillars,  with  palm  leaves  decorating  their  bell-shaped 
capitals;  the  same  plain  deep  comice,  the  wide  un- 
broken spaces;  the  same  symbolic  ornamentations — 
winged  discs,  serpents,  mummy  cases  and  obelisks. 

For  the  interior,  the  restoration  has  done  what 
the  original  architect  had  neither  the  means  nor  the 
opportunity  of  attempting.  The  auditorium  and  foyer 
are  now  what  they  should  be — Egyptian.  In  this 
beautiful  hall,  in  the  years  to  come,  much  of  the 
work,  as  well  as  the  more  cultural  activities,  of  the 
College  will  center,  giving  to  the  Egyptian  Building 
an  importance  it  must  certainly  have  lost  had  not 
this  restoration  staid  the  heavy  hand  of  time. 

The  restoration  takes  a more  practical  turn  in  the 
remodelling  which  has  been  effected,  on  the  three 
floors  above  the  auditorium.  Here  two  of  what 
should  be  the  best  equipped  departments  in  the  Col- 
lege will  be  housed,  the  basic  and  essential  depart- 
ments of  pathology  and  bacteriology.  The  offices, 
laboratories,  class  rooms  that  have  been  placed  at 
their  disposal  offer  physical  opportunities  for  re- 
search and  teaching  unexcelled  in  this  part  of  the 
country.  William  Welch,  himself  a distinguished 
professor  of  these  disciplines,  once  warned:  “A  medi- 
cal college  may  have  . . . palatial  buildings,  mod- 
ern laboratories,  and  still  the  breath  of  life  may  not 
be  in  it.  The  vitalizing  principle  is  in  the  men — 
both  teachers  and  students — who  work  within  its 
walls.”  It  is  a well  recognized  principle  that  higher 
standards  of  medical  education  can  only  be  set  and 
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maintained  where  adequate  endowment  relieves  such 
schools  of  the  necessity  of  accepting  students  in  ex- 
cess of  their  facilities  to  teach  them.  Departments 
such  as  these,  however  handsomely  housed,  cannot 
flourish,  cannot  produce  results,  without  means, 
without  endowment.  It  is  devouth’  to  be  hoped  that 
an  Institute  of  Pathology  and  Bacteriology,  the  physi- 
cal layout  of  which  is  now  provided,  may  shortl)’  be 
realized  through  the  generosity  and  farsightedness 
of  someone  appreciative  of  the  service  to  humanity 
and  science  both  of  these  departments  are  prepared 
to  render. 

The  meaning  of  the  restoration  consists,  not  only 
in  these  tangible  things,  but  in  the  real  and  lasting 
spiritual  force  the  Egyptian  Building  is  destined  to 
prove  in  the  future  of  the  college.  To  some,  this 
building  will  serve  as  a constant  reminder  of  an 
ancient  civilization  upon  the  banks  of  the  Nile;  of 
Imhotep,  the  Egyptian  protot}q)e  of  Aesculapius,  and 
the  first  distinct  figure  of  a medical  man  to  appear 


upon  the  horizon  of  history;  of  Egyptian  medicine 
itself,  whose  high  order  we  have  only  recently  come 
to  recognize,  but  which  was  long  ago  acclaimed  by 
the  ancient  world,  the  Greek  bard,  Homer,  singing. 

There  “dwell  physicians  who  excell  in  skill 
All  other  men,  for  they  are  of  the  race  of  Paeon.” 

To  others,  this  building,  in  its  very  suggestion  of 
permanence  and  solidity,  will  typify  a scholarship 
which  digs  deep,  lays  wide  foundations  and  rears 
superstructures  of  learning  of  true  and  enduring 
value. 

Whatever  its  meaning,  in  the  words  of  the  his- 
torian Macaulay,  I hazard  the  prediction,  that  when 
much  that  we  see  about  us  today  has  perished,  the 
influence  and  the  glory  of  this  old  building  “will 
still  survive,  fresh  in  eternal  youth,  exempt  from 
mutability  and  decay”,  as  immortal  as  the  intellec- 
tual principles  that  were  responsible  for  its  creation 
a century  ago  and  for  its  preservation  today. 

828  West  Franklin  Street. 


THE  MANAGEMENT  OF  THE  PATIENT  WITH  RECURRING 
“COLDS”,  GRIPPE,  AND  INFLUENZA.* 


John  R.  Hamilton,  M.D., 

Nassawadox,  Virginia. 


The  terms  recurring  “colds”,  grippe  and  influenza 
are  used  interchangeably  here  because  of  the  loose 
and  overlapping  interpretations  assigned  them  by 
physicians  and  laymen.  But  any  one  of  the  three 
conditions  can  cause  a period  of  inactivity  with  a 
possibility  of  delayed  recovery.  They  too  often  lead 
to  such  complications  as  pneumonia,  sinus  infections, 
ear  infections  and  other  w’ell  known  sequelae.  And 
in  cases  where  the  patient  already  has  some  chronic 
condition,  any  one  of  this  triad  may  cause  this  dis- 
ability to  become  worse  or  at  times  uncontrollable. 

In  this  discussion  I wish  to  specify  the  patient 
with  recurring  attacks  of  “colds”,  grippe  or  influenza 
rather  than  those  with  an  occasional  sporadic  attack. 
Patients  in  this  group  anticipate  with  dread  and  fear 
and  usually  actually  experience  each  year  with 
alarming  regularity  one  or  more  attacks  of  “colds”, 
grippe  or  influenza,  these  attacks  being  characteristic 
and  typical  in  each  individual  case.  Histories  of 
these  patients  show  that  some  patients  suffer  the  same 

*Read  before  the  seventieth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Richmond,  October  3-5, 
1939. 


complication  following  each  attack  of  “cold”,  grippe 
or  influenza;  other  cases  may  show  a variation  or 
absence  of  complications;  also,  at  times  an  existing 
chronic  condition  such  as  diabetes  or  an  impaired 
cardiac  reserve  does  not  recover  to  the  former  level 
but  is  worse  permanently  after  each  attack. 

Despite  the  certain  inconvenience  and  possible 
danger  these  patients  regularly  undergo,  they  do  not 
always  have  the  detailed  attention  their  cases  justify. 
This  is  often  because  the  patient  can  not  see  the 
gravity  of  his  case  and  therefore  he  is  not  willing  to 
spend  enough  time  with  his  physician  to  enable  him 
to  make  a thorough  study;  or  he  is  unwilling  to  pay 
the  fees  entailed  by  a long  series  of  visits  to  his 
doctor’s  office.  On  the  other  hand,  the  physician  with 
many  professional,  civic,  and  family  duties  who  is 
seeing  each  day  many  patients  extremely  ill  may  lose 
sight  of  the  regularity  with  which  some  patients  have 
recurring  attacks  of  “colds”,  grippe  or  influenza. 
Another  factor  which  has  been  a deterrent  is  that 
treatment  can  only  be  outlined  along  broad  general 
principles;  procedure  cannot  be  planned  with  cer- 
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tainty,  cannot  be  correlated  by  mechanical  devices, 
and  results  cannot  be  promised.  So  the  physician 
hesitates  to  suggest  the  requisite  treatment  and  too 
quickly  lets  the  proposals  slip  from  his  mind  until 
thev  are  recalled  when  the  patient  has  another  attack. 

For  these  or  other  reasons  these  patients  frequently 
resort  to  self-medication.  Because  vitamins,  or  reg- 
ulation of  the  humidity  in  living  quarters,  or  vaccines 
by  mouth  or  subcutaneously  were  successful  in  the 
case  of  a friend,  a patient  may  buy  these  products 
and  administer  them  to  himself,  or  request  his  physi- 
cian to  do  so  without  any  reasonable  knowledge  that 
their  conditions  are  the  same.  Alluring  advertise- 
ments make  recovery  sound  sure  and  merely  a matter 
of  taking  the  preparation  being  publicized.  Whole- 
sale self-medication  with  any  substance  such  as 
vitamins  and  cold  vaccines  by  mouth,  which  are  now 
so  popular,  should  be  whole-heartedly  condemned  be- 
cause, while  some  of  these  preparations  may  not  actu- 
ally be  harmful  in  themselves,  they  create  a false 
sense  of  security  and  keep  the  patient  from  seeking 
competent  professional  advice  for  his  individual  case. 

It  cannot  be  said  too  often  or  too  emphatically 
that  each  case  of  recurring  “colds”,  grippe  or  in- 
fluenza is  individual  and  distinct  and  any  wholesale 
method  of  management  must  be  avoided.  The  physi- 
cian must  keep  a broad  point  of  view  and  employ  an 
elastic  procedure.  There  are  many  factors  in  man- 
agement and  none  can  be  constantly  applied  or 
permanently  discarded. 

.\  written  detailed  history  and  progress  notes  are 
of  paramount  importance  in  each  case.  Then  the 
original  statements  of  the  patient  may  be  carefully 
reviewed  when  needed  and  the  facts,  added  as  he  is 
seen  each  time,  can  be  analyzed  and  all  finally  cor- 
related. The  original  history  will  not  always  reveal 
any  salient  facts.  At  times  it  will  contain  definite 
impressions  of  the  patient  about  causes  and  effects 
in  connection  wdth  his  condition.  These  statements 
of  the  patient  may  be  significant  or  they  may  be  in- 
correct conclusions,  but  the  physician  must  weigh 
their  value  carefully.  The  patient  should  be  seen  at 
regular  intervals  and  notes  on  his  progress  should  be 
recorded.  He  should  also  be  seen  at  the  time  of  or 
immediately  following  each  attack  and  a detailed  ac- 
count taken  of  the  events  previous  to  the  attack. 

Chilling  or  the  lowering  of  the  patient’s  body  tem- 
perature is  in  certain  cases  a definite  exciting  factor. 
One  of  my  patients  gave  a history  of  having  had  an- 
nually frequent  severe  colds  over  a period  of  twenty- 


five  years.  These  colds  were  characterized  in  the 
beginning  by  an  acute  upper  respiratory  tract  in- 
fection and  in  the  second  stage  by  an  acute  bron- 
chitis. The  history  did  not  give  any  leads  concerning 
predisposing  factors.  He  was  given  empirically  pre- 
seasonal  cold  vaccine  with  a remarkable  lessening  of 
the  attacks.  In  three  years  of  observation  in  which 
yearly  pre-seasonal  cold  vaccine  was  given,  the  pa- 
tient had  two  severe  colds  exactly  the  same  as  his 
previous  colds.  Each  was  preceded  by  the  same 
factor;  during  a cool  spell  the  patient  went  to  bed 
in  a house  that  was  damp  and  unheated  and  was  ex- 
tremely chilly  all  night.  Since  the  patient  has  been 
warned  against  chilling,  colds  have  not  occurred. 
This  is  one  of  many  cases  where  prevention  of  chil- 
ling or  lowering  the  body  temperature  is  an  essential 
part  of  management. 

Fatigue  also  gives  many  clinical  examples  of  its 
ability  to  act  as  an  exciting  factor  in  cases  of  re- 
curring “colds”,  grippe  or  influenza.  Mental  and 
physical  fatigue  cannot  be  eliminated  from  the  pa- 
tient’s life  but  they  usually  can  be  controlled.  Help- 
ing a patient  avoid  mental  fatigue  is  much  easier 
talked  about  than  actually  accomplished;  but  when 
the  patient  understands  the  necessity  of  cooperating 
in  the  effort  to  control  it,  and,  with  practical  advice 
about  adequate  rest  and  diversification,  much  can  be 
accomplished. 

It  is  a recognized  fact  that  many  germs  increase 
in  virulence  when  passed  from  person  to  person. 
Since  the  histories  of  many  patients  in  the  group 
under  discussion  show  that  their  resistance  to  a cer- 
tain type  or  types  of  infection  is  not  hi^,  it  is  most 
urgent  that  they  be  segregated  from  organisms  with 
increased  virulence.  Therefore,  close  contact  of  these 
patients  with  other  people  suffering  from  “colds”, 
grippe  or  influenza  should  be  avoided  whenever  pos- 
sible. 

In  certain  cases  there  is  repeated  evidence  that  an 
incorrect  amount  of  moisture  in  the  air  at  home  or 
at  the  place  of  work  is  the  precipitating  or  exciting 
factor.  A too  dry  atmosphere  may  be  as  injurious  to 
some  as  dampness  is  to  others.  Once  the  atmosphere 
is  proven  to  be  lacking  in  moisture  by  a humidity 
guage,  it  is  usually  easy  to  bring  it  up  to  the  required 
level. 

A certain  number  of  patients  have  well-defined 
brief  warning  symptoms  of  an  approaching  attack. 
These  symptoms  are  usually  distinctive  to  each  case 
but  have  occurred  frequently  enough  that  they  can  be 
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tied  to  as  actual  signs  of  the  onset  of  an  attack.  In 
some  cases  where  there  were  definite  indications  that 
an  attack  was  approaching  I have  given  empirically, 
and  with  occasional  success,  foreign  protein  injec- 
tions. Two  c.c.  of  Omnadin  (Winthrop)  were  given 
intramuscularly  as  soon  as  the  symptoms  presented 
themselves,  followed  by  two  more  doses  at  twelve 
hour  intervals  and  two  more  doses  at  twenty-four 
hour  intervals,  making  a total  of  five  doses  on  the 
average.  I must  emphasize  that  the  Omnadin  was 
first  given  empirically  in  those  cases  with  reliable 
warning  symptoms  of  an  approaching  attack  and  was 
repeated  where  it  proved  efficacious.  These  results 
are  the  unusual  rather  than  the  usual.  I have  seen 
two  other  patients  a number  of  times  with  typical 
symptoms  of  an  approaching  recurring  type  of  “cold” 
which  was  apparently  aborted  each  time  by  small 
doses,  0.1  C.C.,  of  standard  stock  catarrhalis  com- 
bined vaccine. 

Many  physicians  are  not  favorably  impressed  by 
the  results  obtained  from  the  use  of  cold  vaccine 
given  subcutaneously  as  a preventive  of  recurring 
“common  colds.”  I feel  that  in  selected  cases,  if 
given  early  in  the  fall,  or  well  before  the  cold  season 
of  the  patient  being  treated,  small  doses  of  stock 
catarrhalis  combined  vaccine,  weekly  spaced,  the 
amount  of  the  dose  being  fixed  to  suit  each  individ- 
ual, give  results  good  enough  to  justify  careful  con- 
sideration. 

In  certain  cases  the  removal  of  diseased  tonsils 
and  abnormal  adenoid  tissue  has  cleared  these  pa- 
tients of  their  recurring  symptoms.  The  problem  is 
selecting  the  cases  where  this  procedure  is  justified. 
It  has  been  my  policy  to  be  careful  not  to  make  any 
promises  but  to  base  the  request  for  the  removal  upon 
the  opinion  of  a consultant  that  the  tissue  involved 
was  diseased  and  should  be  removed  from  a general 
hygienic  standpoint  with  the  hope  that  it  would  also 
help  the  recurring  condition.  I have  seen  cases  in 
which  it  was  the  deciding  factor  in  the  patient’s  im- 
provement, and  I have  also  seen  cases  in  which  it 
seemed  to  make  little  or  no  difference. 

Quinine  in  continuous  small  daily  doses  has  been 
recommended  as  a preventive  measure  in  the  recur- 
ring conditions  which  I am  discussing.  I have  not 
had  enough  experience  to  form  an  opinion  of  this 
type  of  treatment;  but  one  of  my  patients  who  had 
had  recurring  influenza  for  many  years  and  who  had 
used  many  types  of  preventive  treatment  without  ef- 
fect, went  through  the  winter  of  1938  without  an 


attack.  He  was  taking  one  grain  of  quinine  sulfate 
daily. 

The  above  are  some  of  the  many  possibilities  in 
the  management  of  patients  with  recurring  “colds”, 
grippe  Or  influenza.  Of  course,  management  of  any 
condition  which  involves  the  resistance  of  a patient 
against  bacteria  or  virus  must  consider  the  patient  as 
a whole  and  provide  an  adequate,  well-balanced  diet 
with  reasonable  attention  to  vitamins  and  minerals, 
and  must  also  give  reasonable  attention  to  proper 
elimination. 

In  conclusion,  it  seems  to  me  that  the  very  vague- 
ness of  the  interpretations  applied  to  the  condition  of 
recurring  “colds”,  grippe  or  influenza,  and,  the  gen- 
eralities with  which  treatment  must  be  outlined  offer 
a challenge  to  physicians.  I feel  that  these  cases  re- 
quire medical  attention  because  each  case  is  an  in- 
dividual problem  in  management.  And,  finally, 
these  cases  deserve  the  utmost  consideration  because 
patients  may  be  saved  a great  deal  of  inconvenience, 
discomfort  and  misery;  because  chronic  conditions 
may  be  spared  further  damage  and  serious  complica- 
tions may  be  avoided. 

Discussion 

Dr.  T.  Dewey  Davis,  Richmond:  I admire  Dr.  Hamil- 
ton for  selecting  this  subject  to  present.  I know  of  nothing 
that  is  harder  to  put  over  than  a discussion  of  respiratory 
infection.  From  the  standpoint  of  importance,  of  course, 
we  probably  ought  to  discuss  them  all  the  time  because 
there  is  no  cause  of  morbidity  which  ranks  ahead  of  this 
group  of  diseases. 

When  we  talk  about  respiratory  diseases  we  are  imme- 
diately at  sea,  because  we  do  not  know  what  we  are 
talking  about.  We  say  the  patient  has  a cold  because  his 
fever  does  not  go  up  much.  If  it  goes  up,  why  he  has 
giippe;  if  it  goes  away  up  he  has  flu. 

A lot  of  experimental  work  has  been  done  on  respira- 
tory diseases.  It  has  been  proved  that  a great  many  of 
them  are  due  to  filterable  viruses.  That  a filterable  virus 
may  initiate  the  process  and  the  normal  respiratory  bac- 
teria jump  in  and  continue  it.  With  all  this  in  view,  it  is 
difficult  to  see  how  any  sort  of  vaccine  injection  can 
accomplish  much.  I imagine  most  of  you,  of  course,  have 
seen  the  work  that  has  come  from  students  of  this  subject 
at  the  University  of  Minnesota,  in  which  they  have  given 
stock  catarrhal  vaccines.  Incidentally  I might  say  that  if 
we  are  going  to  use  any  at  all  it  looks  to  me  as  if  the 
stock  vaccines  would  be  far  superior  to  any  autogenous 
growths  that  we  might  get  from  the  throat,  because  of 
the  changing  flora  in  bacterial  growth  in  the  throat.  It 
looks  to  me  as  if  we  might  have  a better  chance  of 
catching  the  offending  organism  with  the  stock  vaccine. 
These  investigators  have  shown  pretty  conclusively  that, 
at  least  in  their  locality  and  in  their  hands  with  the 


1940] 


Virginia  Medical  Monthly 


137 


administration  of  these  catarrhal  vaccines  by  any  method 
(subcutaneously,  in  varying  doses,  and  by  mouth),  they 
have  gotten  practically  nowhere  in  attempting  to  control 
respiratory  infection. 

Another  interesting  aspect  of  the  situation  that  has 
always  intrigued  me  is  the  fact  that  there  are  some 
families  that  are  particularly  susceptible  to  respiratory 
infection,  and  those  families  are  also  susceptible  to  aller- 
gic manifestations.  I can  think  off  hand  of  three  in  my 
own  practice  in  which  I have  been  fighting  respiratory 
infections  for  years.  It  is  a difficult  problem  to  prove, 
but  I wonder  if  they  have  not  got  something  wrong  with 
their  bacterial  immunity  reaction,  as  they  have  with  their 
allergic  states — pollen,  and  so  on.  It  seems  to  me  that 
is  the  possible  answer  to  some  of  the  cases.  In  other, 
words,  they  get  an  immunity  response  after  a cold,  just 
as  in  the  average  individual,  but  the  immunity  response 
disappears  very  quickly.  That  is  a thought  that  has  in- 
trigued me  a good  deal,  but  I do  not  know  just  how  to 
get  at  it. 

Finally,  Dr.  Hamilton  has  discussed  the  question  of 
focal  enucleations  in  the  treatment  of  colds.  I think  we 
have  to  keep  this  in  mind.  Drain  the  sinuses  if  necessary. 
Use  X-ray  treatment  to  get  rid  of  residuals.  There, 
again,  we  have  to  keep  allergic  states  in  mind,  because 
many  of  these  fall  colds  may  be  due  to  blocking  of  the 
sinuses  from  hay  fever.  I am  certainly  convinced  that  it 
does  the  individual  very  little  good  and  probably  con- 
siderable harm  to  get  his  nose  squirted  out  or  packed 
once  a day  or  twice  a day  in  the  presence  of  acute 
respiratory  infection. 

Dr.  Franklin  M.  Hanger,  New  York  City:  This  sub- 
ject has  interested  me  since  1920,  and  I am  just  as 
baffled  by  the  problems  of  the  common  cold  now  as  I was 
then — in  fact,  more  so.  There  is  one  important  thing 
which  has  been  established  in  relation  to  this  disease. 
There  is  certainly  a virus  factor  in  the  common  cold. 
I have  seen  Dr.  Dochez’s  experiments  and  have  seen  this 
virus  grown;  I have  seen  it  put  in  the  noses  of  indi- 
viduals and  have  seen  them  get  colds.  The  time  when  we 
can  study  the  common  cold  best  is  in  the  autumn,  right 
now,  when  our  mucous  membranes  are  healthy.  When 
we  see  individuals  contract  a cold  from  others  during 
this  season  we  can  assume  a virus  is  the  etiological 
agent.  Later  in  the  winter  the  problem  becomes  very 
complex. 

I was  very  much  interested  in  the  allergic  idea,  be- 
cause I carried  out  some  experiments  a few  years  ago 
which  show  the  relationship  of  infection  to  tissue  allergy. 
I immunized  some  rabbits  to  a virulent  organism,  so  if 
that  organism  was  injected  into  the  skin  of  those  rabbits 
it  produced  no  lesion  at  all.  The  animals  were  highly 
immune.  Then  I took  the  same  rabbits  and  sensitized 
them  to  egg  white,  so  if  I injected  egg  into  the  skin  a 
localized  urticarial  edema  developed.  Then  if  I injected 
the  bacteria  to  which  the  animals  were  immune  into  that 
wheal  on  the  skin,  a severe  infection  developed.  This 
infection  spread  only  to  the  limits  of  the  wheal,  but 


would  not  extend  into  healthy  tissue.  In  other  words, 
when  tissues  are  reacting  to  an  antigen  they  lose  the 
specific  capacity  to  resist  bacterial  invasion.  I think  this 
may  bear  on  the  cold  problem.  Allergic  reactions  in  the 
nose  may  affect  profoundly  the  natural  resistance  of  the 
tissues  to  viruses  and  bacteria. 

We  must  all  agree  with  Dr.  Hamilton’s  premise  that 
the  reaction  within  the  mucous  membranes  is  an  impor- 
tant factor,  especially  in  the  recurrent  type  of  cold. 
I believe  most  of  us  carry  the  cold  virus  and  virulent 
bacteria  in  our  upper  respiratory  tracts.  These  may  re- 
main quiescent  until  chilling,  vaso-motor  reactions,  fa- 
tigue, and  emotional  upsets,  etc.,  disturb  local  resistance 
permitting  infection  to  take  place.  Each  individual  reacts 
differently  to  these  disturbances  and  at  times  the  physi- 
cian can  do  quite  a bit  after  studying  the  patient  as  a 
whole  to  modify  these  reactions. 

Dr.  Hamilton,  closing  the  discussion;  I want  to  thank 
both  Dr.  Davis  and  Dr.  Hanger  for  their  remarks. 

I stand  out  among  the  few  in  using  cold  vaccine  in 
certain  cases.  I do  not  recommend  it  as  any  cure-all  and 
I do  not  think  you  can  promise  the  patient  anything 
definite  at  all.  The  dosage  which  I have  used  has  been 
decidedly  different  from  the  dosage  as  given  in  the  litera- 
ture or  on  the  package.  Therefore,  I shall  go  into  that 
for  just  a moment.  In  patients  who  have  had  severe 
colds  I start  with  as  small  a dose  as  0.01  c.c.  of  a regular 
stock  vaccine.  I have  three  people  in  my  practice  to 
whom  so  far  this  year  the  largest  dose  I have  been  able 
to  give,  according  to  my  own  standards  is  0.06  c.c.  I 
do  not  increase  the  dose  if  the  local  reaction  is  over 
the  size  of  a dollar.  I know  a good  many  feel  that  the 
local  reaction  has  nothing  to  do  with  what  the  organism 
is  doing  inside.  I do  not  increase  the  dose  if  there  is 
any  general  reaction  in  the  patient — fever,  chill,  a little 
cold,  or  anything  else.  During  a cold,  if  one  occurs  while 
the  treatment  is  going  on,  I decrease  the  vaccine  by  nine- 
tenth,  or  to  one-tenth  of  the  dose. 

I do  not  feel  that  we  are  doing  anything  but  empirical 
treatment.  Personally,  I feel  that  the  cold  is  initiated  by 
the  virus,  but  secondary  organisms  come  in;  and  if  the 
secondary  invaders  can  be  warded  off  by  teaching  the 
body,  if  such  a thing  be  possible,  to  defend  itself  against 
these  organisms,  it  is  a help.  My  patients  feel  that  this 
is  so  in  a great  many  cases,  and  so  do  I. 

The  smallest  number  of  doses  I have  ever  given  in 
any  case  was  ten  doses,  starting  in  August  with  one-tenth 
C.C.,  getting  up  to  1 c.c.  The  cases  frequently  get  twenty’ 
doses  and  some  run  up  as  high  as  thirty  doses,  contin- 
uing treatment  all  during  the  winter. 

I was  very  much  interested  in  Dr.  Davis’  point  and 
certainly  agree  that  allergy  has  a great  deal  to  do  with 
it  in  some  of  these  people. 

I was  interested,  too,  in  Dr.  Hanger’s  sensitization 
with  egg  white.  For  some  reason  some  people  are  sensi- 
tive to  these  viruses  or  the  secondary  invaders  and  get 
colds. 
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THE  OPERABILITY  OF  GASTRIC  MALIGNANCY.- 


Claude  Moore,  M.D., 

Washington,  D.  C. 


In  the  days  before  the  full  development  of  roent- 
genologic diagnosis,  gastric  cancer  vt'as  suspected 
only,  and  the  diagnosis  postively  made  by  explora- 
tory operation,  or  later  by  the  development  of  s}Tnp- 
toms  and  conditions  beyond  medical  aid.  As  we  all 
know,  many  abdominal  operations  were  performed  in 
the  first  part  of  this  century  to  confirm  or  eliminate 
gastric  malignancy.  Because  of  the  hopelessness  of 
the  cure  of  gastric  cancer  when  it  had  reached  the 
stage  to  cause  serious  symptoms  or  a palpable  mass, 
the  surgeons,  with  the  consent  of  the  family  physi- 
cians and  other  consultants,  early  urged  abdominal 
exploration  to  confirm  or  rule  out  gastric  cancer. 

In  the  past  quarter  of  a century,  competent  roent- 
genologists have  developed  their  diagnostic  skill  in 
the  diagnosis  of  gastric  lesions  beyond  that  of  all 
other  physicians.  There  are  few  more  embarrassing 
situations  in  a roentgenologist’s  practice  than  to  have 
missed  the  diagnosis  of  gastric  malignancy,  except 
in  its  incipient  or  very  earliest  stages.  Because  of  his 
ability  to  accurately  diagnose  gastric  lesions,  he  is 
saving  a larger  group  of  patients  suffering  with  nerv- 
ous indigestion,  chronic  gastritis  and  indiscretion  in 
diet  from  the  operating  table  and  the  dangers  of  a 
major  -surgical  operation.  He  can  now  show  and  be 
definitely  sure  that  even  massive  gastric  hemorrhages 
are  coming  from  small  benign  peptic  ulcers  or  from 
varicosities  about  the  cardiac  opening  of  the  stomach, 
and  many  other  lesions  needing  only  medical  care. 

A decade  ago  the  diagnosis  of  a gastric  cancer  by  a 
roentgenologist,  or  his  associates  in  other  fields,  was 
in  far  too  many  cases  considered  justification  for  the 
surgical  exploration  of  any  such  case,  and  sometimes 
the  roentgenologist  was  congratulated  upon  his  ability 
to  confirm  or  rule  out  the  diagnosis  of  gastric  malig- 
nancy. 

The  diagnosis  of  gastric  lesions  by  means  of  the 
roentgen  ray  has  now  reached  the  proficiency  in  the 
hands  of  the  competent  roentgenologist  to  not  only 
make  the  simple  diagnosis  of  a gastric  cancer,  but  the 
roentgenologist  can  elicit  a much  greater  amount  of 
information.  He  can  see  its  position  in  the  stomach, 
the  approximate  size  of  the  lesion  and  the  approxi- 
mate amount  of  gastric  wall  involved.  He  can  de- 
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termine  to  a large  extent  whether  it  is  of  the  flat, 
ulcerating  type  in  the  wall,  or  the  massive  parenchy- 
matous type,  filling  up  the  lumen  of  the  stomach.  If 
the  patient  is  of  average  build  or  thinner,  he  can 
frequently  determine  its  motility  or  fixation  to  other 
structures.  This  of  course  is  done  by  means  of  the 
barium  meal,  roentgenoscopic  examination  under  the 
fluoroscope  and  a series  of  good  roentgenograms 
taken  in  different  positions  and  at  different  times. 
He  is  able  to  determine  to  some  extent  the  impair- 
ment of  motility  and  functioning  of  the  stomach, 
particularly  any  tendency  to  obstruction  of  either  the 
cardiac  or  pyloric  orifice. 

Because  of  all  his  diagnostic  ability,  the  roent- 
genologist is  more  capable  of  advising  exploratory- 
operation  than  any  other  single  consultant.  Of 
course,  in  many  cases  on  which  he  might  advise  ex- 
ploration by  the  surgeon  it  will  be  found  that  a fair 
percentage  of  these  cases  are  inoperable.  This  may 
be  because  of  extension  of  the  tumor  to  other  organs, 
metastasis  to  the  liver  and  to  the  adjoining  lymph 
glands,  or  the  lesion  is  too  extensive  to  be  removed. 
There  are  few  surgeons  who  would  feel  competent  in 
their  own  minds  in  their  technical  ability  to  do  a 
total  gastrectomy  for  a cancer  of  the  cardiac  end 
of  the  stomach  and  unite  the  lower  end  of  the 
esophagus  to  the  jejunum.  Roentgenologists  can  di- 
rect that  type  of  a malignancy  to  the  surgeon  who 
can  do  such  an  operation  satisfactorily.  In  some 
cases,  the  lesion  is  so  large  and  involves  so  much 
of  the  stomach  wall  that  nothing  short  of  total 
gastrectomy  would  be  of  any  avail.  The  compe- 
tent roentgenologists  can  advise  the  competent  sur- 
geon what  to  expect  and  the  latter  can  be  prepared 
with  instruments  and  help  before  making  the  ab- 
dominal incision.  Frequently  the  roentgenologist  can 
determine,  contrary  to  the  expectation  of  the  other 
consultants,  that  the  patient  is  beyond  the  help  of  any 
surgical  procedure  and  this  opinion  should  be  ac- 
cepted as  final.  Sometimes  the  roentgenologist  will 
be  wrong.  A single  occasional  mistake  will  be  far 
outweighed  by  the  numerous  cases  operated  upon 
without  competent  roentgenologic  consultation  that 
die  a few  days  to  a few  weeks  following  a useless 
extensive  abdominal  operation. 
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The  family  physician  is  probably  in  a better  posi- 
tion than  anyone  else  to  coordinate  the  facts  as  to 
the  patient’s  general  condition  and  ability  to  undergo 
the  major  surgical  procedure  that  the  roentgenologist 
has  advised.  He  can  better  decide  which  is  the  safer; 
whether  to  operate  immediately  and  cut  off  the  risk 
of  further  extension  or  metastasis;  or  whether  to  wait 
to  build  up  the  patient’s  resistance  before  assuming 
the  risk  of  being  operated  upon. 

Because  the  family  physicians  are  urging  their 
patients  suffering  from  vague  digestive  disturbances 
to  have  thorough  clinical  examinations  early,  the 
number  of  gastric  cancers  being  found  in  their  ear- 
liest stages  is  definitely  on  the  increase.  Where  the 
roentgenologist  thinks  that  the  lesion  is  possibly  op- 
erable and  the  family  physician  agrees  that  the  pa- 
tient’s general  condition  will  enable  him  to  undergo 
such  an  operation  immediately,  then  a surgeon  should 
be  called  in  consultation  to  help  prepare  the  patient 
for  the  procedure.  It  would  be  superfluous  here  to 
discuss  types  of  operations  most  feasible  for  various 
types  of  lesions  that  are  operable,  nor  is  the  writer 
competent  to  enter  such  a discussion.  The  roent- 
genologist sees  many  cancers  of  the  stomach  that  are 
almost  surely  not  removable.  Sometimes  these  pa- 
tients even  have  metastasis  in  the  lungs  and  the 
skeleton  that  are  positively  identified  on  the  roent- 
genograms. Abdominal  operations  even  in  these  cases 
are  justified  to  relieve  obstruction  of  the  pylorus  or 
cardia.  Gastroenterostomy  or  gastrostomy  is  fre- 
quently justified  to  make  the  last  months  of  the 
patient  more  comfortable. 

The  specialty  of  gastroscopy  is  rapidly  being  de- 
veloped to  such  an  e.xtent  that  the  opinion  of  a 
competent  gastroscopist  is  of  considerable  value  in 
many  cases  in  determining  the  operability  of  a malig- 
nancy of  the  stomach.  This  is  particularly  true  where 
the  lesion  is  located  in  the  cardiac  end  of  the  stomach 
or  in  that  portion  of  the  stomach  above  the  angle. 
The  percentage  of  malignant  lesions  in  this  area  is 
small.  The  gastroscopist’s  opinion  would  be  par- 
ticularly valuable  in  confirming  or  eliminating  the 
diagnosis  of  a malignant  condition  in  this  upper 
area,  thereby  preventing  surgical  exploration.  As  a 
radiologist,  it  would  be  foolish  for  the  writer  to  try 
to  discuss  gastroscopy  except  to  express  his  appre- 
ciation of  the  gastroscopist’s  opinion  in  the  examina- 
tion in  gastric  lesions.  Except  in  medical  centers, 
few  competent  gastroscopists  are  available. 

This  appeal  is  made  to  general  diagnosticians. 


family  physicians,  and  surgeons  to  rely  more  fre- 
quently on  the  opinion  of  a competent  roentgenologist 
as  to  the  operability  of  gastric  lesions.  All  roent- 
genologists will  lean  to  the  side  of  desiring  an  ab- 
dominal exploration  for  a gastric  cancer  where  there 
is  even  a fair  possibility  that  the  lesion  can  be  re- 
moved. 

1801  Eye  Street,  Northwest. 

Discussion 

Dr.  Linwood  D.  Keyser,  Roanoke:  Among  the  causes  of 
death  cancer  ranks  second,  and  the  stomach  is  the  most 
frequent  site  of  this  disease,  something  over  27,000  cases 
being  reported  annually.  The  diagnosis  after  a variable 
array  of  symptoms  rests  largely  upon  the  roentgenologist 
whose  accuracy  in  determining  this  lesion,  its  site,  size 
and  presumptive  operability,  represents  one  of  the  greatest 
contributions  to  medicine.  The  earlier  the  lesion  the  more 
amenable  to  resection  and  cure.  Hence  the  value  of  routine 
and  repeated  X-rays  in  patients  suffering  from  persistent 
indigestion  especially  after  forty  years  of  age. 

Late  cancer  offers  little  difficulty  to  the  roentgenologist, 
but  the  early  lesions  when  one  is  dependent  on  the  dif- 
ferentiation of  small  lesions  or  such  signs  as  Cole’s  “limp- 
peristalsis”  may  offer  difficulty  which  can  be  solved  only 
by  surgical  exploration  and  biopathologic  examination  of 
the  tissue  removed.  Thus,  in  a series  of  135  small  gastric 
cancers  and  513  benign  ulcers,  Comfort  and  Butsch  found 
that  X-ray  diagnosis  as  to  malignancy  and  benignancy  was 
correct  in  about  78  per  cent  of  the  cases.  The  X-ray  man 
is  able  to  determine  a lesion  in  95  per  cent  of  the  cases. 
Even  in  the  fundic  or  cardiac  areas  of  the  stomach,  newer 
technique  with  postural  changes  during  fluoroscopy  will 
determine  the  lesion  in  most  instances. 

Dr.  Moore  has  advanced  the  thesis  that  operability  of 
gastric  cancer  should  be  determined  by  the  roentgenologist 
in  collaboration  with  the  physician.  He  contends  that 
few  surgeons  are  competent  to  deal  with  carcinoma  re- 
quiring total  or  subtotal  gastrectomy.  In  spite  of  my  high 
regard  for  Dr.  Moore  and  my  respect  for  his  attainments 
as  a roentgenologist  I find  it  difficult  to  agree  with  his 
major  conclusion.  Just  when  a surgeon,  who  by  training 
and  experience  is  capable  of  performing  partial  gastrec- 
tomy, may  be  entrusted  to  do  a total  gastrectomy  is  a 
difficult  point.  Conner  was  the  first  to  do  the  operation 
in  1884  with  mortality.  Schlatter  in  1897  performed  total 
gastrectomy  on  a woman  who  lived  fourteen  months.  In 
1929,  Finney  and  Reinhoff  reported  five  personal  cases  and 
collected  sixty-two  from  the  literature.  Roeder,  in  1933, 
reporting  three  personal  cases,  brought  the  total  number 
on  record  to  eighty-eight.  Recently  Walters,  Lahey,  Bal- 
four and  others  have  improved  the  technique  and  report 
a number  of  successful  operations.  Doubtless  the  technique 
is  intricate  and  not  to  be  undertaken  by  the  occasional 
surgeon,  yet  I may  say  the  same  for  pylorectomy  or  any 
operation  on  the  stomach.  I may  dismiss  this  point  with 
the  advice  that  any  patient  with  a gastric  lesion  should 
be  encouraged  by  his  physician  to  seek  the  services  of  a 
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surgeon  recognized  by  training  and  experience  as  adept 
in  this  field,  even  though  he  may  have  to  travel  some  dis- 
tance to  do  so. 

As  for  the  determination  of  operability  of  gastric  cancer 
by  X-ray  or  surgical  exploration,  I may  quote  Billroth, 
who,  being  criticized  for  his  high  resection  mortality, 
tersely  replied  to  his  more  conservative  medical  colleagues, 
that  their  mortality  was  100  per  cent.  Much  may  be  said 
in  favor  of  exploration  of  all  cases  of  gastric  cancer,  when 
obvious  metastasis  and  general  debility  are  not  contra- 
indications. In  the  first  place,  not  all  carcinomas  reported 
as  operable  by  the  X-ray  man  are  found  to  be  resectable 
at  exploration,  as  pointed  out  by  Eustenman.  It  is  well 
established  pathologically  that  it  is  the  grade  of  the  tumor 
rather  than  its  size,  its  degree  of  invasion  of  contiguous 
organs,  the  presence  of  metastasis  in  lymph  nodes,  the 
liver  or  other  organs,  these  factors  rather  than  its  age 
or  obstructive  nature  determine  operability.  Walters 
points  out  the  difficulty  in  determining  the  amount  of  in- 
volvement of  the  fundus  by  X-ray  methods.  This  author 
estimated  that  14  to  20  per  cent  of  the  cases  diagnosed  as 
inoperable  by  X-ray  are  satisfactorily  resectable.  In  good 
hands,  that  extensive  operations  are  worth  while  is 
attested  by  the  Mayo  Clinic  surgeons  who  removed  four- 
fifths  or  more  of  the  stomach  in  a group  of  184  patients. 
Seventeen  and  nine-tenths  per  cent  of  these  were  living 
and  well  five  years  or  more  after  operation.  Gray  Balfour 
and  Kirklin  found  in  1,000  cases  of  gastric  resection  that 
50  per  cent  lived  three  or  more  years  after  operation  if 
there  was  no  lymph  node  involvement,  whereas  20  per  cent 
lived  for  three  years  if  these  nodes  were  involved. 

Judd  pointed  out  another  fact,  viz.,  that  resection  of 
the  tumor  even  with  widespread  metastasis  was  the  best 
palliative  operation  so  far  as  prolonging  life  and  afford- 
ing an  easier  death  to  the  patient  was  concerned.  As  for 
the  operative  mortality,  Balfour  reported  200  gastrectomies 
with  a 5 per  cent  mortality.  Marshall  and  Taylor  reported 
eight  total  gastrectomies  with  a 50  per  cent  and  sixty- 
eight  subtotal  gastrectomies  with  31  per  cent  mortality. 

In  4,793  operations  for  gastric  cancer  in  the  Mayo 
Clinic,  2,112  gastrectomies  were  done  with  a mortality 
of  13.9  per  cent;  838  gastro-enterostomies  with  a mor- 
tality of  3.5  per  cent;  1,840  explorations  with  a mor- 
tality of  3.5  per  cent. 

Acceptability  of  cases  for  operation  varies  from  30  per 
cent  to  70  per  cent  depending  upon  the  clinic.  For  in- 
stance, Lahey  has  accepted  22  per  cent  for  operation  with 
7 per  cent  five-year  cures. 

I contend,  then,  that  given  a patient  with  gastric  cancer, 
he  is  entitled  to  exploratory  operation  as  his  only  chance 
for  cure  or  palliation.  A good  surgeon,  capable  of  doing 
a pyloric  resection,  should,  with  perhaps  a few  experiences, 
be  able  to  develop  the  technique  of  total  or  subtotal  gas- 
trectomy with  a reasonably  low  mortality.  Without  such 
an  effort  we  commit  such  a patient  to  a certain  and  very 
terrible  death. 

Again  at  exploration  we  may  encounter  gastric  syphilis 
and  especially  lymphosarcoma,  the  latter  being  definitely 
ameliorated  and  at  times  cured  by  roentgen  therapy. 


About  twelve  years  ago  I explored  a negro  man  of  twenty- 
five  years  for  supposedly  inoperable  malignancy.  Biopsy 
showed  lymphosarcoma.  Gastro-enterostomy  was  done  for 
relief  of  obstruction.  Intensive  X-ray  therapy  was  given. 
He  is  alive  and  apparently  well  today  and  was  reported 
last  year  in  a series  of  such  cases  by  Dr.  Archer. 

A patient  of  forty-four  years  diagnosed  as  operable  by 
X-ray  had  an  obstructing  pyloric  lesion.  At  exploration 
lymph  nodes  were  enormously  enlarged,  and  something 
over  one-half  of  the  stomach  was  removed,  an  anterior 
Poly’s  operation  completing  the  operation.  After  ten 
months  he  is  alive  and,  while  not  cured,  is  comfortable, 
maintaining  his  nutrition  and  carrying  on  his  work. 

In  short,  it  is  my  conviction  that  the  surgeon  at  ex- 
ploratory laparotomy  is  the  final  judge  as  to  the  operabil- 
ity of  gastric  malignancy,  granted,  to  be  sure,  that  the  find- 
ings of  the  roentgenologist  and  internist  should  be  care- 
fully considered  in  determining  his  judgment. 

Dr.  J.  Shelton  Horsley,  Richmond:  The  statement  of 
Dr.  Moore  that  the  treatment  and  management  of  cancer 
of  the  stomach  should  be  left  entirely  to  the  X-ray  man 
and  the  family  physician  is  amazing.  I wonder  if  frac- 
tures are  done  the  same  way. 

To  be  sure,  the  X-ray  man  is  the  chief  source  of  in- 
formation in  the  diagnosis  of  cancer  of  the  stomach,  but 
even  after  the  lesion  is  determined  there  are  factors  that 
neither  the  X-ray  man  or  family  physician  can  hardly 
evaluate.  The  gastroscopist  helps  in  cancer  of  the  cardiac 
end  of  the  stomach.  Sometimes  there  are  cases  in  which 
the  nature  of  the  lesion  cannot  be  definitely  determined 
without  a microscopic  section.  Now  nobody  values  more 
than  I do  the  help  of  the  roentgenologist  in  making  diag- 
noses of  cancer  of  the  stomach,  but  to  say  the  surgeon 
should  be  excluded  is  going  a little  too  far. 

There  is  only  one  treatment  for  cancer  of  the  stomach, 
and  that  is  surgical.  There  are  very  rare  cases  of  small 
round  cell  cancers  of  the  stomach  or  of  lymphosarcoma 
of  the  stomach,  in  which  X-ray  treatment  is  of  great 
benefit;  but  even  in  those  cases  it  would  seem  logical  to 
operate  and  then  give  X-ray  treatment.  As  a matter  of 
fact,  we  know  that  the  ordinary  garden  variety  of  cancer 
of  the  stomach  or  bowel  is  not  usually  beneficially  affected 
by  X-ray.  In  the  lower  rectum  or  lower  colon  where  the 
cancer  can  be  reached  irradiation  may  be  helpful. 

There  are  small  malignant  lesions  in  the  stomach  which 
the  X-ray  picture  might  indicate  to  be  operable  but 
these  may  be  extensive  metastases  even,  in  the  liver.  Then 
there  are  extensive  cancers  where  almost  the  whole  stom- 
ach can  be  removed  with  recovery.  I have  had  a case 
of  cancer  of  the  stomach  where  I had  to  take  out  about 
two-thirds  of  the  stomach  and  the  adherent  portion  of  the 
transverse  colon.  The  patient  is  well  over  five  years  after 
the  operation.  Then  the  leiomyosarcoma  usually  produces 
no  filling  defect  from  the  inside;  it  is  a pushing  defect. 
It  usually  arises  in  the  wall  of  the  stomach  and  pushes  the 
mucous  membrane  without  a break  of  the  membrane  at  all. 

People  do  not  want  to  believe  disagreeable  things. 
Thomas  Scholz,  of  New  York  (Scholz,  Thomas.  Curric- 
ulum Vitae  of  Two  Gastric  Cancers.  Am.  Jour,  of  Cancer, 
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18:834-851,  August,  1933)  in  1933  reported  the  X-ray 
examination  of  a patient  who  had  just  a slight  indigestion, 
a good  friend  of  the  family  doctor — and  friendship  is  one 
of  the  most  fatal  things  in  this  disease — and  he  reported 
to  the  family  doctor  that  it  was  early  cancer.  The  doctor 
was  rather  indignant;  the  patient  was,  too.  They  got 
someone  else,  and  two  years  later  the  patient  died  of 
gastric  cancer.  Practically  every  cancer  of  the  stomach  in 
the  early  stages  can  be  relieved  of  symptoms  by  medical 
treatment.  The  false  idea  that  relief  of  symptoms  by 
medical  and  dietary  treatment  is  a therapeutic  test  show- 
ing a benign  lesion  is  responsible  for  many  deaths  from 
gastric  cancer. 

Educating  people  that  gastric  cancer  in  the  early  stages 
can  be  cured  by  operation,  and  that  a surgeon  experi- 
enced in  gastric  surgery  is  the  essential  part  of  the  therapy, 
are  the  important  things. 

Dr.  P.  P.  Vinson,  Richmond:  Dr.  Moore  was  kind  enough 
to  ask  me  to  discuss  the  role  of  gastroscopy  in  deter- 
mining the  operability  of  cancer  of  the  stomach.  Two 
types  of  gastroscopes  are  used  for  examining  the  stomach. 
In  one  of  these  the  tube  is  open,  and  a relatively  small 
portion  of  the  stomach  can  be  observed.  As  a rule,  only 
the  entrance  of  the  esophagus  into  the  stomach  can  be 
visualized  and  when  carcinoma  exists  in  this  area,  the 
lesion  should  usually  be  considered  inoperable.  Dilatation 
of  growths  of  this  type  will  provide  temporary  comfort 
for  the  patient  and  is  preferable  to  gastrostomy.  The 
other  type  of  tube,  that  which  has  been  popularized  by 
Schindler,  is  the  flexible  gastroscope  which  permits  visuali- 
zation of  the  greater  portion  of  the  interior  of  the  stomach. 
This  examination  is  sometimes  helpful  in  determining 
operability  of  a gastric  lesion,  but  is  not  conclusive. 

It  is  my  belief  that  the  importance  of  gastritis  has  been 
unduly  emphasized  by  a gastroscopists,  but  as  methods  are 
improved  for  visualizing  the  stomach  and  removing  tissue 
for  microscopic  examination  from  various  areas  in  the 
gastric  mucosa,  gastroscopy  should  become  an  increas- 
ingly important  diagnostic  procedure. 


Dr.  Fred  M.  Hodges,  Richmond:  When  I read  Dr. 
Moore’s  abstract  I asked  him  where  he  wanted  his  body 
sent. 

There  is  one  part  of  his  paper  I do  want  to  comment 
on  from  the  standpoint  of  the  roentgenologist.  We  see  too 
many  cases  that  are  operated  upon  and  a gastro-en- 
terostomy  done  by  surgeons  not  particularly  experienced 
in  gastric  surgery  where  a more  experienced  man  might 
have  done  a radical  resection  with  some  hope  of  a good 
result.  I think  that  men  doing  this  work  should  be  sure 
that  they  are  capable  of  going  the  limit  when  they  get 
into  the  abdomen  since  you  don’t  know  whether  a simple 
operation  or  a gastric  resection  may  be  necessary. 

As  far  as  I am  personally  concerned,  I wouldn’t  be  will- 
ing for  any  patient  I X-rayed  not  to  have  the  abdomen 
opened,  unless  you  had  evidence  of  metastasis  to  the  lungs 
or  bone,  or  unless  the  gastroscopist  could  demonstrate  a 
lesion  which  extends  up  to  the  esophagus.  There  is  no 
doubt  but  that  an  experienced  radiologist  can  usually  de- 
termine the  operability  of  a gastric  lesion,  but  since  no 
method  of  examination  is  one  hundred  per  cent  efficient 
I believe  that  the  patient  should  have  the  advantage  of 
an  exploratory  operation. 

Dr.  Moore,  closing  the  discussion:  It  is  very  flattering 
to  have  so  much  discussion  by  such  a group  of  prominent 
physicians,  but  I feel  very  much  like  the  boy  that  didn’t 
bring  anything  to  the  picnic  except  a can  opener. 

I would  like  to  expand  a little  further  on  what  Dr. 
Dodges  said.  Unfortunately,  we  do  not  have  such  sur- 
geons as  Dr.  Horsley  and  Dr.  Keyser  scattered  all  over 
Virginia  in  the  towns  and  county  seats.  If  we  did,  we 
wouldn’t  have  the  present  difficulty  in  curing  cancer  of 
the  stomach.  This  paper  was  written  for  the  instruction, 
not  for  men  who  discussed  it,  but  to  help  physicians  who 
are  operating  in  the  county  hospitals  and  in  the  hospitals 
where  they  see  one  or  two  or  maybe  less  cancers  of  the 
stomach  a year.  I am  trying  to  get  them  to  visualize  what 
they  are  going  into  before  they  make  that  abdominal  in- 
cision. 


THE  TREATMENT  OF  EIGHTY-THREE  CONSECUTIVE  CASES 
OF  PNEUMONIA  IN  CHILDREN  WITH  SPECIAL 
REFERENCE  TO  MODES  OF  THERAPY.* * 


McLemore  Birdsong,  M.D., 

University,  Virginia. 


The  purpose  of  this  paper  is  to  present  the  treat- 
ment and  results  obtained  in  eighty-three  consecutive 
cases  of  pneumonia  treated  on  the  Pediatric  Wards 
of  the  University  of  Virginia  Hospital. 

Until  recently  the  treatment  of  pneumonia  con- 

From the  Department  of  Pediatrics,  University  of  Vir- 
ginia, Medical  School,  University,  Va. 

*The  preliminary  work  of  this  paper  was  read  before 
the  Norfolk  County  Medical  Society,  at  Norfolk,  Va., 
February,  1939. 


sisted  of  general  supportive  measures  and  no  specific 
treatment  was  employed.  In  the  past  several  years 
the  use  of  specific  serum  has  taken  its  place  in  the 
treatment  of  pneumonia.  Many  reports  are  in  the 
literature  confirming  its  value  in  decreasing  mortal- 
it)%  length  of  hospitalization  and  complications  in 
selected  cases.  Specific  therapy  has  been  very  suc- 
cessful in  adults  but  in  our  experience  in  children  it 
has  been  far  from  practical.  Several  factors  render 
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this  type  of  treatment  impractical  on  pediatric  wards 
and  even  more  impractical  for  the  practicing  physi- 
cian. 

It  is  necessary  to  recover  and  type  the  infecting  or- 
ganism. Small  children  with  pneumonia  do  not  ex- 
pectorate and  therefore  it  is  impossible  at  times  to 
collect  a satisfactory  specimen  for  examination. 
There  are  three  wa}^s  in  which  specimens  are  ob- 
tained; lung  puncture,  laryngoscopic  examination 
with  swabs  taken  directly  from  the  trachea  and  the 
method  most  commonly  used  in  children,  swabbing 
the  phar}-nx.  We  do  not  believe  lung  puncture  is 
justifiable  and  the  laryngoscopic  method  means  the 
use  of  special  instruments  and  is  not  practical  for 
general  use.  Because  of  these  difficulties,  we  have  re- 
sorted to  pharyngeal  sw’abs  for  obtaining  specimens 
for  culture.  It  has  been  our  experience,  as  well  as 
that  of  others,  that  it  is  difficult  to  obtain  the  pneu- 
mococcus by  this  method.  Even  though  a pneu- 
mococcus is  recovered,  one  cannot  be  sure  that  this  is 
the  organism  causing  the  pulmonary  infection.  It 
also  seems  likely  that  the  throat  of  any  child  or  in- 
fant may  harbor  pneumococci  during  the  pneumonia 
season. 

It  is  recognized  that  to  obtain  the  best  results  with 
serum  treatment,  the  patient  should  be  seen  within 
seventy-two  to  ninety-six  hours  of  the  onset  of  the 
illness.  Since  physical  signs  of  pneumonia  in  small 
children  are  at  times  late  in  becoming  obvious,  a large 
majority  of  the  cases  are  not  diagnosed  until  it  is  too 
late  for  serum  therapy  to  obtain  maximum  results. 
Best  results  are  obtained  by  giving  the  serum  intra- 
venously. Even  with  physicians  constantly  doing  in- 
travenous work  in  children  this  is  often  difficult  to 
accomplish  in  small  infants.  The  economic  factor  of 
serum  therapy  must  be  considered,  as  the  cost  is 
often  prohibitive  to  the  patient.  It  must  be  remem- 
bered that  administration  of  horse  serum  to  small 
children  often  makes  it  extremely  difficult  to  again 
give  antitoxins  in  later  life,  as  these  patients  fre- 
quently become  highly  sensitive  to  horse  serum. 

In  this  series  of  eighty-three  cases,  only  eleven  were 
given  serum  therapy  because  of  one  or  more  of  the 
reasons  just  stated.  On  admission  the  diagnosis  was 
confirmed  by  X-ray,  throat  swab  and  cultures.  Serum 
was  given  only  in  Types  I,  V,  and  XIV.  Twenty 
thousand  units  were  given  in  200  cc.  of  saline  intra- 
venously. If  the  temperature  did  not  fall  in  four 
hours,  20,000  units  more  were  given.  The  only  other 


treatment  consisted  of  symptomatic  and  supportive 
measures.  In  two  of  the  cases  empyema  developed 
and  blood  transfusions  were  given.  Surgical  treat- 
ment was  later  necessary.  In  the  other  cases,  serum 
treatment  showed  results  as  dramatic  as  in  adult 
pneumonia.  It  should  be  added  that  these  patients 
did  receive  sulfanilamide  until  serum  was  adminis- 
tered. 

During  the  winter  of  1937-’38  the  problem  arose 
on  the  medical  wards  as  to  how  to  treat  those  pneu- 
monias that  came  under  observation  too  late  to  re- 
ceive specific  serum  therapy,  as  well  as  those  cases 
in  which  there  was  no  available  serum.  During  the 
winter  of  1938-’39  all  pneumonia  cases  admitted  to 
the  pediatric  wards  that  did  not  fulfill  all  of  the 
optimum  requirements  were  treated  with  sulfanila- 
mide. By  the  middle  of  the  winter,  results  were  so 
encouraging  that  sulfanilamide  was  used  even  in 
cases  that  fulfilled  all  the  optimum  requirements  for 
serum  therapy. 

In  this  series  blood  cultures  were  not  taken  rou- 
tinely but  only  on  those  cases  that  appeared  seriously 
ill.  No  determinations  of  the  blood  sulfanilamide 
level  were  made  because  a large  percentage  of  our 
cases  were  very  young  infants  which  immediately 
brought  forth  the  problem  of  needling  veins  that 
might  later  be  badly  needed  for  blood  transfusions, 
etc.  While  5 cc.  of  blood  necessary  for  blood  deter- 
mination is  of  no  importance  to  older  children  or 
adults  it  is  comparable  to  50  to  75  cc.  of  blood  in 
infants  under  two  years  of  age.  Sulfanilamide  was 
always  given  with  an  equal  amount  of  soda  and  was 
administered  by  mouth.  One  grain  of  sulfanilamide 
was  given  for  each  pound  of  body  weight  per  day. 
This  was  divided  into  six  doses,  being  given  every 
four  hours.  The  initial  dose  was  larger,  being  one- 
third  of  the  total  twenty-four  dosage.  Sulfanilamide 
was  continued  twenty-four  hours  after  the  tempera- 
ture returned  to  normal.  At  this  time  it  was  usually 
discontinued. 

In  the  exclusively  sulfanilamide  treated  cases  other 
forms  of  therapy  were  entirely  S}Tnptomatic  and  sup- 
portive. Saline  fluids  either  by  gavage  or  infusion 
were  given  frequently.  This  was  administered  in  an 
attempt  to  raise  the  blood  chloride  which  is  usually 
low  in  pneumonia.  Blood  transfusions  were  given  in 
two  cases.  Otitis  media  was  found  in  37  per  cent  of 
these  cases  and  was  given  appropriate  treatment. 
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Figure  I 

Condition  on  Admission 
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Recovered — 32,  or  36  Per  Cent 
In  Figure  I we  placed  under  “moderately  ill”  those 
cases  who  did  not  look  toxic  and  whose  general  con- 
dition appeared  good.  The  “severely  ill”  patients 
were  those  w'hich  showed  at  least  one  or  more  of  the 
following  features:  Coma,  marked  cyanosis,  signs  of 
circulator)’  failure  or  extreme  dehydration. 

In  Figure  I,  under  age  incidence,  it  will  be  noted 
that  twenty-six,  or  31  per  cent,  of  our  cases  were 
under  the  age  of  one  year  and  that  40  per  cent  of  our 
cases  were  under  the  age  of  two  years.  In  this  age 
group  the  expected  mortality  is  usually  two  or  three 
times  as  high  as  in  the  group  over  two  years. 

Attention  is  called  to  the  fact  that  in  these  eighty- 
three  cases  w’e  were  able  to  recover  at  least  one  t)^e 
(often  two)  of  pneumococcus  in  only  thirty-two  in- 
stances, or  36  per  cent,  of  our  cases. 


Figure  II 
Results 

Sulfanilamide 

Dramatic  effect  51 

Questionable  effect 15 

No  effect  6* 

•(4  cases  spread  under  treatment)  (1  case  died) 
Serum 

Patients  treated  11* 

•(2  cases  developed  empyema) 


Length  of  Hospitalization 


Untreated  (31)  — 14.3  Days 

Treated  (83)  — 9.1  Days 

Mortality 

Untreated (31)  — 12.9% 

Treated (83)  — 1.2% 


In  the  sulfanilamide  treated  cases  we  included 
under  “Dramatic  Effect”  those  cases  in  which  the 
temperature  dropped  to  normal  within  forty-eight  to 
sixty  hours  after  administration  of  the  drug.  In  the 
majority  of  instances  the  temperature  was  normal 
with  thirty-six  to  forty-eight  hours. 

Under  “Questionable  Effect”  we  included  those 
cases  in  which  the  temperature  dropped  to  normal 
after  sixty  hours  but  in  whom  there  was  a definite 
lowering  of  the  temperature  after  sulfanilamide  was 
begun. 

Under  “No  Effect”  we  included  those  cases  which 
apparently  showed  no  change  whatsoever  after  the 
administration  of  sulfanilamide.  In  this  group  four 
cases  had  physical  evidence  as  well  as  X-ray  evi- 
dence of  a spread  of  pneumonia.  Also  in  this  group 
there  occurred  the  only  death  in  the  series.  This  case 
was  in  a moribund  condition  on  admission  having  all 
but  one  lobe  consolidated.  This  child  died  eighteen 
hours  after  admission. 

In  the  “Serum  Treated”  cases  two  developed  em- 
pyema. One  of  these  cases  had  suspicious  X-ray  evi- 
dence of  this  complication  on  admission.  In  one  of 
the  serum  treated  cases  the  temperature  was  dropping 
w'hen  the  serum  was  given.  In  one  case  a rather  stub- 
born urticaria  developed. 

Our  “Untreated”  group  which  we  have  used  as 
controls  are  that  only  in  name  as  they  were  taken  at 
random  in  a previous  year  and  have  no  association 
with  the  cases  in  this  series. 

Discussion 

We  realize  that  no  definite  conclusions  can  be 
made  from  this  report  because  of  the  small  number 
of  cases  and  the  lack  of  alternate  controls.  It  is  also 
known  that  the  mortality  varies  from  year  to  year. 
How'ever,  in  our  experience,  the  effect  of  the  sulfani- 
lamide treatment  has  been  so  prompt  in  so  many 
cases  that  certainly  further  investigation  of  this  form 
of  treatment  is  indicated.  If  it  can  be  definitely 
shown  that  sulfanilamide  is  as  good  an  agent  as  our 
results  would  so  far  indicate,  it  is  not  improbable 
that  sulfanilamide  will  supplant  specific  therapy  in 
so  far  as  children  are  concerned. 

There  w’ere  some  disadvantages  in  the  use  of  this 
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drug,  the  main  one  being  that  it  was  extremely  diffi- 
cult to  estimate  exactly  how  sick  the  patient  was  after 
the  drug  had  been  given.  Cyanosis  was  encountered 
very  frequently  and  in  a disease  where  cyanosis  is  of 
prognostic  importance  this  is  an  objectionable  fea- 
ture. Perhaps  the  best  criterion  as  to  the  progress  of 
our  patients  was  the  temperature  curve.  In  seven 
cases  mental  confusion  was  noticed  and  since  this 
could  not  be  ascertained  in  the  smaller  children,  it 
may  have  occurred  oftener.  In  one  case  it  was  nec- 
essary to  discontinue  the  drug  because  of  a drop  in 
the  hemoglobin  from  78  per  cent  to  58  per  cent  in  two 
days.  In  one  case  the  drug  was  discontinued  because 
of  a marked  drop  in  the  number  of  white  cells.  No 


other  toxic  signs  were  noticed  and  unfavorable  effects 
promptly  subsided  when  the  drug  was  administered. 

Summary 

1.  The  disadvantages  of  serum  treatment  in  pneu- 
monia of  childhood  are  pointed  out. 

2.  The  method  of  administering  sulfanilamide  and 
the  effects  of  the  drug  are  discussed. 

3.  In  eighty-three  cases  the  mortality  was  1.2  per 
cent,  although  31  per  cent  of  the  cases  were  under 
one  year  of  age. 

4.  The  advantages  to  the  general  practitioner  of 
chemotherapy  as  compared  to  serum  therapy  are 
pointed  out. 


THE  PALLIATIVE  TREATMENT  OF  CARCINOMA  OF  THE  ESOPHAGUS.* 


Porter  P.  Vinson,  M.D., 

Professor  of  Bronchoscopy,  Esophagoscopy,  and  Gastroscopy,  Medical  College  of  Virginia, 

Richmond,  Virginia. 


One  of  the  most  discouraging  problems  in  medicine 
is  the  unsatisfactory  status  of  the  treatment  of  pa- 
tients with  carcinoma  of  the  esophagus.  Although 
Moersch  has  reported  successful  removal  of  a malig- 
nant intra-esophageal  tumor  by  means  of  surgical 
diathermy  applied  through  an  esophagoscope,  and  a 
few  patients  have  survived  radical  extirpation  of 
carcinomatous  esophageal  growths,  treatment  for 
carcinoma  of  the  esophagus  has  improved  very  little 
during  the  past  twenty-five  years. 

The  advanced  age  and  the  type  of  individual  who 
usually  suffers  from  esophageal  carcinoma  plus  the 
inaccessibility  of  the  lesion,  the  high  degree  of  malig- 
nancy, and  the  frequency  of  metastasis  w'hen  the 
disease  is  recognized,  reduce  the  number  of  cases  that 
are  favorable  for  complete  removal  to  the  point  that 
many  surgeons  do  not  believe  that  radical  operation 
should  be  undertaken.  Even  when  the  question  of 
operation  is  considered  with  a maximum  degree  of 
optimism,  the  majority  of  patients  with  carcinoma  of 
the  esophagus  are  not  in  sufficiently  good  physical 
condition  to  justify  an  attempt  to  remove  the  growth. 

^^'hen  operation  is  not  indicated,  several  palliative 
procedures  have  been  advocated  by  various  authors. 
Radio-  and  roentgenotherapy  have  been  employed  in 

*This  address  was  scheduled  to  be  delivered  by  the 
author  as  a guest  speaker  from  America  before  the  Fourth 
International  Oto-Rhino-Laryngological  Congress,  Am- 
sterdam, Holland,  July  29-August  3,  1940,  but  because  of 
the  war,  the  meeting  was  called  off. 


treatment  for  the  disease,  but  the  results  have  rarely 
been  beneficial,  and  in  the  majority  of  cases  nausea 
and  vomiting  following  radiation  have  increased  the 
patient’s  discomfort. 

Since  the  outstanding  symptom  of  carcinoma  of 
the  esophagus  usually  is  dysphagia,  palliative  treat- 
ment consists  of  procedures  which  promote  introduc- 
tion of  food  and  fluid  into  the  body.  When  the 
esophagus  is  completely  obstructed  by  a growth  and 
dehydration  is  severe,  fluid  should  be  administered 
subcutaneously,  intravenously,  and  by  proctoclysis 
until  food  and  fluid  can  be  given  more  effectively. 

Gastrostomy  is  frequently  employed  as  a palliative 
procedure  in  carcinoma  of  the  esophagus,  and  many 
writers  have  insisted  that  it  is  the  most  satisfactory 
method  of  providing  nourishment  for  the  patient. 
However,  the  risk  of  gastrostomy  varies  from  10  to 
50  per  cent,  depending  upon  whether  operation  is 
performed  early  or  late  in  the  course  of  the  disease. 
Operation  should  not  be  done  before  it  is  urgently 
required,  merely  to  maintain  the  lower  mortality 
rate.  Gastrostomy  requires  a period  of  hospitaliza- 
tion of  at  least  a week  or  ten  days. 

The  average  duration  of  life  after  surgery  is  four 
months.  In  patients  whom  I have  observed  who  have 
not  had  any  type  of  treatment,  the  average  duration 
of  life  has  been  three  months;  it  would  appear,  there- 
fore, that  gastrostomy  cannot  be  recommended  as  a 
method  for  prolonging  life.  The  majority  of  patients 


1940] 


Virginia  Medical  Monthly 


145 


rarely  obtain  comfort  from  gastrostomy,  and  when 
all  the  disagreeable  features  connected  with  the  op- 
eration are  evaluated,  it  cannot  be  considered  a pal- 
liative procedure.  General  supportive  measures,  seda- 
tives for  pain,  and  fluid  administered  by  various 
routes  probably  constitute  a better  method  of  treat- 
ment than  gastrostomy. 

Two  methods  of  treatment  involving  a minimal 
amount  of  risk  and  discomfort  and  providing  the 
greatest  degree  of  palliation  are  intubation  or  dilata- 
tion of  the  growth  in  the  esophagus.  When  a growdh 
is  located  in  the  upper  end  of  the  esophagus  with 
involvement  of  the  hypopharynx,  or  w'hen  it  in- 
fringes on  the  cardiac  orifice  of  the  stomach,  intuba- 
tion cannot  be  performed  except  with  a long,  soft, 
rubber  tube  of  small  calibre,  such  as  the  one  devised 
by  Rehfuss.  When  the  growth  is  in  other  areas,  the 
spiral  metal  tube  perfected  by  Souttar  has  proved 
useful. 

When  the  soft  rubber  tube  is  introduced  into  the 
stomach,  the  proximal  end  can  be  withdrawn  through 
the  nose  and  kept  in  place  for  an  indefinite  period 
of  time.  A few  patients  object  to  the  presence  of  the 
tube,  but  it  rarely  produces  as  much  discomfort  as 
a tube  through  a gastrostomy. 

Before  tubes  can  be  introduced  through  a gro\vth 
in  the  esophagus,  it  is  usually  necessary  to  dilate  the 
malignant  stricture.  If  large  sounds  are  passed 
through  the  stricture,  almost  all  patients  will  be  re- 
lieved of  dysphagia,  and  intubation  will  not  be  re- 
quired. A malignant  stricture  at  any  point  in  the 
esophagus  can  be  dilated,  and  after  dilatation  to  size 
45  French,  soft  or  solid  food  can  be  swallowed 
wdthout  difficulty.  A satisfactory  lumen  through  the 
esophagus  can  be  maintained  for  an  indefinite  period 
of  time  by  occasional  introduction  of  dilating  sounds. 

Increase  in  intake  of  food  produces  gain  in  weight 
and  strength,  and  many  patients  are  able  to  resume 
or  continue  their  activities.  Average  duration  of  life 
after  dilatations  are  begun  is  seven  months.  One  of 
my  patients  remained  in  good  condition  for  more 
than  three  years  following  one  dilatation  of  the  eso- 
phagus, but  finally  succumbed  from  generalized 
metastasis.  Many  patients  survive  in  comfort  for  a 
year  or  longer,  and  few  of  them  require  dilatation 
more  frequent!}'  than  every  six  or  eight  weeks. 

If  dilators  w'ere  passed  through  an  esophagoscope 
or  introduced  unguided  into  the  esophagus,  perfora- 
tion might  occur  in  many  instances,  but  when  dilat- 
ing sounds  are  passed  over  a previously  swallow'ed. 


tw’isted  silk  thread,  the  risk  of  stretching  the  stricture 
is  less  than  1 per  cent.  Hospitalization  is  not  re- 
quired, and  treatment  can  be  administered  with  mini- 
mal discomfort. 

In  addition  to  the  advantages  of  dilatation  w'hich 
have  already  been  enumerated,  another  important 
consideration  is  that  many  patients  have  symptoms 
and  signs  suggesting  carcinoma  of  the  esophagus 
when  obstruction  is  the  result  of  a benign  stricture, 
and  any  treatment  other  than  dilatation  is  unneces- 
sary. In  20  per  cent  of  patients  having  benign 
stricture  the  cause  is  unknown,  and  in  many  the 
possibility  of  carcinoma  cannot  be  eliminated.  There- 
fore, in  all  patients  having  stricture  of  the  esophagus, 
w'hether  benign  or  malignant,  dilatation  is  the  pref- 
erable form  of  treatment. 

A size  “D,”  buttonhole,  tw’isted  silk  thread  should 
be  swallowed  at  the  rate  of  a foot  an  hour,  beginning 
twenty-four  hours  prior  to  treatment.  If  the  thread 
is  swallowed  too  rapidly,  it  may  tangle  in  the  eso- 
phagus or  stomach  and  prevent  passage  of  sounds 
over  it.  If,  however,  the  thread  is  swallowed  slowly, 
it  w'ill  pass  through  the  stricture  and  into  the  stomach 
and  coils  of  intestine  in  a single  strand.  The  angles 
of  the  intestine  prevent  withdrawal  of  the  thread 
w'hen  it  is  held  taut  and  it  can  be  used  as  a guide 
for  introduction  of  sounds.  Perseverance  may  be 
required  before  the  thread  is  swallowed  by  elderly 
patients  or  when  symptomatic  obstruction  is  complete. 
-4fter  the  thread  has  been  used  as  a guide  for  pas- 
sage of  sounds,  it  is  cut  off  at  the  mouth  and  passes 
through  the  intestinal  tract. 

The  only  contraindication  to  swallowing  a thread 
and  attempting  dilatation  of  a malignant  stricture  of 
the  esophagus  is  in  those  cases  in  which  spontaneous 
perforation  has  occurred  w'ith  formation  of  esophago- 
tracheal  or  esophagobronchial  fistula.  When  fistula 
is  present,  the  thread  may  pass  through  the  opening 
into  the  air  passages  and  be  coughed  up  and  swal- 
low'ed again.  This  performance  may  be  repeated 
until  many  strands  of  thread  have  become  entwined 
around  the  esophagotracheal  septum. 

When  a fistula  from  carcinoma  is  present  between 
the  esophagus  and  air  passages,  the  best  treatment 
is  to  administer  fluid  by  the  usual  routes  and  to 
make  the  patient  as  comfortable  as  possible  by  the 
use  of  sedatives.  Gastrostomy  provides  little  or  no 
comfort,  and  death  usually  ensues  within  a few  days 
after  operation. 
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Conclusions 

1.  Cure  of  carcinoma  of  the  esophagus  is  seldom 
accomplished,  and  in  the  majority  of  cases  treatment 
should  be  directed  toward  prolonging  life  and  in- 
creasing the  patient’s  comfort. 

2.  Gastrostomy  is  attended  with  a high  operative 
risk,  does  not  prolong  life,  and  rarely  increases  com- 
fort. 

3.  Few  beneficial  results  have  followed  treatment 
of  carcinoma  of  the  esophagus  by  radiation. 

4.  Use  of  a previously  swallowed  silk  thread  as 
a guide  for  passing  sounds  or  intubating  tubes 
through  a malignant  stricture  in  the  esophagus  sim- 
plifies instrumentation  and  provides  the  greatest  de- 
gree of  palliation  with  minimal  risk. 
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THE  INVESTIGATION  AND  TREATMENT  OF  STERILITY 

IN  THE  FEMALE.* 


Eugene  L.  Lowenberg,  M.D.,  F.A.C.S., 

Norfolk,  Virginia. 


.'Approximately  fifteen  per  cent  of  married  couples 
are  involuntarily  sterile.  It  is  now  recognized  that 
the  male  is  at  fault  in  more  instances  than  formerly 
believed — from  20  to  25  per  cent  in  various  series. 
In  this  discussion  of  the  investigation  and  treatment 
of  sterility  in  the  female,  it  is  presumed  that  the  male 
factor  is  likewise  being  carefully  investigated.  The 
sterility  history  must  be  a more  intimate  one  than 
ordinarily  taken  to  include  detailed  knowledge  of 
sex  habits,  frequency,  libido  reaction,  and  position. 
In  the  physical  examination,  one  must  be  more  alert 
for  endocrine  stigmata  and  the  gynecologic  examina- 
tion must  be  especially  detailed.  Most  investigations 
of  sterility  include  certain  special  procedures  which 
I have  outlined  in  a series  of  charts. 

•Read  before  the  Norfolk  County  Medical  Society,  May 
22,1939. 


Special  Methods  of  Investigation  in  Sterility 

I.  Special  Laboratory  Tests. 

1.  Complete  blood  count.  Sedimentation  rate. 

2.  Urinalysis.  Wassermann. 

3.  Hanging  drop  for  Trichomona  Vaginalis. 

4.  Stained  smear  of  vaginal  and  cervical  dis- 
charge. 

5.  Reaction  of  vaginal  and  cervical  secretions. 

6.  Viscosity  of  aspirated  cervical  mucus. 

7.  B.M.R.  Glucose  tolerance  test. 

II.  Post-Coital  Examination  (Huehner 
Test). 

1.  Vaginal  pool  (one  to  one  and  one-half 
hours  after  coitus). 

A.  Amount. 
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B.  Spermatozoa. 

(a)  Number — spermatozoa  count. 

(b)  Morphology — stained  smear. 

(c)  Motility, 

2.  Aspirated  cervical  mucus. 

A.  Spermatozoa. 

(a)  Number. 

(b)  Motility. 

B.  Pus  cells. 

C.  Tenacity  of  mucus. 

III.  Condom  or  Ejacul.^vte. 

1.  Interval  between  coitus  and  examination. 

2.  Spermatozoa. 

A.  Number — spermatozoa  count. 

B.  Motility. 

C.  Morphology — stained  smear. 

D.  Per  cent  of  abnormal  forms-. 

3.  Pus  cells. 

IV.  Tubal  Patency  Test. 

1.  Rubin  test. 

A.  Carbon  dioxide  gas  or  air. 

B.  With  antispasmodic  drugs. 

2.  Repeated  patency  tests. 

V.  Uterosalpingography  with  Iodized  Oil — 

Modification. 

1.  Roentgenography  with  pneumoperitoneum 

combined  with  utero-tubal  iodized  oil  in- 
stillation. 

2.  Contrast  hysterography  with  iodized  oil 

and  carbon  dioxide  injection. 

VI.  Endometrial  Biopsy. 

VII.  Blood  and  Urine  Hormone  Studies. 

1.  Blood  estrogen  assay. 

2.  Urine  gonadotropic  hormone. 

3.  Urine  pregnandiol. 

VIII.  Estimation  oe  Time  of  Ovulation. 

The  post-coital  or  Huehner  test  has  been  a main 
procedure  in  the  investigation  of  the  sterility  prob- 
lem for  years.  The  normally  acid  vaginal  secretions 
are  inimical  to  spermatozoa  but  motility  should  be 
present  one  and  one-half  to  two  hours  after  coitus 
if  the  semen  is  healthy.  Moench^  has  emphasized  the 
value  of  doing  an  actual  spermatozoa  count  and  of 
studying  their  morphology  in  a stained  smear,  and 
most  authorities  today  agree  with  him.  There  should 
be  present  not  less  than  100,000,000  Jo  150,000,000 
spermatozoa  per  cc.,  mostly  motile.  There  should 
not  be  more  than  25  per  cent  of  abnormal  forms  in 
the  smear.  It  is  the  contour  of  the  head  that  decides 
the  normalcy  of  sperms.  A study  of  the  aspirated 


mucus  from  the  cervix  is  the  most  important  step  in 
the  Huehner  test.  The  finding  of  actively  motile, 
healthy  spermatozoa  in  generous  numbers  in  the  vag- 
inal and  cervical  specimens  rules  out  the  male,  ex- 
cluding germ  plasma  defects,  as  the  cause  of  sterility. 
Roger  has  recently  described  a modified  tonsil  suc- 
tion syringe  to  facilitate  obtaining  the  cervical  mucus 
in  the  Huehner  test.  Krigbaum  advocates  the  use 
of  the  Hy-kup  to  hold  the  semen  within  the  vagina 
until  the  patient  reaches  the  office.  This  is  a bell- 
shaped cup  made  of  soft  rubber,  readily  inserted  by 
the  patient  immediately  after  coitus.  I have  found 
the  device  most  serviceable.  The  following  instruc- 
tions should  be  given  to  a patient  who  is  to  have  a 
Huehner  test: 

(a)  Recline  a minimum  of  twenty  minutes  after 
marital  relations. 

(b)  Do  not  go  to  the  bathroom  to  void. 

(c)  Insert  the  Hy-kup  before  getting  out  of  bed. 

(d)  Come  to  the  office  not  later  than  an  hour  after 
coitus  for  the  test. 

(e)  Ask  to  speak  to  the  nurse  at  once  and  explain 
to  her  that  it  is  about  a Huehner  test. 

An  unsatisfactory  Huehner  test  does  not  neces- 
sarily place  the  blame  on  the  male.  The  results 
should  be  checked  by  a condom  or  ej  aculate  specimen. 

Tubal  Insufflation:  The  Rubin  test  is  the  most 
commonly  used  method  in  investigating  the  patency 
of  the  tubes.  It  is  best  performed  a week  after  cessa- 
tion of  menstruation,  at  a time  when  the  endometrium 
has  not  regenerated,  uterine  spasm  is  slight,  and  un- 
suspected pregnancy  unlikely.  The  latest  model 
Rubin  apparatus  includes  thfe  use  of  carbon  dioxide 
to  lessen  pain  by  hastening  absorption  of  the  pneu- 
moperitoneum and  the  use  of  the  kymograph  to 
visualize  obstruction,  stricture,  peristalsis,  and 
spasm.  Two  hundred  t®  three  hundred  cc.  of  the 
gas  is  used  for  a test,  the  flow  being  at  the  rate  of 
about  1 cc.  a second.  Pressure  up  to  200  mm.  of 
mercury  is  employed  before  a negative  test  is  as- 
sumed. The  simultaneous  use  of  antispasmodics  may 
change  the  result  from  negative  to  positive,  and  in 
no  instance  should  the  tubes  be  adjudged  perma- 
nently closed  without  many  insufflations.  The  nor- 
mal fallopian  tube  permits  the  passage  of  60  to  90  cc. 
of  carbon  dioxide  gas  per  minute  at  60  mm.  mercury 
pressure.  Inasmuch  as  tubal  peristalsis  is  under  the 
direct  control  of  the  hormonal  activity  of  the  ovaries, 
the  Rubin  test,  properly  performed,  will  give  much 
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information  concerning  not  only  the  tubes  but  also 
ovarian  function. 

Factors  in  Etiology  of  Sterility 
Constitutional — Ohronic  infection — tonsils,  teeth — poor 
health — anemia — lack  of  rest — protein  starvation — 
alcoholism  — undernutrition  — diabetes — T.  B. — Sy. 
— past  age  of  optimum  fertility. 

Endocrine — Pituitary  deficiency — ovarian — thyroid — men- 
strual disturbance  — amenorrhea,  oligomenorrhea, 
hypomenorrhea,  polymenorrhea,  menorrhagia,  anov- 
ulatory menstruation. 

Faults  in  Reception — Dyspareunia — vaginismus — frigid- 
ity— relaxed  perineum — sperm  immunity — coitus  in- 
terruptus. 

Hostility  to  Sperm  in  Vagina — Excessive  vaginal  acidity 
— leucorrhea — trichomona  vaginalis. 

Cervical  Conditions — Abnormal  position  of  cervix — ab- 
normal external  os — cervical  stricture — lacerations 
— polyp — acidity  of  cervical  secretions — cervical  in- 
fection — gonococcal  — nonspecific — erosion — viscid 
mucus  plug. 

Uterine  Conditions — Infantile  uterus — uterine  fibroids — 
retroversion  — congenital  anomalies  — endometrial 
anomalies. 

Tubal  Occlusion  — Unexplained — post-abortional — gono- 
coccal— tuberculous — adhesions  subsequent  to  ab- 
dominal operation — angulation  of  tubes  from  retro- 
version— endometriosis — tubal  spasm — tubal  ato- 
nicity. 

Defective  Ovulation — Endocrine  (pituitary,  thyroid)  — 
peri-ovarian  adhesions — thickened  tunica  albuginia 
— follicle  cystosis — dermoid  cysts — persistent  corpus 
luteum. 

Husband: 

1.  Constitutional 

2.  Endocrine 

3.  Occluded  Vas. 

4.  Sperm  Deficiency 

Uterosalpingography  with  Iodized  Oil.  This  pro- 
cedure is  indicated  when  repeated  tubal  insufflations 
fail  to  demonstrate  patency  of  the  tubes,  and  when 
operation  is  under  advisement.  It  gives  valuable  in- 
formation as  to  the  nature  and  site  of  the  obstruction. 
The  procedure,  however,  is  not  entirely  harmless. 
Cases  have  been  recorded  in  which  partially  occluded 
tubes  have  become  permanently  closed  after  it,  and 
occasionally  the  retained  oil  in  the  pelvis  has  set  up 
an  inflammatory  reaction  that  has  made  laparotomy 
imperative.  On  the  contrary,  occasionally  iodized  oil 
injections  seem  to  be  of  definite  therapeutic  value. 
The  technique  of  uterosalpingography  is  relatively 
simple.  Five  to  eight  cc.  of  warm  lipiodol  are  in- 
jected into  the  uterine  cavity,  using  a Rubin  cannula 
and  a record  syringe;  or,  if  available,  the  Jarcho 
apparatus,  manufactured  by  Becton-Dickinson  Com- 


pany. Hyams^  employs  a fractional  method,  inject- 
ing the  oil  in  2 cc.  installments,  taking  exposures 
after  each  injection.  He  claims  to  obtain  less  spasm 
and  pain  and  more  accurate  pictures  by  his  method. 
Titus  advocates  the  use  of  a new'  non-irritating 
radiopaque  compound  consisting  of  40  per  cent 
skiadan  and  20  per  cent  acacia. 

X-ray,  following  pneumoperitoneum,  either  via  the 
abdominal  or  tubal  route  combined  with  utero-tubal 
instillation  of  oil  is  a modification  of  the  above 
method  which  is  of  occasional  value.  Another  modi- 
fication of  uterosalpingography  is  contrast  hysterog- 
raphy;  that  is.  X-ray  of  the  uterus  after  injecting 
the  uterus  first  with  iodized  oil  and  then  with  carbon 
dioxide.  This  latter  method  is  of  especial  value  in 
diagnosing  submucous  fibroids. 

Endometrial  Biopsy.  This  method  is  the  most  effi- 
cient and  simplest  which  we  have  at  the  present  time 
for  determining  ovarian  function.  It  has  displaced 
blood  and  urine  hormone  tests  for  estrogenic  and 
gonadotropic  substances.  I have  used  for  this  pur- 
pose the  Novak  suction  currette.  Space  does  not 
permit  the  discussion  of  normal  and  pathological 
endometrial  patterns,  but  reference  is  made  to  the 
excellent  article  by  J.  Kotz  and  Elizabeth  Parker-^^ 
entitled  “The  Clinical  Interpretation  of  the  Endo- 
metrial Biopsy,  Report  of  300  Cases.”  A normal 
pre-menstrual  endometrium  presupposes  a normal 
ovarian  cycle  with  a normal  elaboration  of  and  bal- 
ance between  estrogen  and  progesterone. 

Anovulatory  Menstruation.  Endometrial  biopsy 
has  played  a major  role  in  diagnosing  the  fairly  re- 
cently described  entity,  anovulatory  or  pseudo- 
menstruation. This  is  cyclic  uterine  bleeding,  clini- 
cally indistinguishable  from  normal  menstruation, 
but  from  an  endometrium  totally  lacking  secretory  or 
nidation  elements.  It  is  presumed  to  be  due  to  failure 
of  ovulation  and  subsequent  luteinization  or  to  a 
disproportionate  production  of  the  two  hormones. 
Evidence  is  rapidly  accumulating  that  such  anovula- 
tory menstruation  is  fairly  frequent,  especially  at  the 
two  extremes  of  menstrual  life.  Kotz  and  Parker^® 
observed  it  in  forty  out  of  300  cases  studied,  and 
Mazer,  Israel,  and  Charny^  noted  it  in  thirty-seven 
out  of  104  selected  cases  of  functional  sterility.  Rock, 
Bartlett,  and  Matson®  found  it  in  9.1  per  cent  of  392 
women  complaining  of  sterility.  Summarizing  the 
matter,  reasoning  is  as  follows;  If,  on  endometrial 
biopsy  shortly  before  the  expected  flow,  you  obtain 
one  or  the  other  type  of  proliferating  endometrium 
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with  no  evidence  of  secretion,  you^may  conclude  that 
there  is  an  absence  of  progesterone,  that  no  function- 
ing corpus  luteum  is  present  in  the  ovary  and  that, 
therefore,  ovulation  has  not  occurred. 

Blood  and  Urine  Hormonal  Studies.  These  tests 
are  being  used  less  frequently  than  a few  years  ago. 
More  emphasis  is  now  being  placed  on  the  clinical 
evidence  and  the  condition  of  the  endometrium  as 
disclosed  by  endometrial  biopsy.  In  sterility  studies, 
the  blood  estrogen  determinations  are  still  of  im- 
portance in  the  prognosis  of  severe  amenorrhea.  If 
done  weekly  for  six  weeks  and  each  is  negative,  an 
irreparable  ovarian  defect  probably  exists.  The  dem- 
onstration of  the  presence  of  the  gonadotropic  hor- 
mone in  the  urine  would  establish  the  ovarian  failure 
as  primary.  Quantitative  urine  tests  for  gonadotropic 
hormone  cost  approximately  twenty  dollars.  Shute® 
has  recently  described  a method  of  determining  the 
estrogenic  substance  in  the  blood  serum  by  means  of 
an  estimation  of  the  anti-proteolytic  power  of  the 
serum.  I have  been  unable  to  find  any  confirmation 
of  this  work.  The  recent  discovery  by  Venning'^  of  a 
chemical  test  for  pregnandiol,  an  excretion  product  of 
the  progesterone  of  the  corpus  luteum,  has  opened  a 
new  field  for  the  study  of  the  luteal  phase  of  ovula- 
tion and  menstruation.  The  test  is  expensive  and 
requires  an  expert  chemist.  Pregnandiol  determina- 
tions are  of  value  in  diagnosing  anovulatory  men- 
struation, but,  as  previously  stated,  the  pre-menstrual 
endometrial  biopsy  is  more  practical  and  more  in- 
formative. 

Estimation  of  Time  of  Ovulation.  It  is  apparent 
that  the  opportunities  for  pregnancy  could  be  in- 
creased if  we  could  foretell  just  what  day  in  the 
menstrual  cycle  ovulation  would  occur.  It  is  gen- 
erally agreed  that  only  one  ovulation  occurs  dur- 
ing each  cycle  and  that  the  ovum  survives  only 
a few  to  twenty-four  hours  unless  fertilized.  It 
may  also  be  possible  for  the  excessive  stimula- 
tion of  coitus  to  produce  ovulation  at  any  time 
in  the  cycle.  Spermatozoa  maintain  their  power 
of  fertilization  only  about  two  days.  Ogino  and 
Knaus  are  chiefly  responsible  for  the  theory  of 
the  safe  period,  with  ovulation  estimated  to  occur 
twelve  to  sixteen  days  before  the  next  menstruation. 
Several  new  methods  for  determining  the  time  of 
ovulation  have  been  recently  described : 

(a)  Endometrial  biopsy,  ovulation  being  pre- 
sumed to  have  occurred  on  the  first  evidence  of  sec- 
retory endometrium. 


(b)  The  appearance  of  pregnandiol  in  the  urine. 

(c)  Electrical  changes  as  detected  by  a vacuum 
tube  potentiometer,  with  one  electrode  placed  supra- 
pubically  and  the  other  in  the  vagina.  (Rock, 
Reboul,  and  Snodgrass®). 

(d)  Spectroscopic  examination  of  the  blood. 
(Samuels). 

(e)  Basal  body  temperature.  (Zuck®). 

(f)  Local  signs:  pain  in  the  ovary,  glary  trans- 
lucent cervical  secretion. 

(g)  Vaginal  smear  studies. 

Among  the  local  signs  which  may  occur  are  con- 
traction of  the  uterus,  slight  bloody  discharge,  pro- 
fuse glary  translucent  cervical  secretion,  desquama- 
tion of  the  vaginal  mucosa,  pain  in  the  ovary,  and 
enlargement  of  the  breasts. 

Zuck^®  graphically  depicted  sixteen  planned  preg- 
nancies successfully  started  by  using  mid-period 
symptoms  and  lowered  body  temperature  as  indi- 
cation of  ovulation  and  for  coitus.  There  were  no 
other  exposures  during  the  cycle  except  on  the  in- 
dicated day.  It  is  convenient  to  have  readily  avail- 
able a means  of  estimating  the  relatively  safe  and 
sterile  period.  In  general,  the  patient’s  menstrual 
cycle  may  be  divided  into  thirds,  the  first  third  and 
the  last  third  being  relatively  safe,  and  the  middle 
third  being  fertile,  but  of  course,  there  are  many 
exceptions  to  the  rule.  In  many  women  conception 
may  take  place  at  any  time  during  the  menstrual 
cycle.  Pregnancy  following  coitus  during  menstrua- 
tion can  and  does  occur. 

Treatment 

I shall  not  give  a full  discussion  of  the  many  pro- 
cedures which  are  utilized  in  the  treatment  of  female 
sterility.  It  is  to  be  emphasized  that  the  etiology  is 
often  complex  and  in  a given  case  the  treatment  must 
include  all  of  the  factors. 

Reference  is  made  here  to  only  the  more  recent  or 
controversial  therapeutic  procedures. 

The  Diet.  Adequate  intake  of  protein  is  presumed 
to  stimulate  the  pituitary  gland  with  resulting  im- 
provement in  sex  hormone  function.  The  fact  that 
diet  and  fertility  are  inter-related  is  further  empha- 
sized by  the  recent  knowledge  of  the  so-called  anti- 
sterility vitamin  “E”.  I can  find  no  controlled  re- 
ports of  improved  fertility  by  means  of  an  increased 
intake  of  vitamin  “E”  in  humans,  although  its  value 
in  the  prevention  of  abortion  is  abundantly  main- 
tained. In  rats  its  has  been  shown  that  on  a diet 
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deficient  in  vitamin  “E”  growth  to  maturity  occurs, 
but  ability  to  reproduce  is  lost.  Should  gestation 
occur,  death  and  resorption  of  the  developing  young 
are  the  rule. 

General  Directions  in  the  Treatment  of  Sterility 

A.  There  must  be  a general  improvement  in  health.  More 
rest.  More  exercise.  More  sunlight.  Often  a vacation 
is  of  value. 

B.  Weight  must  be  normal. 

C.  Any  chronic  foci  of  infection  must  be  eliminated. 

D.  Sex  habits  must  be  normal.  Sex  excesses  must  be  dis- 
continued. Often  a period  of  abstinence  of  several 
weeks  or  months  will  bring  about  subsequent  gratify- 
ing results. 

E.  The  diet  must  be  adequate  in  protein  and  vitamin 
“E.”  Especially  valuable  are  milk,  red  meats,  butter, 
green  vegetables  (especially  lettuce),  citrus  fruits,  raw 
tomatoes,  onions,  and  nuts.  Alcohol  is  prohibited. 

F.  Metabolism,  that  is,  the  thyroid  function,  must  be 
normal  and  both  man  and  wife  may  have  to  have  a 
metabolism  test. 

G.  If  there  is  any  mal-adjustment  in  sex  relations,  read 
books  on  sex,  such  as  “Sex  Satisfaction  and  Happy 
Marriage,”  by  Rev.  A.  H.  Tyrer;  or  “The  Sex  Life 
Before  and  After  Marriage,”  by  Wm.  S.  and  Lena  K. 
Sadler.  These  books  may  be  obtained  from  the  local 
book  stores. 

H.  In  most  instances  there  are  definite  days  each  month 
in  which  conception  is  most  apt  to  occur.  In  the  aver- 
age case  this  is  in  the  middle  third  of  the  menstrual 
cycle.  Keep  a record  of  the  dates  of  the  beginning  of 
your  menstrual  periods  and  study  out  your  safe  and 
fertile  period  from  the  charts  I give  you. 

I.  A desirable  douche  is  2^  per  cent  sodium  bicarbonate ; 
that  is,  six  teaspoonfuls  of  bicarbonate  of  soda  to  a 
quart  of  water.  It  is  best  to  take  the  douche  about 
fifteen  minutes  before  coitus. 

J.  The  sterility  problem  may  be  the  easiest  or  the  most 
difficult.  Many  factors  play  a part.  For  instance,  the 
fault  may  be  on  the  part  of  the  husband  or  wife,  and 
the  fault  may  vary  from  some  simple  thing  such  as 
altered  thyroid  rate,  excessive  fatness,  leucorrhea  ; to 
some  major  difficulty  such  as  failure  of  ovulation  on 
the  part  of  the  woman,  or  deficiency  of  sperms  on  the 
part  of  the  man.  It  is  well  to  realize  from  the  start 
that  considerable  time  may  elapse  before  success  is 
obtained  and  one  should  not  become  discouraged  be- 
cause pregnancy  does  not  occur  during  the  first  few 
months.  Both  investigation  and  treatment  will  be  car- 
ried out  in  an  orderly  fashion,  doing  the  simple  things 
first  and  gradually  carrying  the  investigation  forward 
until  all  the  factors  that  may  be  inhibiting  pregnancy 
have  been  overcome. 

Endocrine  Therapy.  Evans  and  his  associates 
demonstrated  the  synergistic  action  of  anterior  pitui- 
tary extract  and  of  the  pituitary-like  hormone  of 
pregnancy  urine.  I have  observed  in  my  own  cases 


that  the  combined  injections  give  better  results  than 
when  the  gonadotropic  hormone  of  pregnancy  urine 
alone  is  used  in  the  pituitary  type  of  amenorrhea, 
oligomenorrhea,  and  menorrhagia.  It  is  premature 
for  me  to  elaborate  on  the  use  of  the  newest  and  most 
potent  gonadotropic  extract  yet  obtained,  that  from 
pregnant  mare’s  serum.  This  hormone  was  first  used 
in  animal  experiments  by  Cole  and  Hart^^  in  1930. 
It  is  now  marketed  for  use  in  man  under  the  name  of 
Gonadin  (Cutter  Laboratories).  Davis  and  Koff^^ 

Treatment  in  Sterility 

Date 

Constitutional  


Endocrine 

A.  Thyroid 

B.  Estrogenic  therapy 

C.  Gonadotropic  pre-pituitary  hormone 

D.  Gonadotropic  hormone  from  pit.  gland 

E.  Gonadotropic  hormone  of  pregnant 

mare’s  serum 
Alkaline  Douche 


Tubal  Insufflations 


Uterine  Sounding 


Irradiation 


Vitamin  “E” 


Insulin 


Stem  Pessary 


Artificial  Insemination 


Coitus  During  Menstruation 


Iodized  Oil  Injections 


Elliott  Treatments  or  Pelvic  Diathermy 


Combined  Tubal  Insufflation  and  Pelvic 
Diathermy  or  Elliott  Treatments 


Vaginal  Pessary 

Irradication  of  Vaginal  Infection 

A.  Trichomona  vaginalis 
Irradication  of  Cervical  Infection 

A.  Removal  of  cervical  polyp. 

B.  Conization 

C.  Cauterization 

Laparotomy  for  So.me  Plastic  Operation 
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administered  this  hormone  intravenously  to  over  fifty 
women  who  were  subsequently  subjected  to  laparo- 
tomy. They  found  that  ovulation  had  occurred  in 
about  one-half  of  the  patients  injected.  In  the  ma- 
jority of  cases  the  ovaries  were  removed  eighteen  to 
thirty-six  hours  following  the  administration  of  this 
new  gonadotropic  substance  and  recent  corpora  lutea 
were  found.  In  three  cases  of  sterility  studied  by 
Davis  and  Koff  pregnancy  followed  the  induced 
ovulation.  Novak  points  out  that  the  experiments 
and  observations  of  Davis  and  Koff  are  subject  to 
criticism.  The  fact  remains,  however,  that  a physio- 
logically new  and  exceptionally  potent  gonadotropic 
hormone  has  been  made  available.  Whether  this  new 
hormone  will  prove  as  valuable  as  the  first  reports 


enty-six  of  128  patients  treated  by  irradiation,  forty- 
four  of  which  subsequently  became  pregnant.  Kap- 
lan states  that  there  have  been  no  instances  of 
abnormality  in  the  off-spring,  providing  the  irradia- 
tion was  given  before  any  pregnancy  existed.  He 
advises  doing  a Friedman  test  to  rule  out  pregnancy 
before  starting  X-ray  therapy.  Other  authors  state 
that  irradiation  is  a two-edged  sword  and  may  result 
in  permanent  arrest  of  menstrual  function. 

Insulin  in  the  Treatment  of  Menstrual  Disorders 
in  Sterility.  In  the  mal-nourished  and  under-weight, 
the  use  of  insulin  to  supplement  pancreatic  function 
results  in  constitutional  improvement  and  restora- 
tion of  glandular  activity  in  selected  cases.  It  is  of 
particular  value  in  cases  of  primary  ovarian  failure. 


indicate  is  problematical.  Certain  it  is  that  to  date 
there  has  been  universal  disappointment  from  the 
glandular  treatment  of  amenorrhea  and  oligomenor- 
rhea in  sterility.  Even  if  the  menses  are  restored,  a 
relapse  occurs  when  the  treatment  is  stopped  and,  of 
course,  the  mere  restoration  of  menses  does  not  mean 
fertility  unlss  ovulation  actually  occurs. 

Irradiation  of  the  Ovaries  and  Pituitary  Gland. 
The  beneficial  and  the  harmful  effects  of  irradiation 
of  the  ovaries  and  pituitary  gland  are  controversial. 
Mazer  states  that  it  is  the  most  effective  single  agent 
in  the  treatment  of  amenorrhea,  oligomenorrhea,  and 
menorrhagia.  He  recommends  a course  of  three, 
weekly  treatments  to  each  area  in  doses  of  50  to  80  R. 
He  repeats  the  course  in  two  to  three  months  if 
necessary.  Mazer  reports  thirty-five  of  thirty-eight 
cases  of  amenorrhea  cured  by  this  method.  Kaplan^® 
reports  the  re-establishment  of  menstruation  in  sev- 


The  Stem  Pessary.  Weir  has  recently  cham- 
pioned anew  the  use  of  the  stem  pessary.  He  states 
it  is  of  special  value  in  nulliparous  women  with 
severe  dysmenorrhea,  scanty  delayed  periods,  and  an 
infantile  uterus.  Most  authors  still  feel  that  the 
method  is  obsolete. 

The  Correction  of  Menstrual  Disorders  in  Sterility 
by  Operations  on  the  Ovaries.  Conservative  opera- 
tions on  the  ovaries  have  recently  been  advocated  to 
correct  ovarian  dysfunction.  Stein^^  reports  nine 
cases  of  sterility  due  to  bilateral  polycystic  ovaries. 
InTive  of  these,  amenorrhea  was  present  and  in  all 
the  periods  returned  and  pregnancy  occurred  after 
bilateral  wedge  resection  of  the  ovaries.  It  is  note- 
worthy that  Stein  was  able  to  trace  thirty-two  pa- 
tients on  whom  he  had  performed  wedge  resection 
of  the  ovaries  for  follicle  cystosis  without  a single 
recurrence. 
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Duration  of  Fertile  Period 


Length 

Length  of 

Days  numbered  from 

OF  Cycle 

Fertile  Period 

BEGINNING  OF  MENSTRUATION 

Days 

Days 

22 

9 

7th  to  15th,  inclusive 

24 

9 

8th  to  16th  “ 

26 

10 

8th  to  17th  “ 

28 

10 

9th  to  18th 

30 

10 

10th  to  19th  “ 

32 

11 

10th  to  20th  “ 

22-25 

11 

7th  to  17th 

24-27 

11 

8th  to  18th  “ 

26-29 

12 

8 th  to  19  th  “ 

28-31 

12 

9th  to  20th 

30-33 

12 

10th  to  21st  “ 

The  Use 

of  Human  Pregnancy  Serum  in  Sterility. 

A.  B.  Hunt^®  administered  human  pregnancy  serum 
intramuscularly  to  a small  series  of  cases  of  menor- 
rhagia. He  obtained  pregnancy  by  this  procedure  in 
two  out  of  three  cases  of  long-standing  sterility. 

Sperm  Immunity.  This  is  a doubtful  entity. 
Globur,^®  however,  reports  three  cases  in  which  the 
wife’s  serum  agglutinated  the  husband’s  spermatozoa. 
The  immunity  reaction  disappeared  and  pregnancy 
followed  after  a long  period  of  sexual  abstinence. 
The  possibility  of  natural  sperm  immunity  is  also 
suggested  by  temporary  artificial  biologic  steriliza- 
tion in  the  human.  Escuder  reports  that  with  Bas- 
kin’s technique  (giving  three  intragluteal  injections 
each  of  an  entire  ejaculate  at  intervals  of  seven  days) 
he  can  produce  sperm  immunity  in  the  female  which 
lasts  twelve  to  fifteen  months. 

Artificial  Insemination.  This  is  becoming  an  in- 
creasingly popular  procedure.  It  is  of  value  when  a 
husband  is  impotent  or  sterile,  in  which  instance 
semen  from  a borrowed  donor  is  used.  It  is  also  of 
value  in  transferring  the  husband’s  semen  into  the 
cervix  when  natural  cervical  insemination  is  lack- 
ing or  when  the  vaginal  secretions  are  inimical  to 
his  sperms.  The  technique  is  as  follows : A donor  is 
selected  who  has  a negative  Wassermann,  a negative 
history  of  gonorrhea,  and  a heredity  which  is  rela- 
tively free  of  unfavorable  factors.  Semen  is  col- 
lected by  ejaculation  into  a sterile  flask.  Part  of  the 
semen  is  used  for  study  of  the  spermatozoa.  The  rest 
is  used  for  insemination  within  an  hour.  The  semen 
may  be  squirted  against  the  external  os  from  a sterile 
syringe  with  a large  bore  needle,  or  injected  into  the 
upper  portion  of  the  cervical  canal  by  means  of  a 
pipette  or  an  ordinary  Rubin  cannula,  or  applied  to 
the  cervix  within  a rubber  cervical  cap.  One  cc.  of 
semen  is  used.  As  a rule,  intrauterine  injections  are 


to  be  avoided  as  they  cause  uterine  contractions,  pain, 
and  expulsion  of  the  semen.  Immediately  after  the 
procedure,  the  hips  of  the  patient  are  elevated  and 
the  patient  is  instructed  to  stay  recumbent  for  about 
half  an  hour.  The  inseminations  should  be  given  at 
a time  when  ovulation  is  to  be  expected.  Usually 
several  inseminations  are  done  per  month,  on  ap- 
proximately the  tenth,  twelfth,  and  fourteenth  day 
of  the  cycle  and  repeated  monthly  until  pregnancy 
occurs.  Seguy  reports  sixteen  cases . of  artificial 
insemination  with  seven  pregnancies.  Seymour^'^  has 
just  reported  an  interesting  experience  with  insemina- 
tion. He  was  attempting  to  demonstrate  that  his  pa- 
tient had  motile  normal-appearing  sperms  which  were 
incapable  of  fertilizing  an  ovum.  Sixteen  women, 
whose  husbands  were  sterile,  were  inseminated  with 
his  patient’s  semen  repeatedly  and  none  became 
pregnant.  His  patient’s  wife  and  the  same  sixteen 
women  were  then  inseminated  with  a known  fertile 
donor’s  semen  and  the  sixteen  women  and  his  pa- 
tient’s wife  all  became  pregnant.  Seymour  and 
Koerner^*  have  recently  discussed  the  medico-legal 
aspect  of  artificial  insemination.  I have,  personally, 
only  used  artificial  insemination  one  time,  transfer- 
ring the  patient’s  own  husband’s  semen  into  her 
cervical  canal  in  a case  of  long-standing  sterility. 
Much  to  my  surprise,  the  patient  became  pregnant 
following  this  one  insemination. 

Vaginal  Acidity.  Singleton  and  Hunter  report 
that  in  twenty-nine  cases  where  incompatibility  ex- 
isted because  of  Vaginal  acidity,  the  use  of  a 2.4  per 
cent  sodium  bicarbonate  douche  taken  fifteen  minutes 
before  coitus  resulted  in  pregnancy  in  eight  cases. 
Coitus  during  menstruation  is  another  method  em- 
ployed of  facilitating  pregnancy  when  the  vaginal 
secretions  are  hostile.  I advised  this  procedure  to 
one  of  my  patients  and  in  this  instance  pregnancy 
resulted. 

Cervical  Dilatation.  Many  authors  report  on  the 
value  of  weekly  or  twice  monthly  dilatations  of  the 
cervix  empirically  in  the  treatment  of  functional 
sterility.  Thus,  Tongeren  reports  that  of  eighty- 
eight  sterile  women  treated  by  sounding  the  uterus, 
seventy-three  became  pregnant  within  a year.  Bim- 
berg  states  that  cervical  dilatation  is  of  especial 
value  in  the  pin-hole  and  eccentrically  placed  ex- 
ternal os. 

Tubal  Insufflation.  There  seems  to  be  a universal 
agreement  that  tubal  insufflation  is  a very  valuable 
therapeutic  as  well  as  diagnostic  procedure.  Thus, 
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Rubin  reports  24.5  per  cent  of  pregnancies  in  1,620 
insufflations.  Insufflation  was  the  only  treatment  em- 
ployed in  247  of  the  398  cases  that  became  pregnant. 
Ferguson  in  a much  smaller  series  reports  that 
eighty-four  out  of  ninety-eight  patients  became  preg- 
nant after  simple  insufflation.  Certainly  the  com- 
bination of  Elliott  treatments  and  repeated  tubal  in- 
sufflations is  rational  therapy  and  may  be  expected 
to  open  a certain  percentage  of  occluded  tubes.  Kotz 
and  Parker  report  that  thirty-six  of  fifty-four  cases 
of  sterility  with  closed  tubes  became  pregnant  after 
repeated  insufflations. 

Iodized  Oil  Injections  as  a Therapeutic  Procedure. 
Many  authors  state  that  they  have  been  able  to  dem- 
onstrate the  patency  of  the  tubes  with  lipiodol  in- 
jections when  the  Rubin  test  was  negative,  and 
that  frequently  pregnancy  followed  the  procedure. 
White  reports  twenty-two  pregnancies  after  sixty- 
two  lipiodol  injections. 

The  Operative  Cure  of  Sterility.  Space  does  not 
permit  a detailed  discussion  of  the  various  operations 
that  have  been  performed  to  overcome  sterility.  The 
operations  most  commonly  performed  in  the  sterility 
problem  are; 

(a)  Circumcision  of  the  fimbriated  end  of  the 
tube. 

(b)  Salpingostomy. 

(c)  Partial  resection  and  end  to  end  anastomosis. 

(d)  Resection  of  isthmic  portion  of  tube  and  re- 
implantation in  the  uterus. 

(e)  Transplantation  of  ovary  into  cornua  of 
uterus. 

An  analysis  of  results  in  large  series  of  cases  cer- 
tainly indicates  that  such  operations  should  not  be 
frequent!’'  done  and  only  on  clear-cut  indications. 
Tubal  occlusion  must  be  bilateral  and  preferably  at 
the  fimbriated  end  in  at  least  one  tube.  GreenhilP^ 
analyzed  the  results  of  818  plastic  operations  on  the 
tubes.  Fifty-four  pregnancies  resulted,  an  instance 
of  6.6  per  cent  or  one  pregnancy  to  every  fifteen 
operations.  Since  only  thirty-six  babies  were  de- 
livered, the  incidence  of  actual  successful  results 
was  only  4.4  per  cent  or  one  baby  for  every  22.5 
operations.  Salpingostomy  is  the  operation  that  has 
been  performed  most  frequently  and  with  the  highest 
percentage  of  successes.  VanGraff^  collected  infor- 
mation about  568  salpingostomies  and  found  that 
pregnancy  occurred  in  10.5  per  cent.  There  resulted, 
however,  only  2.8  per  cent  of  live  babies.  Abortion 
and  ectopic  gestation  occurred  all  too  frequently. 


The  figures  for  tubal  implantation  are  even  less  en- 
couraging. Runge  states  that  Kustner  obtained  data 
on  ninety-three  such  operations.  Eight  full-term 
pregnancies  (8.6  per  cent)  and  two  miscarriages  re- 
sulted. The  favorable  results  of  partial  ovarian  re- 
section in  sterility  reported  by  Stein  have  been  pre- 
viously cited. 

In  this  paper  much  emphasis  has  been  placed  on 
thorough  investigation  and  specific  therapy  for 
known  causative  factors  in  the  problem  of  sterility. 
In  actual  practice,  both  the  husband  and  wife  are 
often  found  to  meet  all  the  requirements  for  fertility, 
without  pregnancy  occurring.  In  these  infertile 
couples,  certain  procedures  had  been  used  empiri- 
cally with  a high  percentage  of  successes.  Chief 
among  these  are : 

(a)  Thyroid  in  small  doses,  even  with  a normal 
B.M.R. 

(b)  Repeated  tubal  insufflation  immediately  after 
or  preceding  coitus. 

(c)  Uterine  sounding  (cervical  dilatation). 

(d)  Estrogen  therapy  to  supplement  ovarian  func- 
tion (theelin  or  emmenin). 

(e)  Vitamin  “E”. 

In  closing,  I should  like  to  emphasize  the  need 
for  patience  and  thoroughness,  and  the  value  of  a 
definite  plan  of  investigation  and  a definite  plan  of 
treatment  in  the  management  of  sterility. 
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PILONIDAL  CYSTS. 

J.  G.  Rennie,  M.D., 

John  Russell  Hospital 
Bedford,  Virginia. 


The  existence  of  pilonidal  cysts  as  a clinical  entity 
was  first  described  by  A.  W.  Anderson^  in  1847. 
Textbooks  of  a much  later  date  usually  fail  to  men- 
tion it,  however,  and  then  only  to  confuse  it  with 
other  conditions  in  the  same  region. 

The  name  “pilonidal  cyst”  was  suggested  by 
Hodges^  in  1882,  because  of  the  frequent  presence 
of  hair  in  the  depths  of  the  cavity.  Other  names  have 
been  used  as  synonyms,  such  as  sacrococcygeal  cyst, 
sacrococcygeal  dermoid,  and  pilous  cyst. 

There  have  been  various  theories  proposed  to  ac- 
count for  the  origin  of  these  sinuses  and  cysts,  but 
there  are  three  which  are  more  generally  accepted 
today,  each  having  its  share  of  proponents. 

The  most  logical,  and  the  one  with  probably  the 
largest  following,  is  the  theory  of  Toumeaux  and 
Herrmann,®  presented  in  1887,  and  modified  later  by 
other  writers.  They  believed  that  the  embryonic  neu- 
ral canal  is  attached  to  the  skin,  an  observation  which 
has  actually  been  demonstrated.  As  the  fetus  de- 
velops, the  spine  grows  more  rapidly  than  the  sur- 
rounding tissues,  and,  as  a consequence,  the  thread- 
like end  pulls  on  the  skin,  and  forms  a U-shaped 
cord  around  the  tip  of  the  coccyx.  The  tip  finally 


reaches  to  the  third  sacral  vertebra  on  the  skin  sur- 
face. Normally  this  cord  atrophies  after  the  fifth 
fetal  month,  but  occasionally  it  remains,  and,  as  it 
is  composed  of  stratified  squamous  epithelium,  it 
may  develop  a cyst  or  sinus  containing  the  structures 
found  in  surface  skin,  that  is,  sweat  and  sebaceous 
glands  and  hair.  For  many  years  it  was  contended 
that  hair  follicles  and  the  various  glands  were  found 
in  abundance  in  these  cysts,  but  later  investigators 
have  been  unable  to  substantiate  this  observation 
with  any  degree  of  frequency. 

A second  explanation  is  that  brought  out  by  Lan- 
nelongue^  in  1882.  He  demonstrated  that  the  skin 
over  the  coccyx  is  tightly  adherent  in  the  embryo, 
and  that,  as  the  mesoblastic  structures  surrounding 
this  increase  in  thickness,  the  natural  result  would 
be  for  the  skin  to  be  pulled  in  at  this  point,  forming 
a dimple.  He  argued  that  an  exaggeration  of  this 
dimple  would  result  in  sinus  formation,  and  if  the 
epithelium  over  the  external  opening  proliferated,  it 
would  occlude  the  mouth  and  form  a cyst.  Since 
epidermal  epithelium  lined  the  resulting  cyst,  then 
the  normal  appendages  of  skin  would  be  found  here 
too.  This  sounds  like  a very  plausible  explanation, 
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and  is  not  altogether  inconsistent  with  the  first,  be- 
cause the  embryonic  skin  adhering  to  the  coccyx  may 
be  pulled  even  further  by  a filum  of  the  neural  canal, 
postulated  in  the  first  theory. 

The  third  idea  is  the  one  believed  in  by  the  ma- 
jority of  clinicians.  It  was  first  advanced  by 
Lamadrid^  in  1872,  and  explains  the  presence  of 
pilonidal  cysts  by  stating  that  it  is  the  result  of  an 
incomplete  closure  of  the  lateral  halves  of  the  dorsum 
of  the  fetus  during  its  development.  This  theory  does 
not  account  for  the  presence  of  hair  and  sebaceous 
matter  as  readily  as  the  others  unless  one  states  that 
the  incomplete  coalescence  is  accompanied  by  an  in- 
clusion of  epithelial  rests.  Another  objection  to  this 
belief  is  the  fact  that  spina  bifida  and  other  con- 
genital malformations  are  not  very  often  found  con- 
comitantly with  pilonidal  cysts. 

The  pathology  of  these  cysts  is  well  known,  al- 
though it  is  occasionally  confused  with  other  con- 
ditions. As  a rule,  they  do  not  make  themselves  evi- 
dent until  an  age  of  eighteen  to  twenty-five  years. 
There  is  no  hereditary  influence  apparent  in  the 
majority  of  cases.  They  are  much  more  frequent  in 
hirsute  individuals  and  in  males.  Ravdin  and 
Johnston®  in  1935  reported  that  75  per  cent  of  their 
cases  were  in  men. 

Frequently,  attention  is  first  drawm  to  them  by  an 
acute  infection,  but  sometimes  it  is  manifested  by  a 
persistently  draining  sinus  over  the  coccyx.  Trauma 
often  plays  a part  in  the  initiation  of  sjanptoms. 

In  examining  a quiescent  cyst,  one  wdll  find  a sinus 
in  the  mid-line,  somewhere  between  the  coccyx  and 
the  anal  canal.  The  sinus  is  directed  upward.  In 
the  depths  of  the  sinus  there  is  a cyst,  which,  when 
exposed,  presents  a bluish  discoloration.  It  is  lined 
by  stratified  squamous  epithelium,  and  typically  con- 
tains hair  and  sebaceous  material,  but  rarely  any- 
thing else.  In  many  cases,  how'ever,  the  hair  will  not 
be  present  because  it  has  been  destroyed  by  repeated 
infection  and  lost  in  drainage.  Occasionally  cysts, 
outwardly  resembling  these,  have  been  found  to  con- 
tain spinal  fluid,  or  dermoid  contents,  such  as  teeth, 
bone,  etc.,  but  if  such  are  present,  they  should  be 
classified  as  a separate  entity,  and  not  as  pilonidal 
sinuses  or  cysts. 

In  a cyst  of  long  standing  there  may  be  sudsidiary 
openings  near  the  region  of  the  original  sinus,  but 
laterally  placed.  These  are  due  to  re-infections  with 
spontaneous  or  operative  drainage. 

Not  all  sacrococcygeal  cysts  have  sinuses.  In  early 


childhood  there  may  be  no  external  opening,  and  it 
is  believed  that  changes  wrought  by  puberty,  such  as 
marked  growth  of  hair,  cause  them  to  become  infected 
more  easily.  One  in  a while,  even  in  adults,  the 
condition  is  characterized  by  a smooth  swelling  over 
the  sacrum  and  coccyx. 

When  acutely  infected,  they  become  swollen  and 
tense,  and  are  often  mistaken  for  a furuncle  or  ab- 
scess. Other  conditions  with  which  a pilonidal  cyst 
may  be  confused  are  fistula-in-ano,  sacrococcygeal 
dermoid,  abscesses  in  infected  hair  follicles,  men- 
ingoceles, infected  sebaceous  cysts  and  perirectal  and 
ischiorectal  abscesses. 

As  a differential  point,  a probe  passed  into  a 
fistula-in-ano  will  be  directed  toward  the  anus  or 
anal  canal,  whereas  a pilonidal  sinus  is  directed  up- 
ward toward  the  spine.  The  contents  will  differen- 
tiate them  from  the  other  conditions,  but  the  char- 
acteristic location,  and  the  presence  of  the  sinus  tract 
is  diagnostic  in  most  cases.  A history  of  repeated  in- 
fections in  this  region  is  also  helpful  in  the  diagnosis. 

The  treatment  of  pilonidal  cysts  depends  largely 
on  their  condition  at  the  time  they  are  seen.  If  they 
are  acutely  infected  with  definite  abscess  formation, 
the  natural  mode  of  therapy  is  to  incise  and  drain. 
This  is  usually  done  with  greater  ease  under  a gen- 
eral anesthetic,  such  as  nitrous  oxide  and  oxygen, 
or  an  intravenous  anesthetic,  such  as  evipal  or 
pentothal  sodium.  The  incision  is  made  over  the 
point  of  fluctuation,  the  contents  evacuated,  and  the 
walls  of  the  cyst  cauterized  with  phenol.  An  iodo- 
form drain  is  then  placed  in  the  wound  and  removed 
several  days  later.  After  this,  smaller  and  smaller 
drains  are  inserted  until  healing  takes  place.  In  some 
instances  this  will  effect  a cure,  but  usually,  after 
the  infection  has  cleared  up,  a sinus  will  remain. 

Occasionally  dilatation  of  the  sinus  during  the 
acute  stage  will  be  sufficient  for  drainage. 

In  the  quiescent  stage,  the  operation  elected  usually 
is  that  of  block  disection  either  with  knife  or  electro- 
cauter}'.  In  this,  an  elliptical  incision  is  made  about 
the  sinus  openings,  with  a wide  margin  to  insure  the 
removal  of  all  the  affected  tissue.  Usually  a dye,  such 
as  methylene  blue,  is  first  injected  into  the  sinus 
opening,  in  order  to  better  identify  the  ramifications 
below.  A blunt  needle  or  syringe  nozzle  is  used  for 
the  purpose,  as  a sharp  needle  might  penetrate  the 
uninvolved  tissue  and  confuse  the  operator. 

After  dissecting  out  the  whole  area  with  a good 
margin  of  surrounding  tissue,  several  avenues  of 
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concluding  the  operation  may  be  followed.  If  there 
is  some  infection  still  present,  the  wound  is  packed 
open  and  allowed  to  heal  by  granulation.  This  is, 
of  course,  a long  drawn  out  procedure  of  six  to 
twelve  weeks,  necessitating  many  painful  dressings, 
and  frequently  resulting  in  a large  painful  scar. 
Only  too  often  complete  healing  does  not  take  place, 
and  CameaF  has  suggested  that  the  reason  for  this 
is  not  because  some  epithelium  has  been  inadvertently 
left  in  the  wound,  but  because  of  poor  circulation  re- 
sulting from  the  massive,  dense  scar  tissue. 

Another  procedure  that  may  be  followed  if  the  in- 
fection is  slight,  is  that  of  primary  closure,  with  a 
small  rubber  tissue  or  silk  worm  gut  drain  placed  in 
the  depth  of  the  wound  lengthwise,  so  that  the  ends 
project  at  the  extremities  of  the  incision  when  it  has 
been  closed. 

One  of  the  difficulties  encountered  here  is  the  ob- 
vious trouble  one  would  have  in  approximating  the 
skin  edges  when  such  a large  block  of  tissue  has  been 
removed.  Several  suggestions  have  been  offered  to 
overcome  this. 

Some  surgeons  make  two  parallel  incisions  in  the 
buttocks  several  inches  away  from  the  wound  in  order 
to  relax  the  edges  enough  for  approximation.  These 
secondary  incisions,  although  they  spread  apart, 
usually  heal  rapidly  with  a soft  pliable  scar,  be- 
cause they  were  made  in  uninfected  tissue,  and  have 
a base  of  muscle. 

Lahey,^  in  1932,  advocated  another  procedure  in 
closing  these  large  wounds.  His  method  is  to  make 
one  parallel  incision  to  one  side  of  the  defect,  and 
to  make  a pedicle  graft  of  the  intervening  tissue 
which  would  include  skin  and  fat.  This  pedicle 
graft  is  transferred  to  the  large  wound  and  sutured 
to  the  opposite  side  and  to  the  fibrous  tissue  cover- 
ing the  sacrum.  He  leaves  an  opening,  of  course,  on 
the  side  where  his  second  incision  was  made,  but 
this  heals  readily  for  the  same  reason  described  in 
the  preceding  method. 

Dissatisfied  with  the  protracted  post-operative  care, 
and  the  loss  of  time  for  the  patient  entailed  in  the 
procedures  just  described,  several  men  have  devised 
new  types  of  operations  and  cauterization  therapy, 
some  of  them  giving  astonishingly  good  results. 

Block  and  Greene,®  in  1938,  described  a treatment 
by  incision  of  the  fistulous  tracts  and  packing  them 
lightly  for  several  days.  Then  they  remove  the  pack- 
ing, and  cauterize  with  a modified  Camoy’s  solution 
for  five  to  ten  minutes,  while  protecting  the  skin  with 


petrolatum.  An  iodoform  gauze  is  then  placed  in  the 
wound.  This  cauterization  is  repeated  every  three  to 
four  days  until  the  wound  has  healed.  From  eight  to 
twenty-two  treatments  are  necessary,  covering  a pe- 
riod of  four  to  ten  weeks.  Their  average  number  of 
cauterizations  is  sixteen.  Although  this  treatment  is 
lengthy,  their  patients  have  no  loss  of  time  from 
work,  and  very  little  discomfort.  Furthermore,  both 
infected  and  quiescent  cysts  may  be  treated  in  this 
manner. 

Ferguson  and  Mecray,^®  in  1937,  using  more  gen- 
erally accepted  methods,  but,  by  special  handling,  ob- 
tained excellent  results  with  a minimum  loss  of  time. 
In  the  infected  cases  they  incise  and  drain  under 
local  anesthesia.  They  apply  gauze  packing  and 
use  hot  moist  dressings.  On  the  third  day  the  pack- 
ing is  removed,  and  healing  allowed  to  take  place, 
usually  requiring  from  two  to  three  weeks. 

When  this  has  occurred,  they  do  the  second  op- 
eration. In  this,  the  area  is  anesthetized  with  a 
1 per  cent  novocaine  solution,  to  every  ounce  of 
which  has  been  added  eight  drops  of  one  to  one 
thousand  adrenalin  solution.  The  cyst  and  sinus 
tracts  are  then  excised,  without  much  tissue  removal, 
as  complete  control  of  infection  enables  them  to  ex- 
cise all  the  affected  parts  by  a narrow  cylinder  of 
tissue.  Colored  solutions  are  not  used,  as  these  au- 
thors feel  that  often  the  solution  leaks  into  normal 
areas,  and  obscures  landmarks.  They  identify  the 
cyst  by  its  bluish  discoloration  or  by  its  contents, 
and  the  sinus  tracts  by  the  presence  of  denser  and 
more  compact  lobules  of  fat  surrounding  them.  They 
close  the  wound  immediately  with  buried  catgut  su- 
tures to  insure  obliteration  of  dead  space.  Deep  stay 
sutures  of  alloy  steel  wire  are  inserted  to  further 
close  the  wound.  The  eradication  of  dead  space  they 
consider  one  of  the  most  important  points,  and  the 
preliminary  control  of  infection  the  other.  In  their 
series  they  have  obtained  92  per  cent  cures  on  first 
operation,  that  is,  the  procedure  after  the  initial  in- 
cision and  drainage.  The  average  healing  period 
after  excision  is  17.4  days — with  not  more  than  two 
days  lost  from  work.  Sometimes  the  incision  and 
drainage  is  not  necessary,  and  occasionally  drainage 
is  effected  through  dilatation  of  the  sinus  tract. 

The  final  method  of  treatment  to  be  described  is 
one  advocated  by  Carneal,'^  of  New  York.  He  felt 
that  too  much  tissue  was  removed  in  the  old  block 
dissection,  and  that  hospitalization  was  too  pro- 
longed. Realizing,  however,  that  caustics  had  been 
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used  before  without  very  successful  results,  and  yet 
believing  that  in  this  mode  of  treatment  lay  possi- 
bilities of  rapid  and  easy  recovery,  he  tried  several 
types  of  escharotics  not  in  common  use.  The  most 
successful,  and  one  that  he  has  used  with  excellent 
results  in  over  two  hundred  cases,  is  concentrated 
potassium  hydroxide.  This  may  be  obtained  by  ex- 
posing a stick  of  pure  potassium  hydroxide  to  the 
air  in  a glass  container  for  twenty-four  to  forty-eight 
hours,  to  allow  a certain  amount  of  liquefaction  to 
take  place.  The  resulting  liquid  is  nearly  a 100  per 
cent  solution  of  the  caustic. 

The  plan  of  treatment  is  similar  for  infected  and 
clean  cases.  In  the  former,  incision  and  drainage  is 
done  in  the  usual  manner,  and  the  cavity  swabbed 
with  potassium  hydroxide,  precautions  being  taken 
which  will  be  described  later.  After  infection  is  con- 
trolled and  the  wound  has  healed  as  far  as  it  will 
do  so,  the  subsequent  treatment  is  the  same  as  for 
quiescent  cysts.  It  might  be  said  here,  though,  that 
a majority  of  the  pilonidal  cysts  will  heal  completely 
after  the  above  regime  is  followed. 

The  clean  cases  are  treated  by  Carneal  in  the  fol- 
lowing manner;  A 2 per  cent  solution  of  novocaine 
is  injected  about  the  lesion.  All  sinuses  are  opened 
on  a grooved  director,  or  a simple  incision  down  to 
the  cysts  may  be  made.  The  cyst  is  then  dissected 
out,  and  all  communicating  sinuses  probed  and  in- 
cised. In  order  to  protect  the  surrounding  skin, 
gauze  sponges,  soaked  in  a 3 per  cent  acetic  acid 
solution,  are  placed  about  the  wound.  The  concen- 
trated potassium  hydroxide  solution  is  now  applied 
to  all  parts  of  the  wound  with  a cotton  applicator, 
and  allowed  to  remain  for  two  or  three  minutes. 
After  this  the  potassium  hydroxide  is  neutralized 
with  sponges  soaked  in  3 per  cent  acetic  acid, 
and  the  cavity  packed  with  iodoform  gauze.  In  two 
or  three  days  the  packing  is  removed,  and  hot  Sitz 
baths  twice  a day  ordered  for  the  patient.  In  a 
week’s  time  the  granulating  wound  is  touched  with 
silver  nitrate  for  stimulation,  and  again  in  another 
week.  Healing  takes  place  with  great  rapidity,  and 
is  usually  complete  in  three  to  five  weeks.  Obese 
individuals  take  longer  because  of  the  greater  amount 
of  tissue  which  has  to  be  incised  at  the  time  of  the 
original  operation.  Only  a few  days  are  lost  from 
useful  activity,  and  even  if  healing  does  not  take 
place  completely  in  this  time,  as  happens  in  a rare 
case,  the  persistent  sinus  is  small  and  the  procedure 


may  be  repeated  in  the  office  with  no  extra  loss  of 
time. 

I have  tried  this  method  on  several  cases  in  re- 
cent months  with  gratifying  results,  and  I believe 
that  it  is  a method  which  deserves  consideration,  in- 
asmuch as  it  shortens  the  healing  period,  gives  better 
permanent  results  on  the  average  than  the  en  bloc 
dissection,  and  is  much  easier  on  the  patient.  It  may 
be  used  on  clean  and  infected  cases  with  equal  ease, 
with  almost  uniformly  good  results  in  the  former  and 
a high  percentage  of  cures  in  the  latter. 

I have  presented  various  methods  of  treatment  in 
common  use,  as  well  as  some  of  the  newer  procedures, 
and  believe  that  a certain  amount  of  judgment  is 
necessary  in  selecting  the  therapy  best  suited  to  each 
particular  case.  It  is  my  opinion  that  care  in  carry- 
ing out  the  treatment,  especially  some  of  the  recently 
advocated  ones,  will  bring  about  a better  outlook  for 
the  patients  who  suffer  from  this  unpleasant,  al- 
though not  usually  dangerous,  complaint. 

Summary 

1.  A review  of  the  various  theories  proposed  to 
account  for  the  origin  and  development  of  pilonidal 
cysts  is  offered. 

2.  The  pathology  and  differential  diagnosis  is 
briefly  discussed. 

3.  The  various  methods  of  treatment  in  common 
use  are  described.  Cauterization  therapy,  purely  op- 
erative procedures,  and  combinations  of  the  two  are 
included. 

4.  Especial  emphasis  is  given  to  a recently  ad- 
vocated type  of  treatment,  proposed  by  G.  U.  Car- 
neal, of  New  York,  because  of  its  simplicity  and 
efficacy. 
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SULFAPYRIDINE  IN  THE  TREATMENT  OF  PNEUMONIA.* 

Alex.  F.  Robertson,  Jr.,  M.D., 

Staunton,  Va. 


The  application  of  sulfanilamide  and  its  related 
compound  sulfapyridine  to  the  treatment  of  bacterial 
infections  is  one  of  the  romances  of  our  medical  age. 
The  importance  of  this  chemo-therapy  may  well  be 
compared  to  the  use  of  insulin  in  diabetes  or  to  the 
treatment  of  pernicious  anemia  with  liver  extract. 

In  their  search  for  a substance  having  a more 
specific  effect  upon  the  pneumococcus  than  that  ex- 
erted by  sulfanilamide,  Ewins  and  Phillips^  pro- 
duced sulfapyridine  in  England  last  year.  They 
showed  it  to  be  effective  against  various  types  of  the 
pneumococci  in  experimental  infections  in  mice. 

In  July,  1939,  Evans  and  Gaisford,^  of  Birming- 
ham, England,  reported  a series  of  100  cases  of 
pneumonia  treated  with  sulfapyridine,  with  a mortal- 
ity of  8 per  cent  as  compared  with  a mortality  rate 
of  27  per  cent  in  a control  group  of  100  untreated 
cases. 

Two  independent  series  of  cases  were  reported  by 
Americans  in  February,  1939.  Flippin®  and  others, 
of  Philadelphia,  reported  a series  of  100  cases  of 
lobar  pneumonia  treated  with  sulfapyridine  with  a 
mortality  of  only  4 per  cent. 

Barnett*  and  others,  of  St.  Louis,  reported  en- 
couraging results  in  the  treatment  of  pneumococcic 
infections  in  children. 

Long  and  Wood,®  of  Johns  Hopkins,  in  Septem- 
ber, 1939,  reported  100  cases  of  pneumonia  treated 
with  sulfapyridine  with  a 4 per  cent  mortality. 

Nelson®  has  reported  a series  of  fifty  cases  from 
the  Medical  College  of  Virginia,  under  the  super- 
vision of  Dr.  Harry  Walker,  in  which  the  mortality 
rate  was  1 2 per  cent.  However,  with  an  increase  in 
dosage,  as  suggested  by  Long,  the  last  twenty  cases 
were  treated  without  a death. 

It  is  interesting  to  compare  the  mortality  of  pneu- 
monia cases  receiving  no  specific  treatment  with  the 
mortality  of  serum  treated  cases,  and  of  those  treated 
with  sulfapyridine.  The  mortality  of  pneumococcic 

*Read  before  the  Medical  Society  of  Northern  Virginia 
at  Edinburg,  Va.,  November  14,  1939. 


lobar  pneumonia  without  specific  treatment  is  about 
25  per  cent.  Of  various  series  treated  with  serum,  the 
mortality  has  varied  from  about  16  per  cent  to  9 
per  cent.  The  series  treated  with  sulfapyridine  had 
a mortality  rate  of  from  12  per  cent  to  4 per  cent. 
Those  cases  with  a positive  blood  culture  show  most 
convincingly  the  results  of  treatment.  The  usual 
mortality  in  such  cases  is  at  least  double  the  general 
mortality  rate.  The  use  of  serum  reduces  this  mor- 
tality about  50  per  cent,  while  sulfapyridine  ap- 
parently reduces  it  about  75  per  cent. 

The  mortality  in  serum  treated  cases  varies  from 
4 per  cent  in  those  treated  on  the  first  day  of  the 
disease,  to  over  20  per  cent  in  those  treated  after 
the  fourth  day.  Serum  is  available  for  the  treatment 
of  approximately  66  per  cent  of  the  cases  of  pneu- 
mococcic lobar  pneumonia. 

Sulfapyridine  is  not  nearly  so  soluble  as  sul- 
fanilamide and  a similar  dose  in  individuals  of  the 
same  weight  may  produce  marked  variations  in  the 
blood  level.  Also,  the  human  body  has  the  ability 
to  conjugate  sulfapyridine,  in  varying  amounts,  into 
the  inactive  crystalline  acetylsulfapyridine  which 
precipitates  out  in  the  urine  and  may  form  calculi  or 
produce  hematuria.  Long  & Wood®  have  found  these 
crystals  to  be  soluble  in  alkaline  solution  and  have 
given  soda  bicarbonate  with  the  sulfapyridine  but  so 
far  have  had  insufficient  experience  to  draw  any 
conclusions.  The  optimum  blood  concentration  ap- 
pears to  be  about  4 mgms.  per  100  c.c.  of  blood. 

The  following  dosage  is  recommended  by  Long 
and  Wood:® 

4.0  gms.  stat.,  as  soon  as  the  clinical  diagnosis  of 
pneumonia  is  made,  followed  by  1.0  gm.  every  four 
hours  (day  and  night)  until  the  temperature  has  been 
normal  for  forty-eight  hours.  Then  1 gm.  every  six 
hours  until  resolution  is  well  under  way  and,  finally, 
0.5  gm.  four  times  a day  until  the  patient  is  ready  to 
leave  his  bed. 

If  on  the  day  after  treatment  is  started  the  tern- 
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perature  is  not  below  101°,  and  the  free  sulfapyridine 
in  the  blood  is  under  4 mgm.  per  cent,  one  dose  of 
0.06  gm.  per  kilogram  of  body  weight  of  a 5 per  cent 
solution  of  sodium  sulfapyridine  is  given  intraven- 
ously. 

In  seriously  ill  patients  such  an  intravenous  in- 
jection is  given  at  once  and  repeated  in  four  to  six 
hours,  at  tlie  same  time  beginning  oral  treatment 
with  1 gm.  sulfapyridine  every  four  hours. 

In  the  case  of  infants  and  young  children  the  dose 
advised  is  1^  grains  of  sulfapyridine  per  pound 
in  the  twenty-four  hours,  giving  about  half  the  esti- 
mated twenty-four  hour  amount  as  the  first  dose. 

The  response  of  patients  adequately  treated  is 
often  most  dramatic,  the  temperature  dropping  to 
normal  within  eighteen  to  forty-eight  hours  after 
starting  treatment  and  usually  remaining  normal. 
It  is  most  important  not  to  discontinue  treatment 
until  resolution  is  complete,  as  relapse  may  occur 
with  a spread  of  the  lesion.  On  account  of  the 
nausea  produced  by  sulfapyridine  there  is  a great 
temptation  to  stop  the  drug  as  soon  as  the  patient 
seems  better.  While  very  trying,  the  nausea  does  not 
as  a rule  prevent  retention  of  the  drug.  The  use  of 
one-half  grain  phenobarbital  one-half  hour  before 
each  dose  of  sulfapyridine  is  helpful  in  some  cases. 
If  there  is  much  vomiting,  glucose  in  saline  should  be 
given  intravenously.  In  rare  cases  it  may  be  neces- 
sary to  resort  to  the  intravenous  route.  Whitehead 
and  Carter'^  overcame  nausea  in  three  cases  by  using 
the  oxygen  tent  one-half  hour  before  and  one-half 
hour  after  each  dose  of  the  sulfapyridine.  For  the 
intelligent  specific  treatment  of  lobar  pneumonia  it 
is  most  important  that  we  have  a blood  culture,  typ- 
ing of  sputum,  and  a complete  blood  count  upon 
each  patient  before  starting  treatment.  Blood  cultures 
and  typing  of  sputum  are  often  unsatisfactory  after 
specific  treatment  has  begun.  The  same  toxic  effects 
may  occur  from  sulfapyridine  which  have  been  de- 
scribed following  the  use  of  sulfanilamide.  They 
are  less  common,  however,  with  the  exception  of  the 
nausea  and  vomiting,  which  are  much  worse,  and  the 
formation  of  renal  stones.  Renal  calculi  or  gross 
hematuria  demand  the  immediate  withdrawal  of  the 
drug. 

Cyanosis  occurs  less  frequently  than  with  sul- 
fanilamide and,  when  it  does  occur,  is  less  intense. 
Hepatitis,  hemolytic  anemia,  and  agranulocytosis 
may  occur  but  their  occurrence  is  rare. 

Frequent  examination  of  the  sulfapyridine  level  in 


the  blood  should  be  made  and  daily  blood  counts 
and  urinalyses  should  be  available  so  that  toxic  ef- 
fects may  be  discovered  promptly. 

Wliile  the  use  of  sulfapyridine  in  the  treatment  of 
pneumonia  apparently  gives  the  lowest  death  rate  so 
far  attained,  it  will  not  necessarily  replace  the  serum 
treatment.  A word  of  warning  is  necessary  as  to  the 
indiscriminate  use  of  this  drug.  Until  improvements 
are  made  eliminating  the  toxic  nausea  and  vomiting, 
and  the  danger  of  renal  calculi  with  kidney  failure, 
we  feel  that  its  use  should  be  restricted,  so  far  as  the 
general  practitioner  is  concerned,  to  those  cases  of 
pneumonia  for  whom  serum  is  not  available,  unless 
the  case  is  in  a hospital  under  careful  observation, 
where  blood  cultures,  daily  blood  counts  and  urinaly- 
ses, typing  of  sputum  and  estimation  of  the  blood 
concentration  of  sulfapyridine  may  be  carried  out. 

It  has  been  suggested  that  every  case  of  lobar 
pneumonia  be  started  on  sulfapyridine  as  soon  as  the 
clinical  diagnosis  has  been  made,  the  sputum  taken 
for  typing  and  the  blood  for  culture.  At  the  end  of 
the  first  day,  if  there  has  not  been  a critical  drop  in 
the  temperature  to  101°  or  lower  with  an  improve- 
ment in  the  patient’s  general  condition,  serum  treat- 
ment should  be  begun,  if  available. 

Wood  and  Long*  have  shown  that  the  action  of 
sulfapyridine  is  bacteriostatic  and  that  the  final 
recovery  from  pneumonia  depends  upon  phagocytosis. 
As  the  specific  sera  aid  phagocytosis  by  their  action 
upon  the  capsule  of  the  pneumococcus,  it  seems  logi- 
cal to  assume  that  a combination  of  serum  with  sul- 
fapyridine will  become  the  treatment  of  choice. 
Smaller  doses  of  these  two  specific  remedies  may  act 
synergistically  and  objectionable  features  may  in  this 
way  be  overcome.  Certainly  the  intelligent  use  of 
sulfapyridine  should  result  in  a marked  decrease  in 
the  mortality  of  pneumonia. 

Report  of  Cases 

Case  1.  A white  boy,  aged  six  and  one-half  years, 
contracted  a cold  on  March  12,  1939.  On  March 
14th  he  had  an  elevation  of  temperature  to  102  but 
his  chest  was  negative.  On  March  16th  his  tempera- 
ture reached  103  but  there  were  still  no  physical 
signs  of  consolidation.  On  March  17th,  at  9 A.  M., 
his  temperature  was  105°  and  definite  signs  of  an 
early  lobar  pneumonia  of  the  left  lower  lobe  were 
made  out.  He  was  started  on  sulfapyridine  1 gm.  at 
10  A.  M.,  1 gm.  at  2 P.  M.,  and  0.5  gm.  each  four 
hours  thereafter.  His  temperature  dropped  to  normal 
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by  midnight  (fourteen  hours)  and  remained  nor- 
mal thereafter.  The  drug  was  discontinued  after 
three  days.  No  toxic  symptoms  developed. 

Mortality  rates  are  not  very  helpful  in  evaluating 
the  drug  in  children  as  the  rate  of  lobar  pneumonia 
in  infants  and  young  children  is  only  about  5 per 
cent. 

While  this  case  apparently  made  a very  dramatic 
response  to  the  drug,  it  is  quite  possible  that  his 


veloped  influenza  on  March  11,  1939.  On  March  16 
she  show'ed  evidence  of  beginning  consolidation  of 
the  left  upper  lobe  and  typing  of  her  sputum  revealed 
a Type  XV  pneumococcus.  She  was  started  on  sul- 
fapyridine  with  a prompt  fall  of  her  temperature  to 
normal  in  eighteen  hours.  However,  the  temperature 
climbed  back  to  102  at  the  end  of  twenty-four  hours 
and  continued  to  run  a septic  course  in  spite  of  sul- 
fapyridine.  She  developed  severe  nausea  and  vomit- 
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pneumonia,  which  was  discovered  on  the  17th,  began 
on  the  14th  and  that  he  had  a three-day  crisis  which 
was  not  due  to  the  sulfapyridine.  No  sputum  was 
obtainable  and  culture  from  a throat  swab  was  nega- 
tive for  pneumococci.  The  leucocyte  count  was  27,- 
800.  While  the  clinical  signs  were  characteristic 
of  lobar  pneumonia  before  and  after  the  crisis,  we 
did  not  confirm  the  diagnosis  by  X-ray. 

Case  2.  A white  female,  aged  forty-two,  do- 


ing and  marked  depression  and  after  five  days  she 
was  admitted  to  the  hospital  March  21st.  Sul- 
fapyridine was  discontinued  and  after  seven  days  in 
the  hospital  her  temperature  became  normal.  We 
were  unable  to  secure  an  estimation  of  the  blood 
level  of  sulfapyridine  in  this  case  and  so  we  cannot 
tell  whether  we  maintained  a sufficiently  high  con- 
centration in  the  blood  or  whether  this  was  a case  in 
which  it  was  unsuccessful  in  spite  of  adequate  dosage. 
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but  as  this  patient  only  received  15  gms.  of  sulfapy- 
ridine  and  failed  to  retain  a number  of  doses,  she 
probably  failed  to  receive  a sufficient  amount  of  the 
drug.  Intravenous  therapy  would  have  been  indi- 
cated in  this  case. 

Case  2.  A white  married  female,  aged  twenty- 
eight,  who  had  previously  been  in  good  health  was 
taken  acutely  ill  on  March  23,  1939,  with  chills, 
fever,  nausea  and  vomiting.  On  March  25th  she 
developed  cough  and  pain  in  her  left  side.  On  March 
26th  a diagnosis  of  pneumonia  was  made  by  her 
family  physician  and  the  next  day,  March  27th,  she 
was  admitted  to  the  King’s  Daughters'  Hospital. 
Physical  examination  showed  rales  and  tubular 
breathing  over  the  lower  part  of  the  left  upper  lobe, 
and  the  X-ray  diagnosis  was  lobar  pneumonia  of 
the  left  upper  lobe.  Blood  examination  showed  20,- 
000  leucoc\des  with  92  per  cent  polys.  Pneumococcus 
typing  on  the  day  of  admission  as  well  as  the  next 
day  was  negative. 

Sulfapyridine  was  started  on  the  night  of  her  first 
hospital  day,  the  dosage  being  2 gms.  every  four 
hours  for  two  doses,  and  then  1 gm.  every  four  hours. 
In  spite  of  the  fact  that  the  patient  was  actively 
nauseated,  the  medicine  was  retained.  One-half 
grain  of  phenobarbital  was  given  one-half  hour  be- 
fore each  dose  of  sulfapyridine.  In  thirty  hours  the 
temperature  was  normal  and  remained  so.  Glucose 
and  saline  were  given  intravenously  for  the  nausea, 
and  the  sulfapyridine  dosage  was  gradually  reduced. 
Ths  case  was  apparently  started  on  sulfapyridine  on 
the  third  day  of  her  pneumonia  and  made  a dra- 
matic response  without  any  toxic  symptoms  except  a 
slight  increase  of  the  nausea  and  vomiting  which 
she  had  on  admission.  She  received  a total  of  27 
gms.  of  sulfapyridine. 

Case  4.  I am  indebted  to  Dr.  Kenneth  Bradford 
for  the  protocol  in  this  case  of  a seven-year-old  girl, 
a student  at  the  Virginia  School  for  the  Deaf  and 
Blind.  She  developed  an  acute  respiratory  infection 


on  March  14,  1939.  Four  days  later  her  temperature 
was  105  and  physical  signs  of  lobar  pneumonia  of 
the  left  lower  lobe  were  made  out.  Sulfapyridine  was 
started,  1 gm.  followed  by  0.5  gm.  every  four  hours 
for  four  doses.  The  temperature  returned  to  normal 
in  sixteen  hours,  and  remained  normal  thereafter. 
No  X-rays  or  blood  counts  were  made.  This  patient 
weighed  forty-eight  pounds,  and  received  only  2.5 
gms.  (37%  grains)  of  sulfapyridine,  so  the  point 
may  be  justly  raised  as  to  whether  the  critical  drop 
was  caused  by  such  a small  amount  of  the  drug,  or 
whether  she  had  a natural  crisis  in  the  course  of  a 
pneumonic  infection  which  may  not  have  been  dis- 
covered until  the  third  or  fourth  day. 

However,  a number  of  successful  cases  are  in- 
cluded in  the  report  of  Evans  and  Gaisford,  in 
which  the  amount  of  sulfapyridine  used  was  even 
less  than  that  given  in  this  case. 
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TREATMENT  OF  BACILLARY  DYSENTERY  IN  INFANTS.* 

W.  Eugene  Keiter,  M.D., 

Kinston  Clinic 
Kinston,  North  Carolina. 

During  the  past  two  years  the  treatment  of  bacil-  because  new  drugs  are  now  available  which  are  prac- 
lary  dysentery  in  infants  has  improved  considerably  tically  specific  for  the  problems  involved.  A new 

concept  of  therapy  therefore  is  tenable,  the  results  of 
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which  are  so  much  better  that  they  command  the  at- 
tention and  consideration  of  all  of  us  who  treat  in- 
fants. 

Incidence  and  Mortality:  “Diarrhea  and  ente- 
ritis” rank  next  to  prematurity  as  a cause  of  infant 
deaths  in  North  Carolina  and  this  has  been  true 
consistently  for  many  years.  In  1938  the  mortality 
in  North  Carolina  was  higher  than  in  any  of  the 
preceding  four  years.  The  figures  for  1939  are  not 
yet  available.  The  infant  mortality  rate  in  North 
Carolina  from  this  cause  is  approximately  double 
that  for  the  nation  as  a whole. 

There  are  very  obvious  reasons  for  this  to  one 
familiar  with  the  economic  and  domestic  conditions 
among  a large  portion  of  the  tenant  farmer  popula- 
tion. Absence  of  screens,  lack  of  refrigeration,  primi- 
tive means  of  heating  water  and  cooking  food,  and 
pollution  of  soil  by  human  excreta  are  the  main 
factors.  In  the  cities  of  North  Carolina  the  disease 
is  much  less  frequent  and  among  the  people  in  the 
higher  economic  brackets  it  is  all  but  unknown. 
The  babies  of  the  tenant  farmer  population  are 
chiefly  the  ones  who  succumb  to  this  infection.  This 
situation  is  not  peculiar  to  North  Carolina,  but  is 
also  familiar  to  those  in  other  portions  of  the  South, 
where  such  economic  and  domestic  situations  prevail. 

It  is  apparent  to  those  of  us  dealing  with  these 
infants  that  these  deaths  are  due  to  real  dysentery 
infections.  Bacteriological  diagnoses  are  not  prac- 
tical for  most  of  us  in  private  practice.  For  example, 
A.  Graeme  Mitchell  and  nine  associates  report  bac- 
teriological diagnoses  on  209  patients  requiring  11,- 
530  plates  of  media.  Positive  identification  of  a 
pathogenic  organism  was  made  in  only  49  per  cent 
of  the  patients.  We  do  not  have  the  assistants,  the 
equipment,  or  the  financial  support  for  such  an  in- 
vestigation. Therefore,  the  objection  can  be  raised, 
justifiably,  that  we  are  not  dealing  with  proved  cases 
of  bacillary  dysentery.  If,  however,  one  prefers  to 
regard  our  cases  as  possibly  being  interspersed  with 
non-specific  forms  of  diarrhea,  then  the  results  are 
even  more  striking  because,  if  anything,  the  non- 
specific forms  of  diarrhea  are  even  more  difficult  to 
control  and  have  a higher  mortality  than  true  bacil- 
lary dysentery.  Also,  a bacteriological  diagnosis 
cannot  be  carried  to  completion  in  less  than  three  to 
five  days.  Our  patients  are,  as  a rule,  definitely  re- 
covering in  this  time  and  we  would  not  in  any  in- 
stance wait  for  such  a diagnosis  before  starting 
treatment.  Then,  too,  it  has  not  yet  been  established 


that  treatment  should  be  varied  depending  on 
whether  the  infecting  organism  is  Flexner,  Shiga, 
Sonne,  or  some  other  variety  of  bacillary  dysentery. 
We  confidently  expect,  in  the  ne.xt  few  years,  such 
knowledge  to  be  developed  in  institutions  equipped 
for  such  study. 

The  annual  epidemic  of  dysentery  infections  usu- 
ally strikes  North  Carolina  in  May  and  June  and 
during  these  two  months  the  vast  majority  of  cases 
are  seen.  They  continue  through  July,  August,  Sep- 
tember and  even  into  October  in  smaller  numbers. 
In  1936  there  were  twenty-six  infants  admitted  to 
our  hospital  because  of  dysentery.  We  had  ten  deaths 
and  did  four  autopsies  in  this  group.  Four  of  the 
deaths  occurred  in  a few  hours  after  admission,  mak- 
ing it  difficult  to  get  autopsy  consent.  In  1937,  of 
seventeen  patients  admitted,  we  had  three  deaths  and 
did  three  autopsies.  In  1938,  of  twenty-three  ad- 
missions, we  had  no  deaths  in  patients  who  had  been 
under  our  care  as  long  as  twelve  hours.  There  were 
four  deaths,  one  due  to  bronchopneumonia  compli- 
cating the  dysentery  proved  by  autopsy,  the  other 
three  occurring  from  a few  minutes  to  seven  hours 
after  admission.  In  1939  only  six  were  admitted 
and  two  deaths  occurred.  One  died  two  hours  after 
admission  and  autopsy  could  not  be  obtained.  The 
other  was  autopsied  and  showed  the  pathological 
findings  of  a fairly  mild  dysentery  complicated  by 
bronchopneumonia,  pertussis  and  mastoiditis.  Many 
infants  were  treated  as  out-patients  in  1939  who 
formerly  would  have  been  admitted  to  the  hospital. 
They  were  just  as  sick  as  any  ever  treated  in  the 
hospital  but  because  of  improved  methods  of  man- 
agement and  confidence  in  these  methods,  we  allowed 
the  patients  to  come  in  daily  for  treatment  and  ob- 
servation. Time  and  again  subcutaneous  fluids  and 
transfusions  were  given  and  the  patients  allowed  to 
return  home  promptly  afterwards.  No  harmful  ef- 
fects were  ever  seen  following  this  procedure.  In 
approximately  ninety  patients  treated  forty-seven 
transfusions  were  given  in  this  manner.  There  were 
no  deaths  among  the  out-patients. 

Pathology:  While  we  do  not  have  the  facilities 
for  accurate  bacteriological  diagnoses,  we  have  made 
it  a point  to  study  the  gross  and  microscopic  pathol- 
ogy of  every  fatal  case  in  which  autopsy  could  pos- 
sibly be  obtained.  These  autopsy  studies  largely 
have  been  responsible  for  our  conception  of  pro[)er 
therapy. 

Most  notable  of  autopsy  findings  is  the  gross  necro- 
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sis  of  the  lining  mucosa  of  the  large  bowel  and 
terminal  ileum.  Sometimes  the  mucosa  can  be  wiped 
off  with  gloved  finger  tip.  All  of  it  is  very  swollen, 
thickened  and  red,  showing  areas  of  hemorrhage, 
ulceration  and  large  plaques  of  exudate.  The  Peyer’s 
patches  of  the  ileum  show  swelling  and  ulceration, 
and  also  the  l>Tnphoid  nodules  of  the  large  in- 
testine. The  ulceration  is  not  limited  to  these  lym- 
phoid structures  but  occurs  also  in  other  areas  of 
the  mucosa.  The  mesenteric  lymph  glands  show 
tremendous  swelling  and  dusky  redness.  The  spleen 
and  liver  show  the  changes  expected  in  overwhelm- 
ing toxemia. 

It  is  amazing  with  what  rapidity  these  changes 
can  occur.  For  example,  one  infant  was  autopsied 
with  a history  of  only  twenty-four  hours  duration 
of  symptoms,  yet  we  found  the  mucosa  of  the  large 
bowel  almost  completely  destroyed.  The  greatly 
swollen,  hyperemic  bowel  may  readily  explain  the 
cessation  of  stools  and  signs  of  ileus  which  often 
occur  terminally  in  fatal  cases.  One  could  not  ex- 
pect such  a bowel  to  exert  effective  motor  activity. 

Symptoms  and  Signs:  The  onset  is  usually  sud- 
den. There  frequently  is  extremely  high  fever  and 
vomiting.  Some  six  or  twelve  hours  may  elapse  be- 
fore diarrhea  begins.  Diagnosis  may  be  rather  con- 
fusing in  these  early  stages.  Not  infrequently  tetany 
may  appear  with  chills  and  cyanosis  or  the  e.xtremely 
high  fever  and  toxemia  may  usher  in  convulsions 
which  can  be  rapidly  fatal  unless  promptly  relieved. 
The  diarrhea  is  characterized  by  numerous  small 
green  stools  often  tinged  with  blood  and  mucus.  There 
may  be  as  few  as  ten,  or  as  many  as  fifty  in  twenty- 
four  hours.  Fifteen  to  twenty  are  average.  Dehy- 
dration usually  occurs  because  of  the  vomiting,  re- 
fusal of  water,  and  the  fluid  loss  in  the  stools.  This 
also  can  occur  with  surprising  rapidity.  If  unre- 
lieved acidosis  soon  follows.  Apparently  dehydration 
and  acidosis  can  reach  such  an  extreme  degree  that 
irreversible  changes  occur.  Such  infants  seem  doomed 
to  die  despite  the  prompt  intravenous  restoration  of 
fluids  and  electrolyte.  Such  deaths  occur  within 
twelve  hours  after  treatment  is  started,  and  invari- 
ably are  cases  poorly  managed  at  the  onset. 

Many  times  fever  and  diarrhea  are  the  initial 
symptoms  of  an  attack  and  vomiting  is  minimal. 
Even  in  these  instances  there  is  early  food  and  water 
refusal  and  dehydration  occurs  rapidly.  The  diar- 
rhea may  begin  rather  gradually  at  first  with  bulky 
foul  smelling  stools  which  later  increase  in  frequency 


and  gradually  assume  the  characteristics  of  true 
dysentery. 

While  diarrhea  is  the  most  characteristic  symptom 
of  the  disease,  the  frequency  of  the  stools  is  not  a 
true  measure  of  its  severity.  Abdominal  distention, 
often  with  a reduction  in  the  number  of  stools,  indi- 
cates an  unfavorable  course.  Sometimes  this  results 
from  administration  of  paregoric  which  aggravates 
the  distention.  Not  infrequently  abdominal  disten- 
tion is  so  great  that  the  abdomen  feels  “doughy”  like 
that  in  generalized  peritonitis.  The  stools  may  cease 
altogether  terminally;  which  is  easily  understood 
when  one  examines  the  bowel  at  the  autopsy  table. 
Therefore,  abdominal  distention  is  a more  valuable 
prognostic  sign  than  the  frequency  of  stools. 

During  the  first  few  days  of  the  disease  the  ap- 
petite is  usually  poor.  Naturally  the  nausea  and 
tenesmus  would  interfere  with  it.  Later,  in  the  severe 
cases,  even  though  tenesmus  diminishes,  the  appetite 
becomes  progressively  worse  until  sometimes  extreme 
anorexia  occurs.  This  may  be  associated  with  stoma- 
titis. Both  conditions  yield  to  the  parenteral  admin- 
istration of  vitamin  B complex  and  evidently  are 
manifestations  of  vitamin  deficiency.  The  high  fever, 
diarrhea,  and  dehydration  of  the  early  phases  would 
naturally  tend  to  deplete  the  vitamin  stores  and  poor 
intestinal  absorption  may  easily  block  their  restora- 
tion. It  is  a time  when  extra  large  vitamin  rations 
would  be  desirable  yet  many  factors  conspire  to  de- 
plete them.  On  the  other  hand,  the  majority  of  these 
infants,  coming  from  social  strata  where  well- 
balanced  diets  are  unknown,  are  physically  under 
par  at  the  onset  of  the  disease. 

When  the  disease  enters  the  chronic  stage,  which 
may  last  for  weeks,  infants  become  steadily  more 
emaciated,  or  at  least  growth  is  stopped  and  there  is 
failure  to  gain.  The  abdomen  becomes  very  large 
and,  while  there  may  be  not  more  than  three  or  four 
stools  daily,  they  are  very  foul  and  large  in  volume. 
Poor  appetite  and  poor  assimilation  of  food  may  lead 
to  nutritional  edema.  Anemia  of  some  degree  is  uni- 
versal among  such  infants  and  they  succumb  fre- 
quently to  respiratory  complications. 

Treatment : Until  the  past  two  years  treatment 
has  been  based  on  the  concept  that  this  disease  is 
self-limited;  that  if  one  maintains  the  water  bal- 
ance, restores  blood  corpuscles  and  serum  protein  by 
transfusion,  and  waits,  the  vast  majority  of  in- 
fants will  recover.  It  is  true  that  most  of  them  will, 
but  the  duration  of  the  infection  and  symptoms  may 
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vary  from  two  or  three  weeks,  to  eight,  ten  or  twelve 
weeks,  under  such  treatment.  Periods  of  starvation, 
allowing  the  gastro-intestinal  tract  rest  from  the 
necessity  of  digestion  and  absorption  of  food,  have 
been  regarded  as  favorably  influencing  the  course 
of  the  disease.  Often  after  the  period  of  starvation, 
when  food  is  offered  the  diarrhea  becomes  worse  and 
two,  three  and  even  four  periods  of  starvation  are 
resorted  to  until  athrepsia  occurs:  Often  there  is  no 
choice  in  this  course  of  action  since  digestion  and 
assimilation  are  at  such  a low  ebb  that  nutrition  is 
impossible.  It  is  not  likely  that  many  physicians 
still  regard  bismuth  as  exerting  any  influence  on  the 
course  of  the  infection,  or  paregoric  doing  more  than 
to  promote  intestinal  stasis,  distention,  and  pos- 
sibly cause  some  slight  decrease  in  tenesmus. 

Starvation  is  an  essential  part  of  the  treatment. 
These  infants  cannot  digest  and  assimilate  food. 
The  giving  of  formula  only  promotes  a tremendous 
outpouring  of  gastro-intestinal  secretions,  fermenta- 
tion and  distention,  and  adds  volume  to  the  fluid 
lost  in  the  stools.  We  starve  these  infants  until  the 
fever  subsides,  the  abdominal  distention  disappears, 
and  the  stools  are  reduced  in  frequency  to  two  or 
three  in  twenty-four  hours.  Ordinarily  the  stools 
then  have  a yellow  or  brown  color  even  though  the 
baby  is  on  a starvation  regime,  which  color  itself  in- 
dicates the  slower  peristaltic  activity  of  the  bowel. 
After  this  occurs  we  start  the  infants  on  acid  evapo- 
rated milk  (equal  parts  of  1 per  cent  acid  diluent 
and  evaporated  milk  without  added  carbohydrate). 

Adequate  fluid  intake  and  starvation  will  allow 
most  infants  to  overcome  the  less  severe  infection  in 
two  or  three  weeks.  It  is  unusual  for  one  to  recover 
sooner.  More  severe  infections,  however,  may  persist 
for  several  weeks  or  be  rapidly  fatal  in  spite  of  these 
measures,  transfusions,  correction  of  chemical  im- 
balance, control  of  convulsions  and  the  numerous 
other  measures  ordinarily  resorted  to.  What  has  been 
needed  for  many  years  is  a specific  for  the  infection. 
Sulfanilamide  seems  to  be  practically  that. 

Since  the  use  of  sulfanilamide  the  duration  of  the 
infection,  following  the  regime  just  outlined,  has 
decreased  to  one  week  or  less,  in  the  vast  majority 
of  cases.  During  the  past  summer  none  of  our  cases 
lias  lasted  longer  than  two  weeks  and  practically  all 
have  been  well  and  taking  acid  evaporated  milk  in 
one  week.  Reports  on  the  failure  of  sulfanilamide  to 
control  this  disease,  we  believe,  are  due  to  the  fact 
that  food  was  not  withheld  and  fluids  were  not  ade- 


quately given.  Sulfanilamide  alone  will  not  cure 
the  disease.  But,  with  the  other  factors  controlled, 
we  are  convinced  that  sulfanilamide  is  the  deciding 
factor.  We  give  enough  to  produce  and  maintain  a 
slight  cyanosis,  observing  the  white  blood  cells  daily 
or  every  other  day.  We  continue  the  administration 
of  sulfanilamide  for  some  three  to  six  days  after  the 
stools  have  become  normal  and  the  patient  again 
taking  the  formula. 

The  necessity  for  maintenance  of  the  water  bal- 
ance is  essential.  Not  only  must  the  patient  remain 
hydrated,  but  diuresis  is  desirable.  Diuresis  relieves 
toxemia  but  diuresis  cannot  occur  in  the  presence  of 
diarrhea  unless  the  fluid  intake  is  tremendously  large. 
This  problem  has  been  solved. 

In  1937  we  reported  how  infants  with  dysentery 
will  take  tremendous  volumes  of  fluid  by  mouth  if 
given  in  the  form  of  sweetened  Ringer’s  solution.* 
Subsequent  years  have  proved  this  to  be  true  without 
exception.  For  example,  we  recently  treated  an  in- 
fant four  months  old  which  ingested  four  liters  of 
Ringer’s  solution  daily  for  several  days  in  succession, 
all  the  while  maintaining  excellent  hydration  and 
producing  a tremendous  diuresis.  We  resort  to  par- 
enteral fluids  only  when  the  infant  is  extremely  weak, 
unconscious,  or  has  such  severe  stomatitis  that  it 
cannot  suck  the  nipple.  When  patients  are  first 
brought  in  for  treatment,  occasionally  they  are  so 
severely  dehydrated  and  nauseated  that  one  or  two 
injections  of  subcutaneous  fluid  are  necessary.  These 
promote  the  ingestion  of  fluid  by  mouth  and  seldom 
need  to  be  repeated.  Not  only  has  the  oral  ad- 
ministration of  sweetened  Ringer’s  solution  largely 
obviated  the  necessity  for  parenteral  administration 
of  fluid  to  these  infants,  but  it  has  also  made  it  un- 
necessary to  hospitalize  the  vast  majority  of  them. 

Ringer’s  solution  contains  calcium  chloride  0.25 
gram,  potassium  chloride  0.3  gram,  sodium  chloride 
0.7  gram,  to  the  liter  of  solution.  Our  druggists  dis- 
pense it  in  2SX  this  concentration.  The  mothers  pre- 
pare it  by  adding  two  and  one-half  tablespoonfuls 
and  one  tablespoonful  of  ordinar}'  table  sugar  to  a 
quart  of  boiled  water.  Older  infants  may  not  take 
this  willingly  from  the  start  and  in  such  instances 
we  add  some  orange  juice  or  coca  cola  to  the  first  few 
bottles.  We  have  never  seen  any  harmful  effects 
from  either.  It  is  amazing  how  universally  children 
approve  of  the  taste  of  coca  cola  and  many  times 

*Virginia  Medical  Monthly,  May,  1937,  and  Year  Book 
of  General  Therapeutics,  1937,  page  151. 


1940] 


Virginia  Medical  Monthly 


165 


older  infants  who  have  been  weaned  from  the  bottle 
will  drink  the  Ringer’s  solution  quite  well  from  a 
coca  cola  bottle,  especially  if  the  first  few  bottles 
have  been  flavored  with  it. 

We  continue  giving  Ringer’s  solution  between 
feedings  generously  for  a week  or  two  after  feedings 
have  begun.  As  a rule  the  fluid  intake  drops  sharply 
as  the  diarrhea  stops  and  the  formula  is  increased. 
Usually  the  formula  is  started  in  feedings  of  three 
or  four  ounces  every  four  hours  and  increased  one 
ounce  to  each  feeding  daily  until  the  infant  gets  all 
it  will  take. 

In  very  severe  cases  of  long  duration  when  there 
has  been  essential  starvation  for  days  or  weeks  be- 
fore we  get  the  patient,  we  find  nutritional  edema  a 
common  occurrence.  This  yields  quickly  to  trans- 
fusion while  transfusion  usually  is  indicated  at  the 
same  time  for  an  accompanying  anemia.  Before  the 
use  of  sulfanilamide  we  occasionally  saw  transfusion 
act  almost  specifically  on  the  course  of  the  infection. 
The  fever  w'ould  drop  promptly  and  the  stools  im- 
prove. This  was  attributed  to  antibodies  thought 
present  in  the  blood.  But  this  effect  was  not  regular 
or  frequent  enough  to  be  expected  in  any  given  case. 
However,  the  beneficial  effects  of  sulfanilamide  are 
now  confidently  expected  in  all  these  cases. 

As  mentioned  before,  most  of  these  infants  show 
some  evidence  of  vitamin  deficiency.  Most  of  them 
are  deficient  even  before  they  become  infected,  since 
their  environment  is  so  poor.  Cod  liver  oil  concentrate 
and  crystalline  vitamins  B and  are  given  all  of 
them  orally.  In  severe  cases  vitamins  B and  C are 
injected  intramuscularly^.  Stomatitis  and  glossitis 
which  occur  frequently  in  these  babies  yield  promptly 
to  this  treatment. 

An  extreme  degree  of  anorexia  is  sometimes  en- 
countered as  a late  manifestation  of  the  disease. 
The  vitamin  B preparations  intramuscularly  quickly 
relieve  this.  We  have  not  resorted  to  gavaged  feed- 
ings in  these  infants  since  we  have  learned  the 
efficacy  of  vitamin  B parenterally. 

■ ^Crysto-Vibex  with  Vit.  C — P.  D.  & Co. 

■Reticulogen  and  Cevalin,  Lilly  & Co. 


A frequent  complication  is  excoriation  and  ul- 
ceration of  the  buttocks.  This  is  treated  by  cleansing 
the  skin  with  oil  and  applying  an  ointment  of  3 per 
cent  xeroform  in  Lassar’s  paste  (without  salicylic 
acid). 

Prolapse  of  the  rectum  is  not  unusual  in  severe 
cases.  This  is  treated  by  strapping  the  nates  to- 
gether with  adhesive.  It  should  go  all  the  way 
round  the  hips,  leaving  an  opening  over  the  anus. 

Severe  acidosis  when  encountered  is  treated  with 
molecular  sodium  lactate,  orally  and  parenterally. 

Convulsions  are  treated  by  chloroform  inhalations 
for  their  immediate  control  and  by  sodium  amydal  or 
phenobarbital  for  long-continued  effect.  Phenobarbi- 
tal  seems  to  be  a safe  effective  drug  for  combating 
the  restlessness  and  excitement  sometimes  encount- 
ered in  these  patients. 

Since  the  advent  of  sulfanilamide  it  has  been  un- 
necessary to  feed  protein  milk,  diluted  skimmed 
milk,  apple  powder,  agar-agar,  or  any  of  the  other 
numerous  feedings  sometimes  employed.  There  is 
no  place  for  such  feedings  in  our  present  concept  of 
proper  treatment. 

Summary:  To  summarize  this  concept  of  therapy, 
we  repeat  that  now  we  have  a specific  therapeutic 
agent,  if  used  in  conjunction  with  adequate  fluid  ad- 
ministration, starvation,  and  vitamin  restoration. 
Measures  which  cause  intestinal  stasis  are  counter  to 
nature’s  efforts  for  proper  drainage  of  the  bowel. 
Therefore  we  give  no  opiates.  We  feed  none  of  the 
special  foods  used  in  diarrhea  because  they  do  not 
really  nourish  the  patient  and  simply  are  so  much 
foreign  matter  for  ejection  in  the  stools.  .\t  the  same 
time  they  promote  the  excessive  secretion  of  digestive 
juices,  giving  greater  volume  to  the  stools  and  in- 
creasing their  dehydrating  tendency.  Blood  trans- 
fusion is  used  as  indicated  for  anemia  or  serum 
protein  deficiency. 

Successful  out-patient  management  of  these  cases 
naturally  has  done  much  to  lighten  the  economic 
burden  on  a class  of  people  least  able  to  bear  the 
high  cost  of  hospitalization. 
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SULFANILAMIDE  IN  THE  TREATMENT  OF  GONORRHEAL 

OPHTHALMIA. 

H.  Lee  Harris,  M.D., 

Clinch  Valley  Clinic  Hospital, 

Richlands,  Va. 


During  its  five  years  in  the  ^otlight  of  American 
medicine,  sulfanilamide  has  inspired  more  clinical 
and  laboratory  investigation  than  any  other  develop- 
ment in  our  generation.  Medical  as  well  as  lay 
literature  has  over-flowed  ordinary  channels  as 
workers  have  attempted  to  evaluate  the  merits,  dan- 
gers, and  mode  of  action  of  this  phenomenal  healing 
agent.  And  yet  there  remain  many  questions  of  a 
fundamental  nature  either  partially  or  wholly  un- 
answered. 

Only  a limited  area,  therefore,  and  still  debatable, 
can  be  surveyed  in  this  summary  and  report  of  cases 
in  our  own  local  field  of  ophthalomology.  Our  com- 
ments, based  on  little  experience  other  than  in  the 
treatment  of  a limited  number  of  patients,  will  be 
found  similar  to  those  observations  comprising  al- 
ready a vast  literature.  For  a concise  summary  and 
bibliography  one  may  be  referred  to  the  work  of 
Holman  and  Duff.^ 

While  the  mode  of  action  of  sulfanilamide  is  not 
fully  established,  it  seems  reasonably  certain  that  the 
destruction  of  bacteria  is  accomplished  by  the  natural 
mechanisms  of  the  human  body,  aided  in  some  way 
by  the  drug.  The  action  may  be  one  of  bacteriostasis, 
the  leucocytes  being  a part  of  the  process,  even 
though  it  is  not  one  of  simple  phagocytosis;  or  it 
may  depend  on  a neutralization  of  bacterial  toxins, 
allowing  free  attack  on  the  organisms  by  all  the 
mechanisms  of  body  defense.  It  appears  certain  that 
response  is  greater  and  more  rapid  during  the  stages 
of  active  tissue  change  than  in  the  more  chronic 
phases  of  infection,  such  as  in  the  already  walled- 
off  abscess.  The  drug  in  itself  appears  not  to  be 
strongly  bactericidal.^ 

The  mechanism  behind  the  toxicity  and  compli- 
cations of  sulfanilamide  therapy  is  likewise  incom- 
pletely understood.  Despite  their  imposing  array, 
however,  it  is  the  consensus  of  opinion  that  the  drug 
is  relatively  innocuous  under  proper  use  and  careful 
watch  for  evidence  of  serious  reactions.^ 

Cyanosis  appears  to  be  almost  a concomitant  of 
intensive  treatment,  probably  due  to  methemoglobi- 
nemia. This  may  be  relieved  by  methylene  blue  or 
oxygen,  or  with  the  discontinuance  of  the  drug. 


Acidosis  may  also  occur  as  a result  of  intensive 
treatment  and  may  be  largely  prevented  by  giving 
sodium  bicarbonate  in  equal  amounts  by  mouth, 
using  the  added  precaution  of  frequent  urine  tests 
to  be  sure  that  the  pH  does  not  fall  below  five. 

Anemia  may  occur,  though  fortunately  this  is  not 
common.  Discontinuance  of  the  drug  and  transfu- 
sions are  indicated  in  such  an  eventuality. 

Agranulocytosis  is  rare  but  of  serious  import  when 
it  does  occur.  As  in  anemia,  it  should  be  anticipated 
by  frequent  blood  examinations.  It  is  treated  with 
liver  extract  and  blood  transfusions,  but  control  is 
difficult  and  a fatal  outcome  may  occur. 

Skin  reactions  in  the  form  of  a morbilliform  or 
other  type  of  rash  are  not  uncommon ; and  fever  may 
appear,  but  these  are  usually  controlled  by  a tem- 
poral-}^ discontinuance  of  the  drug,  or  by  substituting 
neoprontosil  for  the  sulfanilamide. 

Malaise,  psychosis,  nausea,  toxic  neuritis  and  deaf- 
ness have  also  been  reported. 

Jaundice  is  a warning  of  possible  liver  damage,  or 
of  hemolytic  anemia,  and  dosage  should  be  stopped. 

Contraindications  are  relative  and  may  merely  in- 
dicate a change  in  the  method  of  treatment  rather 
than  to  preclude  it  in  its  entirety.  Diminished 
urinary  excretion,  anemia,  or  low  leucocyte  count 
may  call  for  alteration  of  treatment.  Sulfur  in  any 
form  predisposes  to  sulphemoglobinemia. 

Precautions,  already  indicated,  consist  above  all 
else  in  repeated,  careful  blood  and  urine  examina- 
tions. The  possibility  of  idiosyncrasy  must  also  be 
borne  in  mind. 

While  indications  for  the  use  of  sulfanilamide  are 
still  in  many  respects  ill  defined,  we  are  all  familiar 
with  its  effectiveness  in  general  as  a therapeutic  agent 
in  combating  the  cocci.  This  brings  us  more  espe- 
cially, in  this  summaiy,  to  the  consideration  of  sul- 
fanilamide in  the  treatment  of  gonorrheal  ophthalmia. 

According  to  Guyton’s  report,^  sulfanilamide  and 
its  compounds  are  of  definite  value  in  the  treatment 
of  gonococcal  conjunctivitis  (and  even  trachoma,  in- 
cluding blenorrhea,  panophthalmitis,  cavernous  sinus 
thrombosis,  herpes  simplex  and  herpes  zoster).  He 
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also  considers  the  local  use  of  a solution  of  sulfanila-^ 
mide  of  potential  value. 

Bower  and  Frank^  stated  that  sulfanilamide  is  of 
great  value  in  the  treatment  of  gonorrheal  ophthalmia 
when  combined  with  adequate  local  therapy,  the  best 
results  being  obtained  when  a high  blood  sulfanila- 
mide concentration  is  achieved  early  in  the  treatment 
and  maintained  long  enough  to  secure  negative  eye 
smears.  Relapse  can  best  be  prevented  by  continuing 
sulfanilamide  in  small  doses  for  seven  or  ten  days 
after  the  first  negative  eye  smear. 

Sulfanilamide,  given  orally,  promptly  cured  eight 
small  children  of  ophthalmia,  according  to  Newman.® 
Previous  therapy  with  silver  nitrate  and  argyrol  had 
failed  to  bring  relief. 

Michels®  is  very  enthusiastic  in  his  estimate  of 
sulfanilamide  in  the  treatment  of  fifteen  cases  of 
gonorrheal  ophthalmia  in  children.  Incidentally  he 
points  out  that  the  old  Crede  method  of  prophylaxis 
has  not  been  as  effective  as  anticipated  and  makes  a 
plea  for  the  need  of  revision  to  include  antisepsis  of 
the  Neisserian-infected  mother.  He  observed  a re- 
duction of  hospitalization  of  from  28.5  days  for  a 
control  series  of  thirty-two  patients  with  gonorrheal 
ophthalmia  to  5.8  days  for  a series  of  fifteen  pa- 
tients treated  with  sulfanilamide.  The  ages  of  the 
patients  varied  from  five  days  to  three  years.  Of 
these,  two  showed  corneal  involvement;  perforation 
did  not  result  after  sulfanilamide  was  started. 

Barbour  and  Towsley'^  also  compared  the  results 
obtained  in  fifteen  cases  of  gonorrheal  ophthalmia 
treated  with  sulfanilamide  with  those  obtained  among 
fifteen  similar  patients  treated  before  the  drug  was 
used.  In  only  one  of  the  fifteen  cases  in  which 
sulfanilamide  was  used  did  corneal  ulcers  develop 
after  treatment  was  begun.  These  remained  super- 
ficial and  healed  rapidly,  with  little  deformity.  Cor- 
neal ulcers  developed  in  five  of  the  fifteen  cases  in 
the  control  group  after  treatment  was  started.  In 
two  of  these  control  cases  (infants)  useful  vision 
was  lost  in  both  eyes. 

Before  the  advent  of  sulfanilamide,  using  almost 
constant  eye  irrigations,  atropine,  ice  packs  (or  warm, 
as  the  case  demanded),  local  disinfectants,  “shock” 
therapy,  gonococcus  antigen  and  the  like,  it  took  us 
three  weeks  to  a month  to  obtain  a negative  eye  smear 
and  culture  and  to  discharge  the  patient.  And  there 
was,  especially  among  adult  patients,  a distressing 
toll  of  lost  or  impaired  vision.  Since  beginning  the 
use  of  sulfanilamide  we  have  treated  five  patients 


for  gonorrheal  ophthalmia — two  adults  and  three  in- 
fants— with  fairly  successful  results. 

Treatment  consisted  of  the  previous  routine — al- 
most identical  with  that  of  Michels® — plus  sulfanila- 
mide in  regular  doses.  Careful,  frequent  warm  boric 
acid  irrigations  appear  to  be  of  particular  value, 
since  the  pressure  of  the  exudate  when  allowed  to 
accumulate  tends  to  cause  corneal  ulceration.  If  ul- 
ceration was  already  present,  the  usual  treatment  for 
that  complication  was  added.  The  dosage  of  sulfanil- 
amide, tending  toward  standardization,  was  approxi- 
mately fifteen  grains  for  each  twenty  pounds  of  body 
weight  per  day. 

Report  of  Cases 

Our  first  patient  was  a baby  boy  five  weeks  old,  of 
illegitimate  birth,  and  said  to  have  had  a purulent  dis- 
charge from  both  eyes  for  over  a month.  (The  mother  was 
known  to  have  had  gonorrhea.)  Smears  from  the  baby’s 
eyes  were  found  to  be  positive  for  gonococcus.  The  left 
eye  showed  a large  ulcer,  inferior  aspect  of  the  cornea. 
Routine  treatment  plus  sulfanilamide  was  instituted  and 
after  one  week  the  discharge  had  ceased.  The  baby  was 
kept  hospitalized  another  five  days  during  which  time 
the  corneal  ulcer  healed,  leaving  a fairly  large  macula. 
Earlier  treatment  in  this  case  would  probably  have  pre- 
vented corneal  ulceration. 

The  second  patient  a widow  47  years  of  age,  was  ad- 
mitted on  the  seventh  day  of  the  disease,  showing  bilateral 
involvement,  with  eyelids  markedly  swollen  and  copious 
creamy  purulent  discharge  exuding.  Smears  showed  many 
pus  cells  and  a preponderance  of  gram  negative  intra- 
and  extra-cellular  diplococci,  typical  of  gonococcus. 

The  patient  stated  that  a strange  man  had  bathed  in 
her  bathtub  and  that  she  had  used  it  later  the  same  eve- 
ning. (Widows,  beware  of  bathroom  fixtures!)  Under 
routine  treatment  plus  sulfanilamide  therapy  the  eyes 
showed  rapid  improvement  and  recovery.  The  patient 
was  discharged  on  the  tenth  day  after  admission;  there 
were  no  complications. 

The  third  patient,  a premature  baby  girl,  was  admitted 
at  two  hours  of  age  for  incubation  service.  On  the  eighth 
day  after  admission  the  left  eye  appeared  to  be  infected 
and  on  the  following  day  a mucopurulent  discharge  was 
noted.  A smear  was  positive  for  gonococcus.  (Inciden- 
tally, blood  Kahns  on  both  mother  and  child  were  strongly 
positive ; and  the  baby  also  had  a deformity  of  the  nose, 
which  obstructed  breathing,  and  which  was  doubtless  of 
syphilitic  origin.)  Routine  treatment  plus  sulfanilamide 
was  prescribed  and  the  eye  showed  complete,  uncompli- 
cated recovery  in  seven  days. 

Our  fourth  and  fifth  cases  demonstrate  the  folly 
of  delay,  and  the  possibility  that  organisms  may  be- 
come resistant  to  this  drug  unless  they  are  promptly 
and  completely  eliminated  by  it. 

The  fourth  patient,  a male  23  years  of  age,  admittedly 
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having  had  gonorrheal  urethritis  for  two  months,  was 
admitted  for  treatment  of  his  condition  and  an  infection 
of  the  right  eye  which  had  become  involved  five  days 
prior  to  admission.  An  eye  smear  was  positive  for  gono- 
coccus. There  was  already  definite  infiltration  of  the  right 
cornea  with  beginning  ulcer  formation.  Routine  treatment 
and  sulfanilamide  were  prescribed  and  subsequently  sev- 
eral intravenous  typhoid  “shocks”  were  given.  The  dis- 
charge became  considerably  lessened  within  48  hours  and 
had  all  but  subsided  in  five  or  six  days  after  therapy  was 
begun.  The  corneal  ulcer,  unfortunately,  went  from  bad 
to  worse  and  actual  panophthalmitis  became  a definite 
threat.  Twelve  days  after  admission  of  the  patient  the 
cornea  perforated,  shoving  Descemet’s  membrane  into  the 
hole  and  closing  it.  There  was  moderate  hypopyon.  After 
28  days  of  hospitalization  the  patient  was  discharged 
apparently  cured  of  his  urethritis  and  much  improved  as 
far  as  his  eye  was  concerned.  Several  subsequent  visits 
to  the  office  have  shown  the  eye  “quieting  down”  and  a 
large  corneal  macula  forming.  Prognosis  for  vision  is 
poor,  indeed. 

The  fifth  patient,  a baby  boy  13  days  old,  said  to 
have  been  delivered  by  a registered  midwife  who  used 
Crede’s  prophylaxis,  was  admitted  eight  or  nine  days 
after  a purulent  discharge  from  both  eyes  was  noted. 
Both  father  and  mother  were  negative  for  the  disease, 
but  smears  from  the  baby’s  eyes  were  positive  for  gono- 
coccus. Routine  treatment  with  sulfanilamide  was  pre- 
scribed. After  23  days  of  hospitalization,  at  the  mother’s 
insistence,  the  patient  left  the  hospital  still  with  con- 
siderable discharge  from  the  right  eye,  the  left  eye  hav- 
ing become  clear  the  week  before.  The  mother  was  in- 
structed to  carry  on  the  treatment  at  home.  On  a visit 
of  the  patient  to  the  office  eight  days  later  much  improve- 
ment in  the  right  eye  was  noted.  Since  then  the  baby 
has  not  returned  for  observation,  but  expectancy  of  com- 
plete recovery  is  favorable. 

These  five  cases,  of  course,  are  too  few  for  statis- 
tical significance,  but  one  could  hardly  fail  to  be 
impressed  with  the  dramatic  effect  of  sulfanilamide 
treatment.  Even  the  failures  are  for  cause  and  point 
the  way  toward  more  successful  results  with  early 
and  intensive  therapy. 


The  following  considerations  seem  of  utmost  im- 
portance in  the  treatment  of  gonorrheal  ophthalmia: 

1.  Sulfanilamide  is  relatively  innocuous  under 
proper  use  and  careful  watch  for  untoward  reaction. 
Blood  determinations  and  urinalyses  are  important 
laboratory  checks,  not  to  mention  obvious  bedside  ob- 
servations. 

2.  Response  to  the  drug  is  greater  and  more  rapid 
during  the  stages  of  active  tissue  change.  Sulfanila- 
mide should  be  used  early  and  intensively  and  con- 
tinued for  seven  to  ten  days  after  the  first  negative 
eye  smear. 

3.  While  the  average  number  of  days  of  hospitali- 
zation in  our  five  cases  was  sixteen,  it  should  be 
noted  that  three  of  these  patients  were  completely 
cured  in  an  average  of  less  than  9.7  days.  The  re- 
maining two,  averaging  25.5  days  in  the  hospital, 
were  examples  of  the  tragedy  of  delay  in  starting 
treatment.  Nevertheless,  as  Michels®  concluded,  one 
may  expect  in  gonorrheal  ophthalmia  a reduction  of 
hospitalization  of  from  28.5  days  to  5.8  days  for 
patients  treated  with  sulfanilamide.  Such  treatment 
is  warranted  for  the  following  reasons:  “(i)  eco- 
nomic importance;  (ii)  the  ease  of  administration; 
(iii)  the  lack  of  complications;  (iv)  the  rapid  im- 
provement found;  and  (v)  the  general  increase  in 
the  comfort  of  the  patient.” 
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MENINGITIS  PNEUMOCOCCI— TYPE  III— CASE  REPORT. 

James  E.  Diehl,  M.D., 

Norfolk,  Virginia. 


An  obese  colored  women,  forty-one  years  of  age, 
weight  260  pounds,  entered  the  Norfolk  General 
Hospital  under  the  care  of  Drs.  A.  B.  Hodges  and 
J.  F.  Waddill  (through  whose  courtesy  I am  re- 
porting this  case).  The  patient  gave  a history  of 
coming  home  from  work  on  January  2,  complaining 


of  feeling  badly,  said  she  had  the  grippe,  her  symp- 
toms being  head  cold,  aching  pains  throughout  the 
body,  chilly  sensations,  loss  of  appetite,  headaches 
and  fever.  Her  physician  was  called  in  and  diag- 
nosed her  case  as  grippe.  She  was  confined  to  bed 
and  the  medical  treatments  were  carried  out.  Her 
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condition  became  alarming  as  she  became  deaf  and 
complained  of  pain  in  both  of  her  ears.  About  two 
days  later,  both  ears  began  to  discharge  and  she 
complained  of  dizziness  when  she  would  move  around 
in  the  bed.  She  became  nauseated  and  vomited  ir- 
respective of  taking  food.  She  became  restless, 
though  her  temperature  remained  the  same;  she  was 
irritable  and  show'ed  mental  confusion,  and  com- 
plained of  severe  headaches  general  in  character. 
She  talked  incessantly  in  a rambling  and  incoherent 
manner. 

On  February  2,  she  was  admitted  to  the  hospital 
in  a stupor.  She  was  disoriented,  confused  and 
talked  incoherently  most  of  the  time  about  pains  in 
her  head.  Physical  examination  by  Dr.  Waddill 
showed  an  obese,  middle-aged  colored  woman,  weight 
260  pounds.  There  was  a stiffness  or  rigidity  of  the 
neck,  and  the  mouth  showed  ural  sepsis.  There  was 
bilateral  otitis  media,  with  rupture  of  both  drums. 
Chest  showed  scattered  mucous  rales,  with  dimin- 
ished breath  sounds  over  the  middle  third  of  the 
right  lobe.  There  was  percussion  dullness  over  this 
area,  but  not  extending  over  the  entire  lobe.  (It  is 
sometimes  seen  in  type  III  pneumonia  infection  in- 
stead of  a typical  lobar  involvement.  There  is  in- 
stead a patchy  area  or  an  area  of  consolidation.) 
Heart  showed  no  remarkable  enlargement  on  percus- 
sion. There  was  a soft  systolic  murmur  heard  in  the 
apical  region;  the  rate  was  elevated.  Blood  pressure 
indicated  a moderate  hypertension.  She  was  sweat- 
ing profusely  and  had  a toxic  appearance.  There  was 
no  ankle  clonus,  Babinski,  or  Brudinski.  The  Kemig 
could  not  be  determined  because  of  the  marked 
obesity  of  the  patient.  A clinical  diagnosis  was  made 
of  bi-lateral  otitis  media  with  rupture  of  both  the 
drums;  pneumonia,  bronchial,  right  lower  lobe; 
pneumococcus  meningitis. 

On  the  day  of  admission,  a lumbar  puncture  was 
done  with  difficulty  because  of  resistance  of  the 
patient.  The  pressure  reading  was  not  obtained,  but 
it  did  not  seem  markedly  increased.  The  fluid  was 
cloudy  and  contained  numerous  pus  cells,  mostly 
polys  with  gram  positive  intra-  and  extra-cellular 
diplococci  (pneumococci).  The  smears  from  the  ex- 
ternal auditory  canals  were  positive  for  pneumococ- 
cus. About  25  cc.  of  spinal  fluid  was  removed.  The 
sputum  examination  revealed  the  pneumococcus, 
streptococcus  viridans,  diphtheroid  bacillus,  a few 
short  chains  of  the  streptococcus  and  occasional  pus 
cells.  The  blood  Wassermann  anti-complementary 


(A.C.),  Laughlen  was  4 plus.  At  eight  o’clock  on 
the  evening  of  admission,  the  temperature  was  105. 
The  spinal  fluid  culture  and  smear  were  positive  for 
pneumococcus  Type  III.  The  same  organisms  were 
present  in  the  aural  discharge. 

February  3. — Special  examination  of  the  ears. 
The  left  tympanic  membrane  was  red  and  swollen 
with  some  sagging  of  the  posterior-superior  wall. 
There  was  an  opening  in  the  lower  posterior  quad- 
rant, with  a small  amount  of  thin,  yellowish  dis- 
charge exuding.  The  right  tympanic  membrane  w'as 
red,  but  there  was  no  bulging  or  perforation  seen. 
Both  internal  ears  responded  to  whisper  voice 
through  the  si.x-foot  speaking  tube.  The  caloric  tests 
were  not  satisfactory.  About  4,500  cc.  of  water 
at  68  F.  produced  a horizontal  and  mixed  rotary 
nystagmus  in  about  two  minutes.  The  duration 
of  the  nystagmus  was  about  sixty  seconds.  The 
same  result  applied  to  both  sides.  Following  this 
test,  myringotomy  was  done  on  both  sides.  Yellow 
pus  was  recovered  on  the  left  side  and  dark  brown 
blood  on  the  right.  There  was  no  definite  tenderness 
on  either  mastoid  region  upon  deep  pressure,  nor  was 
there  any  edema  present.  X-ray  of  both  mastoids  by 
Dr.  Wallace  and  Dr.  Magruder  on  February  3 — 
Report;  There  is  some  softening  in  the  left  mastoid 
and  the  intracellular  elements  in  the  left  side  are 
broken  down  and  there  is  a softening  throughout. 
The  mastoids  are  considered  acutely  involved,  the 
right  more  than  the  left.  Urinalysis  was  negative. 
Spinal  puncture  on  February  3 at  8:30  A.  M. ; Init- 
ial pressure  (I.P.)  280  mm.  of  HoO,  fluid  cloudy, 
20  cc.  removed.  Final  pressure  (F.P.)  100  mm. 
Prontylin  given  intra-thecally.  Laboratory  report  of 
W.  C.  4,600  cells  per  cubic  mm.;  many  pus  cells. 
The  Queckenstedt  test  did  not  show  any  abnormal- 
ity. With  the  above  information  on  hand,  a diagno- 
sis of  acute  suppurative  otitis  media  and  mastoiditis 
bilateral;  lobar  pneumonia  (right  lower  lobe)  and 
pneumococcus  meningitis  Type  III  was  made.  At 
eleven  P.  M.  on  February  3,  the  headaches  had  been 
relieved  for  the  first  time  since  her  early  illness,  and 
her  mental  condition  had  shown  marked  improve- 
ment. The  treatment  consisted  of  sulfanilamide 
0.8  per  cent,  300  cc.  subcutaneously  every  eight 
hours,  and  spinal  drainage.  Prontylin  was  given 
intra-thecally,  blood  transfusions  were  used,  and  the 
treatment  was  otherwise  supportive  and  symptomatic, 

February  4. — Blood  count:  R.B.C.  3,970.000, 
W.B.C.  17,000,  hemoglobin  63  per  cent,  neutrophiles 
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83  per  cent,  small  lymph  16  per  cent,  eosinophiles 
1 per  cent,  Lumbar  puncture:  20  cc.  fluid  removed, 
cloudy.  I.P.  275  mm.  H2O.  Queckenstedt  negative. 
Twenty  cc.  of  0.8  per  cent  prontylin  given  intra- 
thecally. 

February  5. — The  smear  from  the  spinal  fluid  was 
negative  for  organisms.  Both  ears  were  draining  a 
small  amount  of  thin,  yellowish  fluid.  Patient  did  not 
complain  of  aural  pain,  but  she  did  complain  of 
noises  in  her  head.  The  temperature  was  101  and 
she  seemed  better  generally.  At  3:15  P.  M.,  500  cc. 
of  citrated  blood  was  given  with  immediate  reaction ; 
temperature  104.  Lumbar  puncture  was  done,  and 
20  cc.  cloudy  fluid  withdrawn.  I.P.  480  mm. 
Queckenstedt  negative.  Twenty  cc.  of  0.8  per  cent 
prontylin  given  intra-thecally. 

February  6. — Spinal  puncture:  I.P.  380  mm.; 
F.  P.  185.  mm.  25  cc.  fluid  removed;  cloudy,  20  cc. 
of  0.8  per  cent  prontylin  given  intra-thecally.  The 
cell  count  300  per  cubic  mm.  The  tjanpanic  mem- 
brane on  either  side  showed  improvement  in  the  light 
reflex  and  there  was  less  discharge.  Three  hundred  cc. 
of  0.8  per  cent  prontylin  given  subcutaneously.  Men- 
tal condition  much  improved,  headaches  less  severe, 
no  tenderness  over  the  mastoids.  There  was  no 
vertigo  or  spontaneous  nystagmus.  The  media  and 
fundi  were  negative  except  there  was  a rather  large 
atrophic  area  on  the  temporal  side  of  the  right 
fundus. 

February  7. — Spinal  puncture:  I.P.  230  mm.; 
F.P.  90  mm.  Fluid  practically  clear.  Twenty  cc.  of 
0.8  per  cent  prontylin  given  intra-thecally.  Cell 
count  of  spinal  fluid  266.  Chlorides  negative,  cul- 
ture negative.  W.B.C.  11,900;  polys  86  per  cent; 
small  lymph  14  per  cent. 

February  8. — Spinal  puncture:  Fluid  clear.  I.P. 
240  mm.  10  cc.  removed  and  20  cc.  prontylin  0.8 
per  cent  given  intra-thecally.  Cell  count  60  per 
cubic  mm.  R.B.C.  4,250,000;  hemoglobin  67  per 
cent.  Temperature  varied  from  100  to  102  degrees. 

February  9. — Spinal  puncture:  I.P.  270  mm.  All 
fluid  possible  drained,  slightly  hazy,  about  25  cc. 
removed.  Twenty  cc.  of  0.8  per  cent  prontylin  given 
intra-thecally.  Cell  count  980  per  cubic  mm.  Three 
hundred  cc.  0.8  per  cent  prontylin  given  intra- 
thecally.  The  culture  and  smear  from  the  spinal 
fluid  was  negative. 

February  10. — Spinal  puncture:  I.P.  270  mm.; 
F.P.  80  mm.  20  cc.  spinal  fluid  removed,  clear.  Cell 


count  200  per  cubic  mm.  Twenty  cc.  of  0.8  per  cent 
prontylin  given  intra-thecally. 

February  11. — Spinal  puncture:  20  cc.  fluid  re- 
moved. I.P.  310  mm.  20  cc.  of  0.8  per  cent  pronty- 
•lin  intra-thecally.  Wassermann  of  spinal  fluid  nega- 
tive. 

February  15. — Spinal  puncture:  I.P.  230  mm.; 
F.P.  100  mm.,  perfectly  clear  fluid.  Twenty  cc. 
withdrawn.  Cell  count  110  per  cubic  mm.  Differ- 
ential count:  Polys  12  per  cent;  lymph  88  per  cent. 
Smear  negative. 

February  19. — Spinal  puncture:  I.P.  290;  F.P. 
150  mm.  20  cc.  fluid  withdrawn.  Cell  count  of  289. 

February  24.- — Spinal  puncture:  I.P.  390  mm.; 
F.P.  140  mm.  20  cc.  removed;  clear  fluid.  Cell 
count  21  per  cubic  mm.  R.B.C.  170,000.  Both  tym- 
panic membranes  have  satisfactorally  cleared  up,  but 
they  had  retracted.  Perforation  in  either  drum  was 
closed,  and  the  canals  were  dry.  She  heard  ordinary 
conversation  at  ten  feet  on  either  side.  Did  not  com- 
plain of  headache,  nausea  or  dizziness.  There  was 
no  nystagmus  present.  Her  chief  complaint  was 
noises  in  her  head  and  pain  in  her  right  arm  and 
shoulder.  These  pains  were  attributed  to  myositis 
and  improved  with  thermolite  treatments.  The  chest 
condition  cleared  up  in  ten  days  after  admission. 

From  February  24,  the  patient  did  not  receive  any 
treatments  except  supportive  ones.  The  last  lumbar 
puncture  was  done  on  this  date.  Patient  was  allowed 
out  of  bed  for  the  first  time  on  this  date. 

February  28. — X-ray  Report:  Left  mastoid  rela- 
tively clear,  there  being  several  distinct  cells.  The 
right  mastoid  continues  to  show  breaking  down  and 
softening  (Drs.  Magruder  and  Wallace). 

March  1. — There  was  a general  improvement  and 
the  patient  was  allowed  the  freedom  of  the  ward. 
She  complained  of  a general  weakness,  but  not  other- 
wise. Her  mental  reaction  was  normal. 

March  5. — Patient  discharged. 

April  18. — Patient  reported  for  observation. 
Vision:  right  eye — 20/30;  left  eye — 20/20.  There 
was  a scotoma  on  the  nasal  field  of  the  right  eye, 
corresponding  to  the  atrophic  area  (chorio-retinitis) 
on  the  temporal  side  of  the  fundus.  Ear  drums  have 
their  normal  light-reflex  and  land-marks,  but  both 
were  retracted.  The  canals  were  dry.  Hearing 
showed  some  air  conduction  deafness,  and  she  com- 
plained of  some  noises  in  her  head. 

September  26. — The  object  in  reporting  this  case 
is  to  add  another  to  the  already  many  case  reports 
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■which,  before  the  advent  of  Sulfanilamide,  usually 
tenninated  fatally.  There  was  a discussion  among 
the  various  consultants  as  to  the  possibility  of  a 
brain  abcess  being  present.  The  constant  elevated 
spinal  pressure  was  a conspicious  occurrence.  On 
the  above  date,  there  were  no  signs  of  a brain  abcess. 
The  debate  over,  the  necessity  for  a mastoidectomy 


was  considered  pro  and  con.  The  X-ray  findings  in 
the  mastoids  were  of  interest.  The  sulfanilamide 
therapy,  the  recovery  without  surgical  intervention, 
all  of  these  features  have  been  of  great  interest  in 
this  case. 

813  W ainwright  Building. 


SUBARACHNOID  HEMORRHAGE  DUE  TO  LUES. 


Henry  G.  Hadley,  M.D., 
Washington,  D.  C. 


These  conditions  are  often  called  spontaneous,  but 
in  all  cases  there  must  be  some  etiological  factor  al- 
though it  may  be  difficult  to  find.  This  disease  is 
more  common  than  generally  realized.  Ohler  and 
Hurwitz^  report  that  the  incidence  of  cases  in  the 
Boston  City  Hospital  was  equal  to  that  of  subacute 
bacterial  endocarditis,  a disease  about  which  much 
more  is  known,  and  was  equal  in  number  to  1/15  of 
all  cerebral  accidents. 

The  source  is  either  (1)  a subdural  hemorrhage 
with  rupture  into  the  subarachnoid  space,  (2)  a hem- 
orrhage of  the  superficial  brain  with  rupture  through 
the  pia,  (3)  a deep  cortical  hemorrhage  with  rupture 
into  the  ventricle,  thence  through  the  foramina  of 
Luschka  and  IMagendie  into  the  subarachnoid  space, 
or  (4)  a ruptured  vessel  in  the  subarachnoid  space. 
The  causes  may  be  divided  into  (1)  traumatic, 
(2)  circulator)',  as  (a)  hypertension,  which  by 
elevation  of  the  arterial  tension  and  associated 
vascular  changes  occupies  first  place,  (b)  neph- 
ritis, which  by  increase  of  tension  and  humoral 
modifications  predispose,  (c)  syphilis,  which  pro- 
duces arterial  changes,  especially  atheroma  with 
fragile  vessels,  (3)  causes  in  the  blood  associated 
with  hemorrhages,  as  purpura,  hemophilia  and  leu- 
kemia, and  (4)  causes  undetermined,  which  are  more 
frequent  in  young  individuals.  There  may  be  a re- 
lation between  subarachnoid  hemorrhages  and  the 
Parkinsonian  syndrome  as  both  hemorrhagic  ence- 
phalitis and  subarachnoid  hemorrhages  have  been 
known  to  be  followed  by  this  distressing  sequela. 
Lethargic  encephalitis  is  considered  to  be  hemor- 
rhagic in  type. 

Egas  Moniz  in  1935-36,  showed  the  frequent 
e.xistence  of  vascular  abnormalities  by  arterior- 
radiography.  Bouman^  and  Masten^  considered 
them  to  be  due  to  a rupture  of  the  arteriocommuni- 


cans  posterior  of  the  circle  of  Willis.  BranwelP 
stated  that  the  bleeding  point  is  difficult  to  locate 
unless  it  is  where  the  internal  carotid  joins  the  circle 
of  Willis.  In  this  case  third  nerve  palsy  is  asso- 
ciated with  the  signs  of  a leaking  aneurysm.  He 
confirmed  the  diagnosis  in  one  individual  by  arterio- 
radiography  and  ligated  the  internal  carotid  artery 
in  the  neck.  He  considered  syphilis  to  be  rarely  an 
etiological  factor,  as  did  also  Osterman®  who  thought 
syphilis  to  be  practically  never  a cause,  for  the  reason 
that  cerebral  aneur}-sms  are  not  usually  due  to  syphi- 
lis. However,  Sands®  considered  that  syphilis  causes 
subarachnoid  hemorrhage  by  rupture  of  the  diseased 
pial  capillaries  or  vessels. 

SjTnonds'^  reported  127  cases,  ten  of  which  were 
due  to  lues.  Herman*  reported  twenty-four  cases, 
two  of  w’hich  were  leutic.  Negland®  reported  two 
cases  due  to  syphilis  of  the  meningeal  blood  vessels, 
while  eleven  cases  were  due  to  aneurysms  which  were 
not  syphilitic.  A syphilitic  meningitis  is  demon- 
strated by  thickened  leptomeninges,  infiltration  with 
lymphocytes  and  plasma  cells,  marked  endarteritis 
of  fine  capillaries  of  the  pia  and  hemorrhage  into  the 
subarachnoid.  The  brain  tissue  shows  marked  glial 
reaction  and  s)'philitic  endarteritis.  The  early  stages 
of  paresis  are  that  of  a hemorrhagic  meningitis  with 
extension  into  the  brain  tissue  by  way  of  the  pial 
vessels.  chronic  inflammation  then  results,  causing 
degeneration  of  the  brain  cells. 

Report  of  Case 

Mr.  O.  S.,  white,  age  fifty-four.  The  onset 
of  his  trouble  on  March  6,  1935,  vi'as  sudden,  with 
progressive  increase  of  symptoms,  headache,  dis- 
turbance of  consciousness  increasing  steadily  until 
he  was  comatose  twenty-four  hours  later.  There  w'as 
a positive  Kernig’s  sign,  stiffness  of  the  neck  and 
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catatonic  extremities.  Reflexes  were  diminished. 
Knee  jerks  absent.  Babinski  negative.  Argyll- 
Robertson  pupils.  Pulse  seventy-six.  Slight  rise  in 
temperature  began  the  second  day. 

Spinal  fluid  showed  uniform  tinting  with  blood  in 
all  tubes  with  xanthochromia.  Pressure  twelve  re- 
duced to  four.  Wassermann  and  Kahn  reported 
negative.  Blood  Wassermann  was  two  plus.  Try- 
parsamide  treatment  was  begun  immediately. 

After  twenty  days  he  had  a second  attack  of  sub- 
arachnoid hemorrhage  with  coma  following.  Spinal 
puncture  was  again  performed  and  the  pressure 
reduced.  Spinal  fluid  showed  Wassermann  four  plus 
and  Kahn  four  plus.  Colloidal  gold  test  showed  a 
tabetic  curv^e.  Blood  Wassermann  and  Kahn  four 
plus.  Apparently  the  first  spinal  fluid  report  was 
not  satisfactory  due  to  the  large  amount  of  blood. 

Convalescence  was  quite  rapid.  In  one  month  he 
returned  to  his  work  as  a printer  and  he  has  been 
working  regularly  since  that  time,  a period  of  over 
four  years. 
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Correspondence 

“Blood  Banks”. 

To  THE  Editor; 

In  the  Febuary  number  of  the  Virginia  Medical 
Monthly,  page  115,  there  appeared  a reprint  from 
the  Marion  “Democrat”  dealing  with  a blood  bank 
established  at  the  Homeland  Hospital.  This  item 
contains  a number  of  medical  errors  such  as  are  apt 
to  be  found  in  the  lay  press.  It  seems  to  me  that  at- 


tention should  be  called  to  these  in  order  that  the 
Virginia  Medical  Monthly  may  be  protected  from 
the  appearance  of  sponsoring  them. 

Whole  blood  stored  in  an  electric  refrigerator  at 
close  to  3 2 ° F ahrenheit  can  be  preseiA^ed  for  a much 
longer  period  than  four  days,  although  some  deteri- 
oration may  occur.  It  can  be  used  up  to  three  weeks 
or  longer.  It  is,  however,  absolutely  unsafe  to  store 
it  at  65°  Fahrenheit,  the  figure  given  in  the  quoted 
article.  The  method  of  withdrawing  blood  by  the 
“vocuoliter”  (which  should  be  “vacoliter”)  is  not  a 
strikingly  new  method,  being  sufficiently  old  to  be 
commercialized.  The  flasks,  etc.  are  sold  under  the 
above  name.  The  simplest  way  of  obtaining  blood 
plasma  is  by  settling  rather  than  by  centrifugation,  as 
pointed  out  in  a letter  to  the  Journal  of  the  Ameri- 
can Medical  Association  from  this  clinic  ( J.  A.  M A., 
Vol.  112,  No.  14,  p.  1406).  Plasma  is,  of  course, 
useful  for  certain  specific  purposes,  particularly  in 
burns  and  shock  where  there  is  blood  concentration; 
it  is  not  “equally  effective  in  blood  transfusions”. 

A claim  is  presented  that  the  blood  bank  at  the 
Homeland  Hospital  is  the  first  in  Virginia.  .\1- 
though  the  date  of  its  origin  is  not  given,  the  assump- 
tion is  that  it  is  not  older  than  a few  months.  Al- 
though this  is  unimportant,  I might  call  attention  to 
the  fact  that  we  have  been  successfully  operating  a 
blood  bank  at  the  University  of  Virginia  Hospital 
for  over  two  years. 

Edwin  P.  Lehman,  M.  D., 
Professor  of  Surgery  and  Gynecology, 

University  of  Virginia. 

February  12,  1940. 

Library,  Medical  College  of  Virginia. 

To  THE  Editor: 

I am  interested  in  making  this  library  more  use- 
ful to  the  physicians  of  the  State.  We  have  a good 
library  with  many  of  the  best  periodicals  and  many 
of  the  best  books.  It  is  used  extensively  by  our  fac- 
ulty and  students,  less  so  by  the  physicians  of  Rich- 
mond, and  still  less  by  the  physicians  in  other  parts 
of  the  State. 

Our  first  duty  is  naturally  to  our  own  faculty  and 
students,  and  yet  it  is  entirely  possible  to  render 
much  more  service  to  physicians  all  over  the  State. 
As  a State  institution,  it  is  quite  appropriate  that  we 
should  do  so.  Have  you,  as  Editor  of  the  Virginia 
Medical  Monthly,  any  suggestions  as  to  how  we 
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could  be  of  help  to  your  society  or  to  any  of  your 
members  ? 

For  some  years  we  have  been  publishing  lists  of 
our  new  books  in  the  Virginia  Medical  Monthly 
with  an  offer  to  send  them  on  request.  However,  it 
is  not  only  the  new  books  that  might  be  desired, 
it  might  be  standard  books  on  some  special  subject. 
These  we  can  send,  as  well  as  recent  articles  on  such 
subjects. 

I feel  sure  that  many  physicians  need  and  desire 
such  aid  at  times,  especially  the  young  physician 
who  cannot  well  afford  to  buy  all  he  needs.  He 
naturally  hesitates  to  ask  for  a favor  and  fails  to 
realize  that  it  is  not  a favor,  as  we  want  to  help 
him.  It  is  part  of  our  job. 

If  you  see  any  way  in  which  you  can  assist  in  this 
matter,  please  do  so,  and  write  me  about  it. 

E.  C.  L.  Miller,  M.D. 

Directing  Librarian, 
Medical  College  of  Virginia. 

Richmond,  Va. 

February  20,  1940. 


Public  Health  Statistics 

I.  C.  Riogin,  M.  D. 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  Jan- 
uary, 1940,  compared  with  the  same  month  in  1939 
follows : 

1940  1939 


Typhoid  and  Parathyphoid  Fever_  11  20 

Diphtheria 73  108 

Scarlet  Fever 219  167 

Measles  107  334 

Meningitis  4 12 

Poliomyelitis  2 2 

Rocky  Mountain  Spotted  Fever 2 0 

Typhus  Fever  1 0 

Undulant  Fever 1 2 

Tularaemia  18  19 


.\n  Aid  to  Diagnosis  or  Diseases  Among 
Industrial  Workers 

One  of  the  most  helpful  aids  in  the  diagnosis  of 
diseases  among  industrial  workers  is  a detailed  oc- 
cupational and  environmental  history  of  the  patient. 


Frequently  the  symptoms  of  occupational  diseases  are 
the  same  as  those  of  ordinary  illnesses,  and  a proper 
diagnosis  therefore  involves  a consideration  of  the 
etiology  of  both. 

In  many  cases  occupational  histories,  if  taken  at 
all,  are  perfunctory,  the  subject  being  covered  by  an 
entry  “laborer”,  “factory  worker”,  or  “plumber”. 
Such  statements  are  of  some  help  in  determining 
whether  the  hazards  of  the  patient’s  occupation  may 
be  contributing  to  his  illness.  However,  if  they  are 
enlarged  upon  they  may  constitute  a source  of  in- 
formation which  may  aid  greatly  in  diagnosis.  The 
following  is  quoted  from  Dr.  Leonard  Greenburg  of 
the  New  York  Division  of  Industrial  Hygiene:  “To 
say  that  a man  makes  parts  of  stoves  may  mean  little. 
To  add  that  he  is  an  enameler  and  uses  a spray  paint- 
ing machine  with  enameling  materials  containing 
lead  and  pulverized  quartz  is  to  tell  a far  more  com- 
plete story  which  immediately  suggests  the  possibility 
of  lead  poisoning  and  silicosis.” 

In  many  cases  the  occupation  of  the  patient  may 
not  be  contributory  to  his  illness,  but  some  chronic 
condition  of  long  standing  caused  by  hazards  of  prev- 
ious employment  may  be  complicating  the  picture. 
Consequently,  it  is  of  value  to  obtain  histories  cover- 
ing several  years.  There  are  those  who  feel  that  a 
complete  resume  of  the  patient’s  occupations  from 
the  time  he  took  his  first  job  is  the  only  satisfactory 
type  of  occupational  history. 

The  environment  of  the  worker,  as  well  as  the 
process  at  which  he  works,  often  is  of  real  impor- 
tance. If  effective  control  measures  are  in  operation, 
it  is  possible  that  the  degree  of  absorption  of  poison- 
ous substances  may  be  low  enough  to  rule  out  the 
hazard  of  the  occupation.  On  the  other  hand,  a 
worker  whose  occupation  might  be  considered  non- 
hazardous  may  be  working  in  the  vicinity  of  a haz- 
ardous operation  and,  being  unprotected,  may  con- 
tract poisoning. 

Occupational  histories  thus  should  include  data 
on  the  character  of  the  occupation,  the  name  of  the 
industry,  the  exact  materials  and  by-products 
handled  or  contacted,  the  length  of  exposure,  the 
control  measures,  if  any,  installed  in  the  processes, 
and  the  nature  of  other  processes  in  the  immediate 
vicinity  of  the  patient’s  work  place.  Moreover,  these 
data  should  not  be  limited  to  the  present  occupation 
but  .should  include  previous  employment  for  at  least 
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ten  years,  preferably  covering  the  patient’s  entire 
working  life. 

Such  histories  may  make  possible  the  diagnosis  of 
many  afflictions  in  their  incipiency.  For  example, 
the  early  symptoms  of  chronic  plumbism  may  so 
closely  simulate  those  of  other  diseases  that  it  is 
difficult  from  a clinical  examination  to  make  a dif- 
ferential diagnosis  of  lead  poisoning.  Also  an  anemic 
condition  may  be  due  to  benzol  poisoning  or  an  hy- 
sterical condition  to  carbon  bisulfide. 

In  addition  to  being  of  value  in  recognizing  occu- 
pational diseases  and  in  the  differential  diagnosis  of 
occupational  and  non-occupational  diseases,  these  en- 
vironmental histories  may  help  to  discover  conditions 
which  are  contributory  to  the  excessive  rates  of  ordi- 
nary illnesses  among  industrial  workers. 

The  consulting  services  of  the  State  Health  De- 
partment are  at  the  disposal  of  physicians  and  plant 
operators  to  assist  in  determining  atmospheric  con- 
centrations of  toxic  materials,  efficiency  of  control 
equipment,  and  to  aid  in  the  diagnosis  of  occupa- 
tional diseases. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Henry  A.  Latane,  Alexandria. 
President-Elect — Mrs.  Griffin  Holland,  Eastville. 
Recording  Secretary — Mrs.  T.  N.  Hunnicutt,  Newport 
News. 

Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 
Parliamentarian — Mrs.  Joseph  Bear,  Richmond. 
Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 


Greetings  From  Your  President. 

I trust  that  you  are  all  busy  carrying  out  our  plans 
for  the  year,  both  work  and  play.  I have  the  feeling 
of  real  cooperation  all  over  the  State  and  am  looking 
forward  to  visiting  with  many  of  you  in  the  Spring 
months. 

I had  the  honor  and  pleasure  of  entertaining  Mrs. 
V.  E.  Holcombe  of  Charleston,  West  Virginia,  Presi- 
dent of  the  State  Auxiliary  and  also  President-Elect 
of  the  National  Auxiliary  to  the  American  Medical 
Society.  We  discussed  in  detail  plans  for  the  1940 


Convention  to  be  held  as  you  know  the  last  three 
days  of  July  in  White  Sulphur  Springs,  a joint  meet- 
ing with  West  Virginia.  I hope  you  are  all  planning 
to  be  there.  With  the  cooperation  of  our  Medical  So- 
cieties we  hope  to  put  on  a very  successful  entertain- 
ing program. 

I am  sure  we  all  derive  much  benefit  and  inspira- 
tion from  Conventions  and  in  that  way  we  are  truly 
blessed — with  the  National  Convention  in  New  York, 
June  10-14  and  the  Virginia  and  West  Virginia 
Meeting  in  July.  I’m  sure  if  we  attend  both  we  will 
return  filled  with  knowledge  and  enthusiasm.  Mark 
these  dates  right  now  on  your  calendars. 

To  the  members  of  the  Executive  Board  and 
County  Presidents,  I’m  hoping  to  meet  you  all  in 
Richmond,  February  21. 

Let  us  remember  always  our  slogan  of  the  year  to 
“Be  and  not  Seem”.  So  we  shall  have  a year’s  work 
of  which  we  may  be  proud. 

Polly  Graham  Latane, 
(Mrs.  Henry  .Augustine  Latane). 

Auxiliary  to  the  American  Medical  Associa- 
tion. 

The  18th  Annual  Convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  will 
be  held  in  New  York  City,  June  10-14,  1940,  with 
headquarters  in  the  Hotel  Pennsylvania.  In  view  of 
the  fact  that  the  second  edition  of  the  World’s  Fair 
will  accelerate  advance  hotel  reservations,  it  is  urged 
that  reservations  be  made  immediately  thru  the. Hous- 
ing Bureau  which  has  been  set  up  by  the  American 
Medical  Association,  namely  Dr.  Peter  Irving,  Room 
1036,  233  Broadway,  New  York  City. 

Alexandria  Auxiliary. 

We,  of  the  Alexandria  Auxiliary,  are  having  such 
an  interesting  and  active  year,  I feel  that  I’d  like 
for  some  of  the  other  county  auxiliaries  to  read  about 
us. 

We  have  recently  sponsored  a very  successful  bene- 
fit bingo  party.  There  are  a number  of  benefit  bridge 
parties  planned  for  the  near  future,  and  within  the 
next  two  weeks  we  hope  to  have  a rummage  sale. 

We  have  responded  promptly  to  each  request  from 
the  State  for  our  financial  share  in  its  undertakings. 

For  the  month  of  February  approximately  twelve 
of  our  members  have  volunteered  their  time  and  as- 
sistance in  Red  Cross  work  that  is  now  being  con- 
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ducted  in  Alexandria — that  of  cutting  dressings, 
bandages,  and  sewing. 

Within  the  next  two  weeks  we  will  have  completely 
redecorated  the  Doctors’  Lounge  in  our  Alexandria 
Hospital.  In  addition,  and  prior  to  this  decorating, 
we  have  had  bookshelves  constructed  in  the  lounge, 
and  are  eager  to  have  the  doctors  feel  very  proud  of 
our  work  when  it  is  completed. 

It  is  my  sincere  wish  that  the  remainder  of  this 
year  will  compare  in  success  to  the  first  half;  that 
when  the  time  arrives  to  convene  at  White  Sulphur  I 
may  boast  of  100  per  cent  attendance  from  Alexan- 
dria; and  that  our  State  President  may  justly  be 
proud  of  us. 

Eunice  West, 

President. 

The  Petersburg  Medical  Auxiliary 

Was  entertained  in  the  home  of  the  President,  Mrs. 
W.  B.  Mcllwaine,  for  the  regular  January  meeting, 
with  a splendid  attendance. 

Mrs.  George  Reese,  Chairman  of  Revisions,  sub- 
mitted a revised  Constitution  and  By-Laws,  drafted 
to  conform  to  the  newly  revised  State  Constitution, 
which  was  approved  and  adopted.  Other  standing 
committee  reports  were  heard,  and  final  plans  for  the 
hospital  Linen  Shower  were  discussed'. 

After  the  business  session,  Mrs.  Wright  Clarkson, 
in  a most  interesting  and  highly  entertaining  manner, 
reviewed  the  book,  “My  Strength  of  Days”,  by  Dr. 
Anne  W.  Fearn,  an  American  physician,  who  prac- 
ticed medicine  in  China  for  forty  years. 

Following  this,  tea  was  serv'^ed,  with  Miss  Nellie 
Mae  Mcllwaine  assisting  her  mother,  as  hostess. 

Mrs.  Fletcher  J.  Wright,  Jr., 
Chairman,  Press  and  Publicity. 

Williamsburg-James  City  Auxiliary. 

The  regular  meeting  of  the  Williamsburg-James 
City  Medical  Auxiliary  was  held  at  the  home  of  Mrs. 
E.  T.  Terrell  on  January  9.  There  were  nine  mem- 
bers present. 

The  minutes  of  the  last  regular  meeting  were  read 
and  approved.  The  treasurer  reported  a balance  on 
hand  of  $15.03. 

Mrs.  J.  R.  Tucker  was  appointed  program  chair- 
man. 

It  was  voted  to  renew  the  Hygeia  subscription  for 
the  public  library. 


A Christmas  Message  from  Mrs.  Latane  was  read 
by  the  secretary. 

As  there  was  no  further  business,  the  meeting  ad- 
journed. 

Marion  Holderby, 
Recording  Secretary. 

Norfolk  Auxiliary. 

The  Woman’s  Auxiliary  to  the  Norfolk  County 
Medical  Society  held  a meeting  on  January  30  at 
the  Museum  of  Arts  and  Sciences.  The  program  was 
arranged  by  Mrs.  R.  M.  Reynolds,  chairman  of  the 
public  relations  committee,  and  the  public  was  in- 
vited to  attend.  Dr.  Walter  B.  Martin  gave  a very 
interesting  talk  on  socialized  medicine  and  discussed 
in  detail  the  Wagner  Bill. 

Tea  was  served  at  the  conclusion  of  the  program. 

Mrs.  H.  W.  Rogers,  President  of  the  Auxiliary, 
presided. 

Eugenia  H.  Jones  (Mrs.  Brock  D.) 

Chairman,  Press  and  Publicity. 

Mid-Tidewater  Auxiliary. 

The  January  meeting  of  the  Mid-Tidewater  Medi- 
cal Auxiliary  was  held  January  24  in  the  home  of 
Mrs.  W.  S.  Cox  at  West  Point. 

Mrs.  Cox  and  Mrs.  M.  H.  Harris  had  arranged 
an  interesting  program  on  Health  and  Hygeia,  the 
topic  for  the  meeting.  Mrs.  Cox,  our  Hygeia  chair- 
man, discussed  Hygeia  and  its  benefits,  and  Mrs. 
Paul  Pearson  reviewed  “A  Dollar  a Month  Doctor” 
from  Hygeia.  Mrs.  Hawes  Campbell,  our  President, 
reported  on  her  visit  to  the  Southern  Auxiliary  meet- 
ing. At  one  o’clock,  the  Auxiliary  members  were 
guests  at  lunch  of  the  Medical  Society.  In  spite  of  a 
small  attendance,  due  to  bad  weather,  this  was  an 
interesting  and  inspiring  meeting. 

The  proposed  programs  for  our  three  remaining 
meetings  for  the  year  are  as  follows: 

April — Doctor’s  Day,  with  Mrs.  Latane,  State 
President,  as  our  guest; 

July — Public  Relations  and  Legislation; 

October — Miscellaneous  Program,  each  member 
bringing  something  helpful  to  contribute  to  the  pro- 
gram, and  also  a report  from  the  State  meeting. 

(Mrs.  Paul)  Virginia  McG.  Pearson, 

Corresponding  Secretary  and 

Publicity  Chairman. 
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Medical  Society  of  Virginia 
Proceedings  of  the  Council 


The  regular  winter  meeting  of  the  Council  of  the 
Medical  Society  of  Virginia  was  held  at  the  Society’s 
headquarters  in  Richmond,  January  16th,  at  2:30  P.  M. 
Those  present  were:  Dr.  Hugh  H.  Trout,  President;  Dr. 
Walter  B.  Martin,  President-Elect;  Dr.  Karl  S.  Black- 
well,  First  Vice-President;  Drs.  R.  W.  Miller,  C.  E. 
Martin,  W.  C.  Akers,  John  Hundley,  A.  F.  Robertson, 
and  J.  E.  Knight,  Councilors;  Dr.  Wyndham  B.  Blanton, 
Editor;  Dr.  I.  C.  Riggin,  State  Health  Commissioner; 
and  the  secretary. 

It  was  moved  to  suspend  reading  of  minutes  of  the 
last  meeting  of  the  Council  and  they  were  adopted  as 
printed  on  pages  683-+  of  the  November  Monthly. 

In  accordance  with  action  taken  at  the  last  Council 
meeting.  Dr.  R.  W.  Miller  was  asked  what  report  his 
committee  had  with  regard  to  making  new  contracts  with 
the  publishers  of  the  three  volumes  of  Medicine  in  Vir- 
ginia. He  advised  that  he  had  consulted  with  the  pub- 
lishers and  while  they  all  felt  there  was  no  moral  obliga- 
tion on  the  part  of  the  Society  to  make  any  financial 
settlement,  he  thought  they  would  like  to  do  what  is  fair 
as  the  publishers  had  assumed  the  obligation  just  as  the 
“depression  hit”  and  returns  had  not  been  what  were 
expected.  He  was  working  along  the  line  of  securing  a 
reduction  in  the  price  of  the  books,  after  which  new 
contracts  might  be  made.  The  Society  has  recently  been 
using  notices  of  the  books  in  outgoing  mail.  Motion  was 
adopted  that  the  Committee  have  power  to  make  plans 
and  new  contracts  with  the  publishers. 

Dr.  Blanton,  who  had  been  appointed  to  look  into  the 
age  of  the  Society,  gave  a resume  of  the  early  history  of 
the  organization,  stating  that  it  was  first  organized  on 
December  15,  1820,  by  doctors  of  Richmond  and  Man- 
chester and  was  incorporated  by  an  act  of  the  General 
Assembly  in  January,  1824.  After  varying  degrees  of 
activity,  county  organizations  began  to  be  formed  in  the 
early  fifties.  It  functioned  in  this  way  until  1859  and, 
after  a lapse  of  a few  years,  was  again  reorganized  in 
1870.  He  would  like  to  see  the  oldest  date  possible  used 
for  the  Society  and  felt  its  birthday  should  be  December 
17,  1820.  Upon  motion,  this  was  adopted  and  Dr.  Blanton 
was  asked  to  publicize  this  fact  in  the  Monthly. 

The  executive  secretary-treasurer  gave  a statement  as 
to  money  on  hand  on  October  1,  1939,  and  as  of  January 
1,  1940,  stating  that  in  accordance  with  action  of  the 
Council  at  its  last  meeting,  the  $1,500.00  from  bonds 
which  matured  last  August  had  been  invested  in  U.  S. 
Government  Bonds.  Dr.  Miller  felt  it  might  be  well  to 
Invest  other  money  in  that  way  when  available,  where- 
upon Dr.  Robertson  moved  that  the  budget  committee  be 
empowered  to  invest  money  in  the  U.  S.  Baby  Bonds 
when  they  see  fit. 


Dr.  Trout  then  said  he  would  like  to  reappoint  Drs. 
Miller  and  C.  E.  Martin  as  the  budget  committee  of  the 
Council. 

Miss  Edwards  asked  what  should  be  done  about  cer- 
tain members  in  arrears  with  dues  who  were  thought  to 
be  making  an  honest  effort  to  stay  in  the  Society.  She 
was  instructed  to  take  this  up  with  the  various  councilors 
and  the  president  would  accept  their  opinions  as  to 
adjustments,  as  provided  in  the  By-Laws. 

The  Council  previously  voted  that  if  the  earlier  date 
of  organization  could  be  claimed  for  the  Society,  the  new 
Constitution  and  By-Laws  should  have  a foreword  car- 
rying this  statement.  Now  that  this  had  been  settled,  the 
secretary  wished  to  know  if  they  should  first  be  published 
in  the  journal  and  reprints  made,  or  if  they  should  be 
published  only  in  pamphlet  form.  Motion  was  offered  and 
adopted  that  these  be  published  in  the  Monthly  with  a 
note  advising  that  any  member  may  have  a reprint  copy 
upon  request.  After  waiting  for  the  time  specified,  reprints 
should  be  made,  the  number  to  be  based  on  the  requests 
received. 

The  councilors  were  asked  for  reports.  Dr.  Hundley 
said  he  had  no  report  as  a councilor  but  would  like  to 
give  one  as  chairman  of  the  Medical  Economics  Commit- 
tee. The  Hospital  Service  Association  has  prepared  a 
model  enabling  act  which  has  been  put  into  effect  in  sev- 
eral states  and  it  is  proposed  to  rewrite  this  bill  and  pre- 
sent It  as  an  enabling  act  to  authorize  the  operation 
of  Hospital  Service  and  Medical  Service  Associations  in 
this  State  to  cover  Hospital  Service,  Medical  Service,  and 
possibly  a combination  of  both.  During  the  morning,  he 
had  been  in  conference  with  Mr.  Chichester  of  the  Securi- 
ties Division,  who  advised  If  this  plan  is  adopted  It  would 
come  under  the  insurance  laws  whereas  it  has  operated 
under  the  securities  law.  It  was  not  the  wish  of  the 
committee  to  disturb  the  close  personal  relations  existing 
between  physicians  and  their  patients.  Whatever  plan  Is 
adopted  should  be  managed  by  the  physicians  with  the 
control  left  in  the  hands  of  the  component  societies.  He 
felt  that  legislation  in  regard  to  this  should  be  introduced 
into  the  General  Assembly  fairly  early. 

Dr.  Robertson  offered  a motion  that  the  Council  endorse 
the  enabling  legislation  suggested  by  the  Medical  Eco- 
nomics Committee  with  the  understanding  that  they  try 
to  keep  it  in  the  control  of  the  medical  profession. 

Dr.  Akers  asked  why  there  should  be  an  enabling  act 
unless  it  comes  under  the  insurance  commission.  In  ex- 
planation, it  was  said  the  Hospital  Service  Association 
has  been  working  under  the  Securities  Commission  but 
to  get  Medical  Service,  enabling  legislation  is  necessary. 

Dr.  Robertson’s  motion  was  then  seconded  and  adopted. 

Dr.  Hundley  said  that  the  Lynchburg  Academy  of  Med- 
icine requested  the  President  to  appoint  a committee. 
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with  the  approval  of  the  Council,  to  which  disputed 
questions  as  to  hospital  or  medical  service  may  be  re- 
ferred for  settlement.  Dr.  Robertson  moved  that  these  be 
referred  to  the  Medical  Economics  Committee.  This  was 
adopted  with  the  amendment  that  the  Committee  bring 
in  a report  at  the  annual  meeting  of  the  Council. 

Dr.  Hundley  told  of  the  action  of  the  Board  of  Trustees 
of  the  Medical  Society  of  New  Jersey,  copy  of  which 
was  sent  to  the  constituent  state  medical  organizations. 
This  was  in  regard  to  the  National  Physicians’  Committee 
for  Extension  of  Medical  Services,  which  had  asked  the 
medical  profession  to  support  the  expected  activities  of 
that  committee  in  its  fight  on  behalf  of  the  health  legisla- 
tion endorsed  by  the  American  Medical  Association.  The 
New  Jersey  Society  felt  that  “organized  medicine  stands 
higher  in  public  opinion  and  has  more  influence  today 
than  before’’  and  believed  the  American  Medical  Asso- 
ciation should  continue  to  take  the  lead  in  forthcoming 
health  legislation  rather  than  delegate  it  to  a subsidiary 
organization  which  they  would  control  “in  order  to  avoid 
the  risk  of  becoming  liable  to  heavy  taxation”.  The  New 
Jersey  Board  did  not  feel  that  the  advice  and  cooperation 
of  the  American  Medical  Association,  which  had  already 
been  sought  by  those  preparing  legislation,  could  be 
classified  as  promoting  legislation,  thereby  making  it 
liable  to  taxation.  Dr.  Hundley  asked  if  the  Council 
wished  to  take  action  in  regard  to  this  subject.  In  the 
discussion  which  followed,  it  was  thought  it  might  be 
well  to  have  some  agency  which  would  combat  the  work 
done  by  the  Committee  of  400,  educate  the  public  and 
oflfset  the  propaganda  of  the  Committee.  This  opinion  was 
endorsed  and  it  was  felt  that  the  New  Jersey  Society 
should  be  so  advised. 

Dr.  C.  E.  Martin,  councilor  for  the  Fourth  District, 
said  that  the  Southside  Virginia  Medical  Association 
and  the  Fourth  District  Medical  Society  had  agreed  to 
merge,  perhaps  using  the  name  of  the  former,  which  is 
the  older  organization,  if  this  is  agreeable  to  the  Council. 
Dr.  Trout  ruled  that  after  the  committees  from  the  two 
societies  complete  their  plans,  this  could  be  decided. 

Dr.  Trout  said  that  he  and  Dr.  Riggin  had  an  engage- 
ment to  see  the  Governor  and  suggested  that  a committee 
of  colored  doctors  from  the  Old  Dominion  Medical  So- 
ciety be  allowed  to  appear  before  the  Council  at  this  time, 
to  discuss  some  problems  with  which  they  are  confronted. 

Dr.  R.  W.  Miller  said  he  would  like  to  make  an 
announcement  before  Dr.  Trout  left  and  then  recalled  the 
action  of  the  House  of  Delegates  at  the  last  meeting, 
whereby  local  organizations  would  be  asked  to  turn  over 
to  the  State  Society  any  money  collected  from  commercial 
exhibits  in  excess  of  expenditures,  that  it  might  be  used 
for  the  scientific  exhibits.  He  said  that  the  Richmond 
Academy  of  Medicine  had  now  settled  all  expenses  inci- 
dent to  the  meeting  last  Fall  and  it  was  a pleasure  to 
present  the  Society  with  a check  from  the  Academy  for 
$100.00  over  their  expenses.  This  was  accepted  with 
thanks  and  turned  over  to  the  Executive  Secretary-Treas- 
urer for  use  of  scientific  exhibits  at  the  next  meeting. 

Dr.  Trout  asked  Dr.  W.  B.  Martin  to  take  the  chair 
during  his  absence  and  he  would  bring  in  the  delegation 


from  the  Old  Dominion  Society.  While  waiting  for  them. 
Dr.  Blanton  said  that  he  had  been  informed  that  there 
is  being  planned  a reorganization  of  the  State  Govern- 
ment under  several  departments,  and  that  this  would 
mean  the  abandonment  of  the  present  State  Hospital 
Board  and  its  personnel.  He  felt  it  would  be  interesting 
to  know  how  neuropsychiatrists  throughout  the  State  feel 
about  this  and  he  sent  out  a questionnaire  to  get  the  poll. 
The  consensus  of  opinion  was  that  there  should  be  no 
tampering  with  the  present  board  which  has  accomplished 
much  good  work  during  its  short  existence.  He  felt  the 
results  of  the  questionnaire  should  be  published  but 
wished  an  expression  from  the  Council.  The  members 
concurred  in  Dr.  Blanton’s  opinion. 

The  delegation  of  colored  physicians,  composed  of  Dr. 
E.  W.  Stratton  of  Charlottesville,  president  of  the  Old 
Dominion  Medical  Society,  and  Drs.  G.  H.  Francis  of 
Norfolk  and  L.  C.  Downing  of  Roanoke,  was  now  intro- 
duced to  the  Council  and  asked  to  tell  of  their  problems. 

Dr.  Stratton  said  that  negro  doctors  sometimes  feel  a 
lack  of  cooperation  of  members  of  the  white  societies 
and,  as  all  are  servants  of  humanity  and  the  colored 
doctors  represent  the  minority  group,  they  hope  this 
Society  might  help  them.  They  had  conferred  with  the 
president  several  times  and  he  had  been  very  coopera- 
tive. He  said  that  in  Virginia,  colored  doctors  are  not 
allowed  to  hold  membership  in  the  American  Medical 
Association;  not  allowed  to  further  their  knowledge  of 
the  practice  of  medicine  by  attending  medical  meetings 
or  attending  post-graduate  medical  schools;  cannot  se- 
cure liability  insurance  against  alleged  malpractice  suits 
because  they  are  not  allied  with  organized  medicine.  As 
to  the  social  side,  the  situation  would  be  as  uncomfortable 
on  one  side  as  on  the  other.  They  would,  however,  like 
some  affiliation  which  would  give  them  the  protection  of 
organized  medicine  and  permit  them  to  have  these 
advantages.  They  wondered  if  the  Old  Dominion  Society 
might  be  made  a constituent  part  of  the  Medical  Society 
of  Virginia  from  the  scientific  standpoint.  Drs.  Francis 
and  Downing  spoke  along  the  same  line,  and  were  appre- 
ciative of  the  cooperation  of  several  of  the  white  doctors 
in  their  respective  communities. 

Dr.  Martin  said  the  Council  was  glad  to  hear  from 
them  and  promised  careful  and  sympathetic  consideration 
of  these  requests. 

After  the  negro  doctors  left.  Dr.  Martin  asked  what 
action  should  be  taken  by  the  Council. 

Dr.  Blackwell  said  that  personally  he  could  not  see  any 
danger  in  what  they  ask  and  felt  that  some  expression 
from  the  State  Society  would  be  of  help  to  the  local 
societies. 

Dr.  Martin  felt  that  we  should  try  to  help  as  we  can 
and  thought  the  Council  might  recommend  to  the  next 
House  of  Delegates  that  some  action  be  taken. 

Dr.  Blackwell  offered  a motion  that  the  President  of 
the  Society  be  authorized  to  appoint  a special  committee 
to  look  into  this  matter,  take  it  under  advisement,  and 
make  a report  at  the  next  meeting  of  the  Society.  This 
was  seconded  and  the  question  opened  for  discussion. 

^ Dr.  Knight  said  that  their  society  held  social  meetings 
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in  connection  with  the  scientific  programs  and  met  in 
homes  of  the  doctors  and  he  did  not  know  what  could  be 
done  in  their  organization. 

Dr.  C.  E.  Martin  said  he  thought  negro  physicians 
had  trouble  in  securing  automobile  as  well  as  liability 
insurance. 

Dr.  Miller  felt  that  a body  of  fair  minded  men  could 
work  out  some  plan. 

Dr.  Trout,  having  returned  and  assumed  the  chair, 
asked  if  it  might  be  possible  to  ask  local  societies  to 
make  some  arrangement  whereby  negro  physicians  might 
hear  the  scientific  programs.  Dr.  Sanger,  president  of  the 
Medical  College  of  Virginia,  had  advised  him  that  our 
Society  should  work  out  some  plan  for  the  problem  before 
it  is  forced  upon  us. 

Dr.  Hundley  asked  if  it  were  possible  to  have  a society 
affiliated  with  the  State  organization  if  it  did  not  have 
a geographical  arrangement  as  a unit. 

Dr.  C.  E.  Martin  thought  the  committee  to  be  ap- 
pointed by  the  President  should  be  composed  of  five 
members. 

Dr.  Blackwell’s  motion  being  put  to  vote  was  adopted 
and  the  President  said  he  would  ask  Dr.  Miller  to  be 
chairman  of  this  committee,  the  other  appointees  to  be 
named  later. 

Motion  was  then  made,  seconded  and  adopted  that  the 
President  be  requested  to  send  a letter  to  all  component 
societies  and  get  a cross-section  opinion  on  this  subject. 

Dr.  Hundley  said  that  another  matter  considered  by 
the  Medical  Economics  Committee  was  the  suggestion  that 
scholarships  of  $550.00  be  granted  medical  students,  with 
the  understanding  that  they  should  practice  for  a stated 
number  of  years  in  rural  communities  within  the  State, 
but  Dr.  'W.  B.  Martin  had  opposed  this  as  being  entirely 
inadequate.  Motion  was  made  and  adopted  that  the 
Council  go  on  record  as  being  opposed  to  giving  scholar- 
ships to  needy  medical  students  in  return  for  rural  medi- 
cal practice  as  not  being  an  adequate  arrangement  for 
solving  the  question  of  supplying  physicians  for  these 
communities. 

A letter  was  presented  from  Dr.  Ennion  Williams, 
chairman  of  the  Committee  on  Syphilis  Control,  stating 
that,  since  the  House  of  Delegates  endorsed  that  commit- 
tee’s Marriage  Protection  Bill  in  October,  they  had  held 
a meeting  with  interested  legislators  and  representatives 
of  the  Federation  of  Women’s  Clubs  and  they  agreed  to 
accept  the  bill  if  the  two  following  provisions  were 
added : 

First,  that  the  laboratory  reports  be  mailed  by  physi- 
cians to  the  State  Health  Department  rather  than  sent  to 
the  County  Clerks; 

Second,  that  if  a person  marries  with  syphilis,  he  or 
she  be  required  by  law  to  take  treatment  deemed  neces- 
sary by  the  State  Health  Commissioner. 

The  Committee  on  Syphilis  Control  felt  it  advisable  to 
accept  these  changes  rather  than  have  another  bill  intro- 
duced which  might  be  less  desirable  medically. 

Motion  was  made  endorsing  the  bill  as  amended  by  Dr. 
Williams’  committee.  Adopted. 

Dr.  Trout  said  that  he  had  received  a letter  from  Mr. 


Savage,  Executive  Secretary  of  the  West  Virginia  State 
Medical  Association,  saying  that  their  Auxiliary  wishes 
a guest  speaker  for  their  joint  meeting  at  White  Sulphur 
Springs  and  stated  that  he  did  not  know  what  is  cus- 
tomary about  this.  It  was  moved  that  this  matter  be 
referred  to  the  secretaries  of  the  two  societies. 

Dr.  Trout  said  that  he  had  learned  that  the  State-Wide 
Safety  Conference  is  to  meet  in  Roanoke  May  6-8,  and,  in 
accordance  with  action  of  the  House  of  Delegates,  he 
would  appoint  three  local  men  to  represent  the  Society  at 
that  time. 

The  question  as  to  low  fees  allowed  doctors  for  attend- 
ing patients  in  jails  was  mentioned,  the  fee  allowed  being 
75  cents  for  the  first  patient  and  50  cents  for  each  addi- 
tional patient.  Cases  were  cited  where  the  lists  of  names 
had  been  padded  so  as  to  get  doctors  to  come  to  the 
jails  as  they  would  not  go  otherwise  for  the  small  amount 
allowed.  It  was  thought  wise  to  take  no  action  about  this 
now  as  the  Governor  and  Mr.  Downs  are  working  to- 
gether on  a plan  to  take  care  of  this  and  it  was  felt  that 
the  medical  profession  should  keep  hands  off  for  the 
present. 

Dr.  Trout  said  he  felt  the  councilors  might  be  inter- 
ested in  knowing  that  a joint  committee  from  the  West 
Virginia  and  Virginia  State  Societies  met  at  White 
Sulphur  Springs  in  October  and  arranged  for  the  scien- 
tific program.  It  was  decided  to  have  papers  presented 
at  the  morning  sessions  by  guest  speakers,  these  papers 
to  have  two  discussors — one  from  each  Society.  Then 
there  would  be  luncheon  meetings  at  which  questions 
might  be  handed  the  chairmen  of  the  sections,  these  to 
be  discussed  at  round  tables  in  the  afternoons.  The  West 
Virginia  Association  had  always  had  orations  on  medi- 
cine and  surgery  and  he  had  been  designated  to  secure 
the  surgical  speaker,  who  will  be  Dr.  Irvin  Abell  of 
Louisville.  Practically  all  of  the  guest  speakers  selected 
at  this  conference  had  agreed  to  accept. 

Dr.  Robertson  said  he  was  interested  in  the  report 
made  by  Dr.  Blanton  in  answer  to  his  questionnaire  sent 
the  neuropsychiatrists  as  to  the  State  Hospital  Board  and 
would  like  to  suggest  that  Dr.  Blanton  prepare  an  edi- 
torial for  the  Monthly  in  regard  to  the  advances  made 
by  the  State  Hospitals  in  the  last  two  or  three  years  since 
the  appointment  of  the  Board.  This  was  approved 
and  there  followed  much  discussion  of  the  subject  which 
culminated  in  the  following  motion  proposed  by  Dr. 
W.  B.  Martin: 

Resolved  that  the  President  of  the  Medical  Society  of 
Virginia  be  instructed  to  write  to  Governor  Price,  call- 
ing his  attention  to  the  resolution  passed  by  the  House  of 
Delegates,  endorsing  the  present  State  Hospital  Board, 
and  conveying  to  him  the  fact  that  the  Council  approves 
of  this  endorsement,  and,  further,  requesting  that  before 
any  final  decision  is  made  on  any  proposed  changes  in 
the  present  set-up,  opportunity  be  given  a committee  of 
the  State  Society  to  discuss  such  proposed  changes  with 
him. 

This  was  seconded  and  adopted. 

Another  motion  made  and  adopted  was  to  request  Dr. 
J.  M.  Hutcheson,  chairman  of  the  Committee  on  Legis- 
lation, to  bring  in  a report  at  the  next  meeting  of  the 
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Society  in  regard  to  medical  appointments  by  the  Gov- 
ernor or  any  other  legislative  matter  pertaining  to  medi- 
cine. 

It  was  suggested  that  it  might  be  well  to  advise  the 
Governor  each  year  that  we  have  a Legislation  Com- 
mittee which  will  be  glad  to  confer  with  him  on  medical 
affairs.  After  discussion,  it  was  decided  to  have  this 
known  as  a Special  Consultation  Committee  to  the  Gov- 
ernor, and  have  it  composed  of  the  President,  chairman 
of  the  Legislation  Committee,  chairman  of  the  Medical 
Economics  Committee,  and  editor  of  the  Monthly.  Dr. 


Miller  thought  it  might  be  well  to  have  this  made  a 
standing  committee  of  the  Society. 

Several  letters  received  at  headquarters  were  pre- 
sented but  were  ordered  referred  to  committees  without 
being  included  in  minutes  of  this  meeting. 

Motion  was  offered  that  the  thanks  of  the  Council  be 
conveyed  to  the  Richmond  Academy  of  Medicine  for  the 
check  presented  through  Dr.  Miller  for  use  on  scientific 
exhibits. 

There  being  no  further  business,  the  meeting  adjourned. 

Agnes  V.  Edwards,  Secretary. 


CONSTITUTION  AND  BY-LAWS 
MEDICAL  SOCIETY  OF  VIRGINIA 
(As  Revised  and  Adopted  at  Annual  Meeting  in 
Richmond,  Va.,  October,  1939) 


CONSTITUTION 
Article  I — Title 

The  name  of  this  organization  shall  be  the  Medical 
Society  of  Virginia.  The  words  “the  Society”  In  this 
constitution  and  its  By-Laws  shall  be  construed  to  mean 
“the  Medical  Society  of  Virginia”. 

Article  II — Purposes 

The  purposes  of  this  Society  are  to  promote  the  science 
and  art  of  medicine,  the  protection  of  public  health,  and 
the  betterment  of  the  medical  profession. 

Article  III — Component  Societies 

The  State  of  Virginia  shall  be  divided  into  component 
medical  societies  of  one  or  more  counties.  The  Con- 
stitution and  By-Laws  of  these  societies  shall  be  in  con- 
formity with  those  of  the  State  Society,  and  the  principles 
of  Medical  Ethics  of  the  American  Medical  Association 
shall  govern  the  members. 

Article  IV — Composition  of  the  Society 

White  physicians  in  Virginia,  not  practicing  sectarian 
medicine,  members  of  a component  society,  are  eligible 
to  active  membership.  Provision  may  be  made  for  asso- 
ciate membership. 

Article  V — House  of  Delegates 

The  House  of  Delegates  shall  be  the  business  and 
legislative  body  of  the  Society,  and  its  membership  shall 
consist  of  the  delegates  elected  by  the  component  so- 
cieties, the  President,  the  President-elect,  the  First  Vice- 
President,  and  the  members  of  the  Council. 

Article  VI — Council 

The  Council  shall  have  charge  of  the  business  affairs 
of  the  Society  when  the  House  of  Delegates  is  not  in 
session,  and  shall  prepare  and  present  a budget  for  the 
ensuing  year  to  the  House  of  Delegates  at  its  first  session. 
The  Council  shall  consist  of  one  member  from  each 
Congressional  district  of  the  State,  together  with  the 
President,  President-elect,  and  First  Vice-President. 

Article  VIII — Officers 

The  officers  of  the  Society  shall  be  a President,  a 
President-elect,  who  shall  succeed  to  the  Presidency  the 


following  year;  three  Vice-Presidents,  and  an  Executive 
Secretary-Treasurer.  The  office  of  the  Executive  Secre- 
tary-Treasurer may  be  held  by  a non-member. 

The  officers  shall  be  elected  during  the  annual  session 
of  the  House  of  Delegates,  and  will  begin  service  at  the 
adjournment  of  the  annual  session  and  continue  until  the 
end  of  that  term,  or  until  a successor  qualifies.  The  term 
of  office  shall  be  for  one  year. 

Article  VIII — Standing  Committees 

The  Standing  Committees  of  the  Society  shall  be;  (1) 
Publication  and  Program,  (2)  Scientific  Exhibits  and 
Clinics,  (3)  Department  of  Clinical  and  Medical  Educa- 
tion, (4)  Legislation,  (5)  Medical  Economics,  (6)  Mem- 
bership, and  (7)  Ethics. 

Article  IX — Annual  Session 

There  shall  be  an  annual  session  of  the  Society  and 
the  date  and  place  of  the  meeting  shall  be  determined 
by  the  House  of  Delegates,  but  at  its  discretion,  these 
may  be  selected  by  the  Council. 

Article  X — Funds 

Funds  for  the  Society  may  be  raised  by  a per  capita 
assessment,  voluntary  contributions  and  other  business 
activites.  The  funds  shall  be  expended  to  carry  out  the 
general  purposes  of  the  Society. 

Article  XI — Seal 

The  Society  shall  have  a seal  bearing  date  of  organi- 
zation of  the  Society.  The  power  to  change  or  renew  the 
seal  shall  rest  with  the  House  of  Delegates. 

Article  XII — By-Laws 

The  Society  may  adopt  by-laws  not  in  conflict  with 
this  Constitution. 

Article  XIII — Amendments 

This  Constitution  may  be  amended  at  an  annual  session 
by  a two-thirds  vote  of  the  House  of  Delegates,  and 
ratified  by  the  general  meeting,  provided  such  amendment 
is  previously  published  in  the  official  publication  of  the 
Society,  at  least  a month  before  the  annual  meeting.  All 
previous  Constitutions  of  the  Society  are  repealed  when 
this  Constitution  is  adopted  and  put  into  effect. 
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Article  XIV — When  in  Force 

This  Constitution  as  revised  shall  be  in  force  upon  its 
adoption  by  the  House  of  Delegates,  and  ratification  by 
a general  meeting  of  the  Society. 

BY-LAWS 

Article  I — Membership  in  the  Society 

Section  1 — Members  of  the  Society  are  classified  as 
active  and  associate.  Active  membership  is  based  upon 
membership  in  a component  society. 

Members  in  good  standing  in  component  societies  are 
eligible  for  active  membership  in  the  Society.  All  physi- 
cians in  good  standing  in  counties  in  which  there  is  no 
component  society,  provided  they  meet  all  the  require- 
ments of  the  State  Society,  and  have  the  endorsement  of 
the  present  members  of  the  Society  from  such  county, 
are  also  eligible. 

Active  members,  who  move  out  of  the  State,  become 
associate  members  of  the  Society.  Teachers  of  sciences 
allied  to  medicine  and  medical  officers  of  the  Army,  Navy 
and  Public  Health  Service,  temporarily  stationed  in  Vir- 
ginia, may  be  elected  to  associate  membership  through 
component  societies,  or  by  the  Membership  Committee. 
Associate  members  may  resign  membership  by  giving 
notice  to  the  Executive  Secretary-Treasurer,  or,  on  rec- 
ommendation of  the  Ethics  Committee,  be  suspended  or 
expelled  by  the  House  of  Delegates  for  sufficient  cause. 
Any  associate  member,  eligible  to  membership  in  a com- 
ponent society,  may  be  required  by  the  Council  to  make 
application  for  membership  in  such  component  society. 

Section  2 — No  one  shall  be  enrolled  as  an  active  or 
associate  member  of  this  Society  until  the  Executive 
Secretary-Treasurer  has  received  his  or  her  prorated 
annual  dues. 

Section  3 — The  privileges  of  voting,  holding  office,  and 
serving  on  committees  is  limited  to  the  active  member- 
ship. In  all  other  respects  the  status  of  the  active  and 
associate  members  is  the  same. 

Section  4 — For  long,  faithful  or  distinguished  service, 
the  House  of  Delegates,  upon  recommendation  of  the 
Membership  Committee,  may  elect  annually  two  resident 
members  and  one  non-resident  physician  to  honorary, 
active  or  associate  membership. 

Section  5 — Every  member,  after  verification  of  good 
standing  from  the  rolls,  shall  register  and  be  given  a 
membership  badge  before  taking  part  in  any  of  the 
proceedings  of  the  annual  session.  All  badges  shall  be 
furnished  by  the  Society. 

Article  II — Dues 

Section  1 — There  shall  be  an  annual  assessment  of 
$5.00  upon  each  member.  These  dues  for  each  calendar 
year  shall  be  made  in  one  payment  and  are  payable 
before  December  31,  of  each  year.  Members  joining  the 
Society  after  June  the  30th,  shall  be  assessed  $2.50  for 
the  remainder  of  that  fiscal  year. 

Section  2 — The  fiscal  year  of  the  Society  for  member- 
ship shall  correspond  with  the  calendar  year. 

Section  3 — Honorary  members  or  other  deserving  it, 
at  the  discretion  of  the  President,  will  be  exempted  from 


the  payment  of  annual  dues.  Any  member  over  seventy 
(70)  years  of  age  upon  his  request  may  be  so  exempted 
by  the  Executive  Secretary-Treasurer. 

Section  4 — The  Executive  Secretary-Treasurer  is 
charged  with  the  duty  of  collecting  or  adjusting  past  due 
per  capita  assessments,  after  conference  with  the  Presi- 
dent, and,  if  necessary,  the  Councilor  of  the  district  in 
which  the  member  in  arrears  resides.  A member,  whose 
dues  are  twelve  months  in  arrears,  shall  be  dropped 
automatically  from  the  rolls  of  the  Society.  Should  such 
member  later  apply  for  membership,  his  application  shall 
be  accompanied  by  five  dollars  in  addition  to  the  dues  of 
the  current  year. 

Article  III — Component  Societies 

Section  1 — The  component  societies  shall  be  those  hold- 
ing charters  from  the  Society. 

Section  2 — There  shall  be  only  one  component  society 
in  a county.  A component  society  may  embrace  one  or 
more  counties.  When  a component  society  qualifies,  it 
may  obtain  a charter  upon  application  to  the  Executive 
Secretary-Treasurer,  said  charter  to  be  signed  by  the 
President  and  the  Executive  Secretary-Treasurer.  Should 
it  seem  desirable  that  a county  unite  with  a county  or 
counties  in  an  adjoining  congressional  district,  as  a com- 
ponent organization,  such  action  may  be  taken  provided 
it  be  sanctioned  by  the  councilor  from  each  of  the  dis- 
tricts concerned.  Such  component  organization  shall  be 
deemed  to  be  in  the  jurisdiction  of  the  councilor  of  the 
district  in  which  the  majority  of  the  membership  resides. 

Section  3 — A component  society  consisting  of  two  or 
more  counties  may  upon  petition  to  the  Council  be 
divided  and  given  separate  charters,  if  the  Council  is  of 
the  opinion  that  such  division  is  in  the  interest  of  medical 
organization. 

Section  4 — Each  component  society  shall  judge  the 
qualification  of  its  own  members. 

Section  5 — A component  society  shall  drop  from  its 
roll  a member  whose  license  to  practice  medicine  in  the 
State  has  been  revoked  or  whose  membership  in  the 
State  Society  has  been  lost  on  account  of  misconduct. 

Section  6 — A member  expelled  by  the  component  so- 
ciety can  appeal  to  the  State  Society  through  the  Ethics 
Committee. 

Section  7 — A member  may  join  a more  convenient 
component  society  in  an  adjoining  county,  provided  the 
component  society  of  the  county  in  which  such  member 
resides  gives  its  consent. 

Section  8 — Each  component  society  shall  send  to  each 
annual  meeting  of  the  Society  its  number  of  delegates 
and  alternates  fixed  by  Article  V,  Section  2,  of  the 
By-Laws. 

Section  9 — The  Secretary  of  each  component  society 
shall  keep  a roster  of  its  members,  including  name, 
address,  year  of  graduation,  college,  date  of  State  license, 
and  such  other  information  as  may  be  desired  by  the 
Society.  Once  a year,  not  later  than  July  the  1st,  the 
Secretary  of  each  component  society  shall  send  a list  of 
its  members  to  the  Executive  Secretary-Treasurer  of  the 
State  Society. 
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Section  10 — The  component  societies  shall  co-operate 
with  the  officers  of  the  State  Society  to  carry  out  the 
plans,  laws  and  purposes  of  this  organization. 

Article  IV — General  Meetings 

Section  1 — The  general  meetings  of  the  Society  are 
open  to  all  registered  members  and  guests. 

Section  2 — At  each  annual  meeting  there  shall  be  an 
address  by  the  President  and  by  two  or  more  invited 
guests. 

Section  3 — With  the  exception  of  the  address  by  the 
President  and  invited  guests,  no  address,  paper,  or  other 
contributions  on  the  program  shall  be  longer  than  fifteen 
minutes. 

Section  4 — No  one  shall  discuss  a paper  more  than  once 
and  then  for  only  five  minutes,  except  the  leader  of  the 
discussion  of  a selected  symposium,  who  may  be  allowed 
a maximum  of  ten  minutes. 

Section  5 — No  contribution  shall  appear  on  the  program 
unless  the  title  is  sent  to  the  Executive  Secretary-Treas- 
urer within  the  time  designated  by  the  Program  Commit- 
tee and  only  then  with  the  endorsement  of  this  committee. 
No  member  may  present  more  than  one  paper  at  an 
annual  session. 

Section  6 — If  the  author  is  not  present  when  a paper 
is  called,  it  shall  be  placed  at  the  end  of  that  section 
of  the  program.  An  author  who  has  been  absent  twice 
without  having  submitted  a typewritten  paper  to  the 
Secretary  for  publication  shall  be  debarred  from  the 
program  for  two  (2)  years. 

Section  7 — All  papers  and  contributions  are  the  prop- 
erty of  the  Society  and  cannot  be  published  elsewhere 
without  the  consent  of  the  Publication  Committee. 

Section  8 — The  scientific  work  of  the  Society  may  be 
divided  into  two  or  more  sections. 

Section  9 — In  a general  meeting,  after  the  program  of 
a section  is  completed  and  before  the  House  of  Delegates 
adjourns,  a member  may  initiate  any  business  matter  not 
previously  considered  in  the  House  of  Delegates,  to  be 
acted  upon  by  that  body,  provided  a quorum  of  fifty  (50) 
members  be  present  in  the  general  meeting. 

Section  10 — A rule  governing  the  program  or  conduct 
of  a general  meeting  may  be  changed  only  by  a two- 
thirds  vote  of  the  members  present. 

Article  V — House  of  Delegates 

Section  1 — The  first  assembly  of  the  House  of  Dele- 
gates shall  be  held  on  the  first  day  named  for  the  annual 
session.  Subsequent  meetings  shall  be  held  at  hours  which 
will  not  conflict  with  the  scientific  program.  The  reports 
of  committees  and  of  the  Executive  Secretary-Treasurer 
shall  be  published  in  the  official  publication  of  the 
Society  prior  to  the  annual  session.  These  reports  may  be 
discussed  and  amended  by  the  House  of  Delegates.  Dis- 
cussions shall  be  limited  to  five  minutes. 

Section  2 — Each  component  society  shall  elect  annually 
to  membership  in  the  House  of  Delegates,  one  delegate 
and  one  alternate  for  each  thirty-five  (35)  members  or 
major  fraction  thereof,  or  as  the  component  society  may 
elect,  one  delegate  and  one  alternate  from  each  county 


in  such  component  society.  In  any  event,  each  component 
society  is  entitled  to  at  least  one  delegate  or  one  alternate 
in  the  House  of  Delegates.  In  case  the  full  number  of 
delegates  accredited  to  a component  society  are  not 
present  at  the  meeting  of  the  State  Society,  those  members 
present  from  such  component  society  shall,  from  members 
of  that  society  present,  elect  or  appoint  a sufficient  number 
of  delegates  to  complete  its  quota. 

Section  3 — Thirty  delegates  representing  at  least  ten 
component  societies  shall  constitute  a quorum  of  the 
House  of  Delegates. 

Section  4 — The  President  shall  preside  over  the  meet- 
ings of  the  House  of  Delegates.  The  Executive  Secretary- 
Treasurer  shall  be  the  Secretary. 

Section  5 — If  the  eligibility  of  any  member  is  ques- 
tioned, the  President  may  appoint  a committee  on  cre- 
dentials to  report  on  such  member  or  refer  the  case  to 
the  Committee  on  Ethics. 

Section  6 — ^The  House  of  Delegates  shall  elect  officers 
of  this  Society  as  provided  for  in  Article  VI  of  the 
By-Laws. 

Section  7 — The  House  of  Delegates  shall  elect  delegates 
and  alternates  to  the  House  of  Delegates  of  the  American 
Medical  Association  in  accordance  with  the  constitution 
and  by-laws  of  that  organization.  Such  delegates  shall 
be  elected  by  ballot,  and  each  member  will  be  allowed 
to  vote  for  as  many  of  the  nominees  on  the  ballot  as  there 
are  delegates  and  alternates  to  be  elected.  Those  receiv- 
ing the  highest  votes  will  be  declared  elected  as  delegates 
and  those  receiving  the  next  highest  votes  will  be  declared 
elected  as  alternates. 

Section  8 — The  House  of  Delegates  shall  nominate  to 
the  Governor  of  Virginia  at  the  proper  time  in  accord- 
ance with  the  laws  of  Virginia,  members  of  the  State 
Board  of  Medical  Examiners. 

Section  9 — The  House  of  Delegates,  at  each  annual 
session,  shall  have  authority  to  approve,  modify  or  reject 
the  budget  recommendations  presented  by  the  Council  for 
the  ensuing  fiscal  year.  In  case  a budget  is  not  presented 
by  the  Council,  the  House  of  Delegates  shall  have 
authority  to  prepare  the  budget. 

Section  10 — The  House  of  Delegates  may  revoke  the 
charter  of  a component  society  for  violation  of  the  laws 
of  the  Society. 

Section  11 — The  House  of  Delegates  may  appoint 
special  committees  from  its  own  membership  or  from  the 
membership  of  the  Society, 

Section  12 — The  Executive  Secretary-Treasurer  shall 
make  a complete  yearly  report  to  the  House  of  Delegates 
at  each  annual  session. 

Section  13 — All  officers  and  delegates  elected,  all  nomi- 
nations made  to  the  Governor  and  a summary  of  all 
other  business  transacted  by  the  House  of  Delegates  shall 
be  reported  to  the  Society  at  a general  meeting  before 
the  close  of  the  annual  session. 

Article  VI — Election  of  Officers 

Section  1 — The  House  of  Delegates,  at  its  first  meeting, 
shall  elect  from  its  membership  a Committee  on  Nomina- 
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tions,  consisting  of  one  member  from  each  Congressional 
District  who  shall  be  nominated  by  the  delegates  present 
from  that  district  and,  in  event  a district  is  not  repre- 
sented in  the  meeting,  such  nomination  shall  be  made  by 
the  President.  This  committee  shall  report  to  the  House 
of  Delegates  the  result  of  its  deliberations  in  the  form 
of  a ticket  containing  the  names  of  one  or  more  members 
for  each  of  the  offices  to  be  filled  at  the  annual  session. 
Nothing  in  this  section  shall  be  construed  to  prevent 
additional  nominations  being  made  from  the  floor  by 
members  of  the  House  of  Delegates.  The  election  of 
officers  shall  be  by  ballot  and  a majority  vote  is  necessary 
for  election.  The  lowest  nominee  will  be  dropped  on  each 
ballot  until  one  receives  a majority  vote.  In  case  of  a 
tie,  the  president  shall  cast  the  deciding  vote. 

Section  2 — Only  active  members  in  good  standing  are 
eligible  to  office. 

Section  3 — The  House  of  Delegates  shall  at  each  annual 
session  elect  a President-elect  for  a term  of  one  year. 
No  member  of  the  Society  who  lives  in  the  city  or  county 
in  which  the  Society  is  holding  its  session  shall  be  eligible 
to  election  to  the  office  of  President-elect  for  the  succeed- 
ing year.  At  the  end  of  this  term,  the  President-elect 
shall  automatically  become  President  for  a term  of  one 
year. 

Section  4 — The  House  of  Delegates  at  each  annual 
session  shall  elect  three  (3)  vice-presidents  to  rank  ac- 
cordingly, these  to  represent  the  various  sections  of  the 
State,  as  far  as  possible. 

Section  5 — The  House  of  Delegates  shall  at  each  annual 
session  elect  an  Executive  Secretary-Treasurer  for  a 
term  of  one  year. 

Section  6 — On  the  second  day  of  the  annual  meeting  of 
the  Society  at  such  time  and  place  as  shall  be  designated 
by  the  President,  Councilors  shall  be  elected  for  a term 
of  two  (2)  years  by  the  delegates  from  their  respective 
Congressional  Districts,  those  from  the  odd  numbered 
Congressional  Districts  on  odd  years,  and  those  from  the 
even  numbered  Congressional  Districts  on  the  even  years. 
At  this  time  should  there  be  a vacancy  in  the  member- 
ship of  the  Council  and  the  district  not  represented  in 
the  meeting,  the  House  of  Delegates,  on  nomination  by 
the  President,  shall  elect  a Councilor  for  that  district. 

Section  7 — In  case  there  is  a vacancy  in  the  office  of 
President-elect,  or  in  case  the  President-elect  was  ap- 
pointed pro  tempore  by  the  Council,  the  House  of  Dele- 
gates at  the  annual  session  shall  also  elect  a President 
for  the  following  term. 

Article  VII — Duties  of  Officers 

A.  President 

Section  1 — The  President  shall  be  the  executive  head 
of  the  Society. 

Section  2 — The  President  shall  be  the  presiding  officer 
at  the  general  meetings  of  the  Society,  president  of  the 
House  of  Delegates,  chairman  of  the  Council,  and  ex- 
officio  member  of  all  committees.  The  President  shall  vote 
in  the  general  meetings,  in  the  House  of  Delegates,  and 
in  the  Council  only  in  the  case  of  a tie.  If  the  President 
or  the  President-elect  cannot  be  present,  a Vice-president 


shall  preside  over  the  general  meetings,  the  House  of 
Delegates,  the  Council  or  special  scientific  sections. 

Section  3 — The  President  shall  deliver  the  annual  ad- 
dress and  shall  have  the  privilege,  after  conference  with 
the  chairman  of  the  Program  Committee,  of  inviting  two 
or  more  guest  speakers  for  the  annual  session. 

Section  4 — The  President,  in  conjunction  with  the  Com- 
mittee on  Publication  and  Program,  shall  prepare  the 
annual  scientific  programs. 

Section  5 — The  President  shall  fill  any  vacancy  oc- 
curring between  annual  sessions  in  the  Council,  delegates 
to  the  American  Medical  Association,  and  standing  com- 
mittees, and  such  appointments  shall  be  valid  until  the 
end  of  the  next  annual  session.  He  shall  appoint  any 
necessary  special  committees  at  the  time  he  takes  office, 
or  during  the  year. 

Section  6 — ^The  President  shall  visit  as  many  of  the 
component  societies  of  the  State  Society  as  possible  during 
the  year,  in  the  interest  of  the  Society,  actual  expenses 
incurred  being  paid  in  accordance  with  budget  determined 
upon  by  the  House  of  Delegates. 

B.  President-Elect 

Section  7 — The  President-elect  shall  be  an  ex-officio 
member  of  the  House  of  Delegates  and  an  ex-officio 
member  of  the  Council.  The  President-elect  shall  act 
for  the  President  in  his  absence  or  temporary  disability, 
and  shall  automatically  succeed  to  the  presidency  at  the 
end  of  the  term. 

Section  8 — The  President-elect,  at  the  annual  session 
when  he  assumes  the  office  of  President,  shall  appoint  one 
member  in  place  of  the  retiring  member  on  each  standing 
committee  and  shall  name  the  chairmen  of  the  standing 
committees  for  the  ensuing  year.  Announcement  of  these 
names  shall  be  made  at  the  general  meeting  when  he 
assumes  office. 

C.  Vice-Presidents 

Section  9 — The  Vice-presidents  shall  assist  the  Presi- 
dent in  the  discharge  of  his  duties  and  the  Councilors 
in  their  districts  in  the  organization  of  component  socie- 
ties. In  event  of  the  permanent  disability,  death  or  resig- 
nation of  the  President,  a Vice-president,  according  to 
rank,  shall  succeed  him  for  the  remainder  of  his  term 
of  office. 

D.  Executive  Secretary-Treasurer 

Section  10 — The  Executive  Secretary-Treasurer  of  the 
Society  shall  be  the  executive  agent  of  the  Society,  the 
secretary  of  the  general  meetings,  secretary  of  the  House 
of  Delegates,  secretary  of  the  Council,  and  general 
manager  of  the  official  publication  of  the  Society. 

Section  11. — The  Executive  Secretary-Treasurer  shall 
be  the  custodian  of  all  property  of  the  Society,  provide 
for  registration  of  members  at  general  meetings,  conduct 
the  general  correspondence  of  the  Society,  and,  with  the 
consent  of  the  President,  employ  necessary  assistance. 

Section  12 — The  Executive  Secretary-Treasurer  shall 
collect  all  money  due  the  Society  and  pay  out  these  funds 
upon  written  order  of  the  President,  or  upon  his  desig- 
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nated  authority.  The  Executive  Secretary-Treasurer  shall 
be  bonded  as  approved  by  the  Council. 

Section  13 — At  a time  designated  by  the  Program  Com- 
mittee the  Executive  Secretary-Treasurer  shall  mail 
notices  to  members,  asking  for  papers  and  shall,  under 
the  direction  of  the  Publication  and  Program  Committee, 
prepare  and  send  to  each  member  a program  of  the 
annual  session. 

Section  1-1 — The  Executive  Secretary-Treasurer  shall 
make  a complete  yearly  report  to  the  House  of  Delegates 
at  each  annual  session. 

Article  VIII — Council 

Section  1 — The  Council  shall  consist  of  the  President, 
President-elect,  First  Vice-president  and  one  member 
from  each  Congressional  District.  The  Council  shall  be 
the  executive  and  finance  committee  of  the  House  of 
Delegates  and  shall  have  charge  of  the  business  affairs 
of  the  Society  v?hen  the  House  of  Delegates  is  not  in 
session.  The  President  shall  be  the  chairman  of  the 
Council  and  the  Executive  Secretary-Treasurer  shall  be 
its  secretary. 

Section  2 — Each  Councilor  shall  be  the  organizer, 
advisor  and  censor  for  his  district.  Each  Councilor  may 
visit  each  component  society  in  his  district  once  a year 
either  on  invitation  or  as  may  be  necessary. 

Section  3 — Four  members  of  the  Council  together  with 
the  President  or  President-elect  shall  make  a quorum. 
Actual  expenses  may  be  paid  members  attending  meetings 
of  the  Council  in  the  interim  between  the  annual  sessions. 

Section  4 — At  each  annual  session,  the  Council  shall 
present  a budget  for  the  next  fiscal  year,  based  on  the 
expected  income  and  expenditures  during  this  period, 
which  budget  shall  be  presented  to  the  House  of  Delegates 
for  its  approval. 

Section  5 — The  Council  shall  be  charged  with  the  duty 
of  organizing  the  whole  state  into  component  societies, 
and,  at  each  annual  session,  shall  report  on  this  work 
to  the  House  of  Delegates,  with  recommendations.  The 
Council  shall  recommend  to  the  House  of  Delegates  the 
revocation  of  a charter  of  a component  society  when  such 
component  society  flagrantly  violates  the  rules  of  the 
Society. 

Section  6 — The  Council  shall  provide  offices  for  the 
Society  headquarters. 

Article  IX — Standing  Committees 

The  Standing  Committees  of  the  Society  shall  be  as 
follows : 

1.  Publication  and  Program. 

2.  Scientific  Exhibits  and  Clinics. 

3.  Department  of  Clinical  and  Medical  Education. 

4.  Legislation. 

5.  Medical  Economics. 

6.  Membership. 

7.  Ethics. 

Each  of  these  Committees,  with  the  exception  of  the 
Department  of  Clinical  and  Medical  Education  and  the 
Committee  on  Medical  Economics,  shall  consist  of  three 
members,  whose  term  of  office  shall  be  for  three  years. 


The  members  having  first  been  appointed  for  one,  two 
tnd  three  years,  the  incoming  President  shall  appoint  to 
fill  vacancies  created  by  expiration  of  term  of  office,  and 
shall  name  the  chairman  of  each  committee.  No'  member 
may  serve  on  more  than  one  standing  committee,  the 
same  year. 

The  Department  of  Clinical  and  Medical  Education 
shall  consist  of  the  State  Health  Commissioner,  the  im- 
mediate ex-president,  who  shall  be  chairman;  one  member 
each  from  the  two  medical  schools  of  the  State,  and  two 
members  of  the  Society  from  the  State  at  large,  the  last 
four  to  be  appointed  by  the  incoming  President. 

The  Committee  on  Medical  Economics  shall  consist  of 
six  members,  whose  term  of  office  shall  be  for  three 
years,  two  to  be  appointed  each  year  by  the  incoming 
President,  who  shall  also  name  the  chairman. 

All  committees  shall  make  reports  annually  to  the 
House  of  Delegates.  The  chairman  of  all  standing  or 
special  committees  not  members  of  the  House  of  Dele- 
gates, shall  have  the  privilege  of  the  floor  when  reporting 
to  the  House  or  in  any  incidental  discussions. 

Actual  expenses  of  members  of  such  committees  re- 
quired to  do  official  work  in  the  interim  between  annual 
sessions  may  be  paid  upon  the  recommendation  of  the 
chairman  of  such  committees  and  the  endorsement  of  the 
President,  if  presented  within  thirty  days  after  the 
meeting,  provided  budget  allowance  be  made  for  such 
purpose  in  accordance  with  Art.  VIII,  Section  4. 

All  unexpended  balances  that  may  be  in  the  hands  of 
any  Committee  shall  on  or  before  September  30th  of  each 
year  revert  to  the  general  treasury. 

Publication  and  Program 

Section  1 — The  Committee  on  Publication  and  Program 
shall  conduct  the  affairs  of  the  official  publication  of 
the  Society  in  accordance  with  the  expressed  policy  and 
adopted  budget  of  the  Society.  Its  chairman  shall  be 
Editor  of  the  official  publication  of  the  Society,  He  may 
attend  the  meetings  of  the  Council  and  House  of  Dele- 
gates and  have  the  privilege  of  the  floor  in  these  bodies. 
This  Committee  shall  also  have  charge  of  the  prepara- 
tion of  the  annual  program. 

Scientific  Exhibits  and  Clinics 

Section  2 — The  Committee  on  Scientific  Exhibits  and 
Clinics  shall  have  charge  of  the  scientific  exhibits  and 
clinics  for  the  annual  sessions,  in  co-operation  with  the 
President.  This  committee  shall  endeavor  to  stimulate 
interest  in  scientific  and  research  work  among  the  mem- 
bers of  the  Society,  and  may  institute  appropriate  methods 
to  this  end. 

Department  of  Clinical  and  Medical  Education 

Section  3 — The  Department  of  Clinical  and  Medical 
Education  shall  endeavor  to  bring  about  co-operation  of 
the  Society  with  the  medical  schools,  hospitals,  clinics, 
and  other  teaching  institutions  of  the  State  with  the  idea 
of  maintaining  the  highest  standards  in  these  institutions; 
and  to  use  every  means  to  encourage  and  advance  medical 
science,  and  bring  it  within  easy  reach  of  the  postgrad- 
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uate  practitioners  of  the  State.  The  retiring  President 
shall  be  chairman  of  this  Committee. 

Legislation 

Section  4 — ^The  Committee  on  Legislation  shall  en- 
deavor to  secure  and  enforce  legislation  in  the  interest 
of  public  health,  scientific  medicine,  and  the  moral,  social, 
fraternal,  and  ethical  betterment  of  the  medical  pro- 
fession in  the  State. 

Medical  Economics 

Section  5 — The  Medical  Economics  Committee  shall  be 
the  Committee  to  which  are  referred  all  questions  of  the 
business  relationships  of  the  Society. 

Membership 

Section  6 — The  Committee  on  Membership  shall  pass 
upon  the  applications  for  membership  of  those  not  mem- 
bers of  a component  society  and  make  recommendations 
for  honorary  membership.  The  Committee  shall  also, 
through  co-operation  with  component  societies  and  the 
Executive  Secretary-Treasurer,  prepare  proper  obituaries 
for  deceased  members. 

Ethics 

Section  7 — The  Committee  on  Ethics  shall  consider  all 
matters  involving  ethics  and  conduct  of  members  on 
appeal  from  the  component  societies  and  may  act  inde- 
pendently in  cases  not  under  the  jurisdiction  of  a com- 
ponent society. 

All  charges  against  any  member  shall  be  in  writing, 
specifically  stated,  and  signed  by  the  accuser.  The  in- 
dividual accused  and  under  investigation  shall  be  entitled 
to  a personal  hearing  or  representation.  No  charge 
against  a member  shall  be  heard  by  the  Society  or  the 
House  of  Delegates,  unless  it  has  first  been  referred  to 
the  Committee  on  Ethics. 

No  motion  or  discussion  of  expulsion,  suspension  or 
other  censure  of  any  member  shall  be  allowed  unless 
such  member  shall  have  been  given  two  months’  notice 
through  the  Committee  on  Ethics.  The  committee  shall 
make  its  report  to  the  House  of  Delegates  at  the  first 
meeting  during  the  annual  session. 

No  member  shall  be  expelled  from  the  State  Society 
except  by  a vote  of  three-fourths  of  the  members  of  the 
House  of  Delegates  present.  Should  the  member  come 
forward  within  twelve  months  succeeding  his  or  her 
expulsion  and  offer  satisfactory  explanation,  he  or  she 
may  be  reinstated,  provided  three-fourths  of  those  present 
in  the  House  of  Delegates  concur. 

Article  X — Official  Publication 

The  official  publication  of  the  Society  shall  be  known 
as  the  Virginia  Medical  Monthly.  Publication  of  the 
journal  shall  be  under  the  control  of  the  Publication  and 
Program  Committee  which  shall  co-operate  in  every  way 
with  the  various  committees  of  the  Society  for  the  good 
of  the  organization. 

Article  XI — Ethics 

The  ethical  principles  governing  the  members  of  the 
American  Medical  Association  shall  govern  the  Society. 


Article  XII — Rules  of  Order 
The  deliberations  of  the  Society  shall  be  conducted  in 
accordance  with  parliamentary  usage  as  defined  in 
Roberts  Rules  of  Order. 

Article  XIII — Amendments 
These  By-Laws  may  be  amended  by  a two-thirds  vote 
of  the  House'  of  Delegates,  provided  such  amendment  is 
proposed  in  writing  and  has  laid  on  the  table  for  at 
least  one  day.  All  previous  By-Laws  of  this  Society 
are  repealed  when  these  By-Laws  are  adopted  and  put 
into  effect. 

Article  XIV — When  in  Force 
These  By-Laws  shall  be  in  force  upon  adoption  by 
the  House  of  Delegates  and  ratification  by  a general 
meeting  of  the  Society. 


{Editor’s  Note — The  Constitution  and  By-Laws 
will  be  reprinted  in  pamphlet  form.  Any  member 
wishing  a copy,  should  advise  the  Society’s  office, 
1200  East  Clay  Street,  Richmond,  by  March  15,  as 
the  number  will  be  limited.) 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Associa- 
tion: 

Parke  Davis  & Company 

Antipneumococcic  Serum  (Felton)  Type  I,  Refined  and 
Concentrated,  20,000  unit  ambot  package. 

Antipneumococcic  Serum  (Felton)  Type  I,  Refined  and 
Concentrated,  50,000  unit  ambot  package. 

Antipneumococcic  Serum  (Felton)  Types  I and  II, 
Refined  and  Concentrated,  20,000  unit  ambot  pack- 
age. 

Antipneumococcic  Serum  (Felton)  Types  I and  II,  Re- 
fined and  Concentrated,  50,000  unit  ambot  package. 

Antipneumococcic  Serum  (Felton)  Type  II,  Refined  and 
Concentrated,  20,000  unit  ambot  package. 

Antipneumococcic  Serum  (Felton)  Type  II,  Refined  and 
Concentrated,  50,000  unit  ambot  package. 

The  Upjohn  Company 

Ampoules  Mercuric  Salicylate,  0.065  Gm.  (1  grain),  1. 
cc. 

Ampoules  Mercury  Succinimide,  0.2  Gm.  (1/3  grain), 
1 cc. 

Ampoule  Solution  Quinine  and  Urea  Hydrochloride, 
0.5  Gm.  (7  1/2  grains)  1 1/2  cc. 

Propaganda  for  Reform 

Why  Acetarsone  for  Syphilis. — The  use  of  acetarsone  as 
an  antisyphilitic  drug  which  could  be  taken  by  mouth  has 
been  reviewed  recently  by  Pillsbury  and  Perlman,  who 
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studied  187  cases  of  congenital  syphilis  at  the  Sigma 
Clinic  of  the  Children’s  Hospital,  University  of  Pennsyl- 
vania School  of  Medicine.  Their  conclusions  corroborate 
the  previous  statements  made  by  the  Council  on  Pharmacy 
and  Chemistry.  The  investigators  emphasize  that  acetar- 
sone,  although  an  active  antisyphilitic  agent  by  mouth, 
is  less  rapid  in  action  than  arsphenamine  and  is  inferior 
to  both  arsphenamine  and  bismuth  preparations  in  arrest- 
ing congenital  syphilis.  In  their  series  of  cases  they  found 
a high  incidence  of  reactions.  They  concluded,  indeed, 
that  adequate  experimental  background  for  determination 
of  the  toxicity  and  spirocheticidal  eflFect  of  individual  lots 
of  acetarsone  is  not  available.  In  addition  they  observed 
that  regularity  of  attendance  of  patients  at  the  clinic 
was  not  increased  by  the  use  of  oral  therapy  as  compared 
to  the  injection  method  of  administration  and  that  acetar- 
sone is  probably  not  administered  as  directed  to  patients 
treated  at  home.  The  ease  of  administration  of  an  oral 
spirocheticide  is  sufficiently  desirable  to  encourage  the 
search  for  an  effective  antisyphilitic  drug  which  can  be 
given  by  mouth.  Every  preparation  must  be  considered, 
however,  in  relation  to  others  as  to  its  eflfect  on  syphilis, 
irrespective  of  the  mode  of  administration  required.  Be- 
cause of  its  inferiority  of  effectiveness,  acetarsone  cannot 
be  recommended  for  general  use  in  the  treatment  of  syphilis. 
In  most  reports  the  ease  of  administration  has  been  em- 
phasized as  an  important  advantage  of  acetarsone  therapy. 
This  should  not  excuse  the  critical  examination  of  the  re- 
sults obtained,  which  thus  far  seem  to  be  poorer  with 
acetarsone  than  with  other  arsenicals  of  less  toxicity.  (7.  A. 
M.  A.,  November  25,  1939,  p.  1969.) 

Magnesium  in  Nutrition. — The  human  requirement  for 
magnesium  has  been  studied  by  a number  of  investigators. 
On  the  basis  of  balance  experiments,  the  daily  magnesium 
requirement  of  children  from  four  to  seven  years  of  age 
has  been  estimated  to  be  not  less  than  13  mg.  per  kilo- 
gram of  body  weight.  The  meager  information  that  is 
available  regarding  the  magnesium  requirement  of  preg- 
nant women  indicates  that  from  350  to  450  mg.  daily  is 
necessary  during  pregnancy.  The  daily  magnesium  re- 
quirement for  the  maintenance  of  adults  has  been  reported 
to  be  as  low  as  0.2  Gm.  and  as  high  as  0.6  Gm.  Judging 
from  data  available  on  the  magnesium  content  of  freely 
chosen  American  diets,  the  requirement  will  be  met  pro- 
vided the  daily  energy  intake  is  in  the  vicinity  of  2,500 
calories.  The  possibility  of  adult  human  deficiency  cannot 
be  ruled  out,  however,  until  further  information  is  avail- 
able concerning  the  magnesium  requirement.  So  little  is 
known  of  the  function  of  magnesium  in  the  organism  that 
clinically  observable  abnormalities  in  man  cannot  at  pres- 
ent be  said  with  certainty  to  be  due  to  magnesium  de- 
ficiency or  to  a disorder  of  magnesium  metabolism.  The 
systematic  study  of  magnesium  metabolism  by  accurate 
analytic  and  experimental  methods  is  little  more  than 
begun.  (7.  A.  M.  A.,  October  7,  1939,  p.  1418.) 

Dilantin  Sodium. — The  Council  on  Pharmacy  and  Chem- 
istry reports  that  sodium  5,  5-diphenyl  hydantoinate,  orig- 
inally presented  under  the  name  Dilantin,  had  been  re- 
designated “Dilantin  Sodium”  and  is  now  marketed  by 


Parke,  Davis  & Co.  as  “Kapseals  Dilantin  Sodium.”  Di- 
lantin Sodium  is  an  active  anticonvulsant  and  relatively 
feeble  hypnotic,  used  in  the  treatment  of  epilepsy.  While 
the  clinical  studies  of  H.  H.  Merritt  and  Trace  J.  Putnam, 
and  of  O.  P.  Kimball,  pointed  to  the  therapeutic  value  of 
the  drug  the  Council  requested  additional  information. 
Pharmacologic  studies  were  conducted  in  the  laboratories 
of  Parke,  Davis  and  Company,  and  clinical  investigations 
were  made  in  a number  of  institutions,  five  of  them  in  in- 
stitutions for  the  treatment  of  epilepsy  and  kindred  condi- 
tions. The  pharmacologic  studies  show  that  Dilantin  So- 
dium is  of  relatively  low  toxicity  when  administered  orally 
to  rats,  rabbits  and  dogs,  and  much  more  toxic  when  in- 
jected intravenously.  The  side  actions  reported  by  one 
or  more  of  the  investigators  include  dizziness,  dry  skin, 
dermatitis,  rash,  itching,  tremors,  fever,  nausea,  vomiting, 
blurred  vision,  fatigue,  apathy,  difficult  breathing  and 
swallowing,  nervousness,  mental  confusion  and  active 
hallucinations.  The  Council  voted  to  accept  Dilantin  So- 
dium for  inclusion  in  New  and  Nonofficial  Remedies  fol- 
lowing receipt  of  an  agreement  from  Parke,  Davis  & Co. 
that  it  would  market  the  product  under  rigid  restrictions, 
including  those  which  further  experience  shall  indicate, 
as  well  as  the  following:  (a)  It  shall  not  be  recommended 
for  use  by  the  general  practitioner  unless  he  is  able  to 
maintain  a close  (daily)  supervision  of  the  patient  until 
the  scope  of  its  usefulness  as  well  as  its  side  actions  have 
been  determined  more  accurately;  (b)  it  is  not  to  be 
recommended  for  the  treatment  of  those  patients  whose 
seizures  occur  only  at  long  intervals  unless  moderate  doses 
of  phenobarbital  are  ineffective  or  induce  disagreeable  side 
actions.  The  A.  M.  A.  Chemical  Laboratory  has  found 
the  composition  of  Dilantin  Sodium  satisfactory.  (7.  A. 
M.  A.,  November  4,  1939,  p.  1734.) 


Book  Announcements 


New  Books. 

The  following  are  recent  acquisitions  to  the  Li- 
brary of  the  Medical  College  of  Virginia  and  are 
available  to  our  readers,  the  only  cost  being  return 
postage : 

Knower,  H.  McE. — A resurvey  of  the  development  of 
lymphatics  and  associated  blood  vessels  in  anuran 
amphibia  by  the  method  of  injection. 

Koch,  W.  F. — ^The  chemistry  of  natural  immunity. 
Krogh,  A. — Osmotic  regulation  in  aquatic  animals. 
Livingston,  W.  K. — Clinical  aspects  of  visceral  neurology. 
Logie,  H.  B. — Standard  classified  nomenclature  of  dis- 
ease. 

Long  & Bliss — The  clinical  and  experimental  use  of  sul- 
fanilamide, sulfapyridine  and  allied  compounds. 
Macartney,  W.  N. — Fifty  years  a country  doctor. 

Marsh,  L.  C. — Health  and  unemployment. 

McCall,  J.  O. — Fundamentals  of  dentistry  in  medicine  and 
public  health. 
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Morton,  D.  J. — Oh,  doctor ! my  feet. 

Portmann,  G. — A treatise  on  the  surgical  technique  of 
otorhinolaryngology. 

Price,  W.  A. — Nutrition  and  physical  degeneration. 
Rorty,  J. — American  medicine  mobilizes. 

Ryan,  W.  C. — Mental  health  through  education. 
Schneider,  E.  C. — Physiology  of  muscular  activity. 

Sears,  P.  B. — Who  are  these  Americans? 

Spaeth,  E.  B. — The  principles  and  practice  of  ophthalmic 
surgery. 

Steindler,  A. — Mechanics  of  normal  and  pathological  lo- 
comotion in  man. 

Straub,  G.  F. — Surgery  of  the  chest. 

Streit,  C.  K. — Union  now. 

Sutherland,  H. — Arches  of  the  years. 

Timbres,  H.  & R. — We  didn’t  ask  Utopia. 

Van  Dyke,  H.  B. — The  physiology  and  pharmacology  of 
the  pituitary  body. 

Vaughan,  W. — Practice  of  allergy. 

Warren,  S. — The  pathology  of  diabetes  mellitus. 
Wechsler,  D. — The  measurement  of  adult  intelligence. 
Whitnall,  S.  E. — Anatomy  of  the  human  orbit. 

Wolf,  W. — Endocrinology  in  modern  practice. 

Endocrine  Gynecology.  By  E.  C.  HAMBLEN,  B.S., 
M.D.,  F.A.C.S.,  Associate  Professor  of  Obstetrics 
and  Gynecology,  Duke  University  School  of  Medi- 
cine; Gynecologist  in  Charge  of  the  Endocrine  Divi- 
sion and  Sex-Endocrine  Clinic,  Duke  University 
Hospital,  Durham,  North  Carolina.  Foreword  by 
J.  B.  Collip,  M.D.,  Gilman  Cheney  Professor  of  Bio- 
chemistry and  Pathological  Chemistry  McGill  Uni- 
versity, Montreal.  Charles  C.  Thomas.  Springfield, 
111.  1939.  453  pages.  Illustrated.  Cloth.  Price, 

$5.50. 

Reviewed  editorially  in  this  issue  of  the  Monthly. 

Virus  and  Rickettsial  Diseases.  With  Especial  Con- 
sideration of  Their  Public  Health  Significance.  A 
Symposium  held  at  the  Harvard  School  of  Public 
Health,  June  12-17,  1939.  Cambridge,  Massachu- 
setts. Harvard  University  Press.  1940.  Octavo  of 
xi-907  pages.  Cloth.  Price,  $6.50. 

Reviewed  editorially  in  this  issue  of  the  Monthly. 

Experimental  Pharmacology  and  Materia  Medica.  By 
DENNIS  E.  JACKSON,  Ph.D.,  M.D.,  F.I.C.A.,  Cin- 
cinnati, Ohio.,  Professor  of  Pharmacology,  Materia 
Medica  and  Therapeutics,  University  of  Cincinnati, 
School  of  Medicine;  Formerly  Associate  Professor 
of  Pharmacology,  Washington  University  Medical 
School,  St.  Louis.  Second  Edition.  St.  Louis.  The 
C.  V.  Mosby  Company.  1939.  Octavo  of  xxii-906 
pages.  With  892  Illustrations,  including  55  color 
plates.  Cloth.  Price,  $10.00. 

The  first  edition  of  this  book  was  published  in 
1917  and  has  been  a much  cherished  “Bible”  for 
those  of  us  in  pharmacology  ever  since.  It  has  been 
out  of  print  for  twenty  years,  and  the  release  of  a new 
second  completely  revised  edition  has  been  awaited 
with  much  anticipation.  Like  its  predecessor,  this 
new  volume  represents  the  finest  book  of  its  type  in 
the  world,  replete  with  up-to-the-minute  pharma- 


cological information  and  technical  pharmacological 
procedures,  written  masterly  by  one  respected  and 
beloved  by  his  colleagues.  It  will  be  of  tremendous 
value  to  students  and  teachers  of  pharmacology  and 
should  appeal  to  all  medical  men  interested  in  keep- 
ing abreast  with  the  progress  of  pharmacology. 

H.B.H. 

Anatomy  and  Physiology.  By  FREDERIC  THEO- 
DORE JUNG,  B.S.,  Pb.D.,  M.D.,  Assistant  Professor 
of  Physiology  and  Pharmacology,  Northwestern 
University  Medical  School;  Member  of  Visiting 
Staff,  Norwegian  American  Hospital,  Chicago. 
ANNA  RUTH  BENJAMIN,  B.A.,  M.D.,  Resident 
Physician,  Elgin  State  Hospital,  Elgin,  111.  ELIZA- 
BETH CARPENTER  EARLE,  B.A.,  R.N.,  Educa- 
tional Director,  School  of  Nursing,  St.  Elizabeths 
Hospital,  U.  S.  Department  of  Interior,  Washington, 
D.  C.  Philadelphia.  F.  A.  Davis  Company.  1939. 
Octavo  of  xxii-637  pages.  With  342  illustrations. 
Cloth.  Price,  $3.50. 

In  this  new  textbook  for  the  instruction  of  nurses, 
the  authors  purposely  abandon  the  conventional  ar- 
rangement of  the  material  and  omit  unnecessary  de- 
tails carried  along  traditionally  in  most  texts.  Thus, 
without  doubt,  they  succeed  in  making  their  subject 
both  interesting  and  practical.  The  outstanding  fea- 
ture is  that  each  topic  is  first  treated  from  the  ana- 
tomical and  then  from  the  physiological  point  of 
view,  finally  followed,  wherever  possible,  by  appli- 
cation of  the  special  subject  to  problems  of  nursing 
or  of  personal  hygiene.  Proper  emphasis  is  placed 
upon  the  histology  of  the  various  tissues  and  the 
activities  of  the  individual  cells.  Since  the  book  has 
left  the  traditional  pathway,  critical  readers  will  miss 
not  only  one  or  the  other  detail  but  even  larger  topics 
still  regarded  as  essential  by  many  instructors.  For 
instance,  a chapter  on  vitamins  is  missing.  In  the 
whole  book,  the  only  mention  of  this  subject  is  the 
casual  remark  that  the,  absence  of  vitamin  D causes 
rickets.  The  illustrations  are  numerous  and  well 
chosen  concerning  their  subjects.  However,  many  of 
the  histological  and  cross  anatomical  figures  are  not 
of  a high  didactic  or  artistic  standard. 

Ernst  Fischer. 

Do  You  Want  to  Become  a Doctor?  By  MORRIS 
FISHBEIN,  M.D.,  Editor,  Journal  of  the  American 
Medical  Association.  Frederick  A.  Stokes  Company. 
New  York.  1939.  12mo  of  xiii-176  pages.  Cloth. 
Price,  $1.50. 

Although  this  book  is  written,  as  the  title  implies, 
for  the  student,  our  review  is  written  rather  for  the 
doctor.  The  book  is  mainly  a report  showing  how 
the  acceptable  colleges  and  hospitals  of  the  United 
States  and  Canada  have  complied  with  the  require- 
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ments  of  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association.  The 
report  is  complete  and  so  impartial  that  even  the 
cults  can  not  take  exception. 

In  addition  there  are  chapters  on  Pre-medical  Edu- 
cation. The  Intern,  The  Specialist,  The  Future  of 
Medicine,  with  notes  on  Socialized  Medicine. 

The  great  advance  made  in  improving  the  stand- 
ards of  medical  education  and  the  consequent  re- 
quirements of  the  various  schools  and  examining 
boards  have  reached  a point  now  where  it  is  well- 
nigh  impossible  for  a young  man  to  prepare  himself 
for  the  practice  of  medicine  without  undergoing  train- 
ing over  a period  of  from  eight  to  twelve  years. 

There  is  no  other  calling  which  holds  the  new 
recruit  back  so  long  before  allowing  him  to  take  his 
place  on  the  firing  line.  To  your  youthful  patient 
appealing  for  assistance  in  vocational  guidance  this 
will  seem  almost  insurmountable. 

A certain  celebrated  evangelist  criticized  the  aver- 
age minister  of  the  gospel  for  his  tendency  to  aggra- 
vate the  timidity  of  the  new  convert  by  dilating  on 
the  obstacles  and  difficulties  he  would  encounter  in 
following  the  “straight  and  narrow  way”.  He  il- 
lustrated by  saying  that  if  it  were  possible  to  make  a 
new-born  babe  understand  that,  before  attaining  full 
manhood,  he  would  have  to  run  the  gauntlet  of 
measles,  chicken  pox,  mumps,  whooping  cough,  scar- 
let fever  and  perhaps  take  a chance  on  diphtheria, 
small  pox  and  a few  broken  bones,  the  poor  little 
infant  would  get  such  a shock  that  his  first  gasp  for 
breath  might  very  nearly  prove  his  last. 

And  so,  doctor,  if  you  would  appreciate  the  re- 
markable progress  that  has  been  made  and  is  still 
being  made  in  improving  the  standards  of  medical 
education  and  if  you  want  to  feel  a pride  in  the  call- 
ing you  have  adopted,  by  all  means  read  this  book; 
but  for  pity’s  sake  do  not  give  it  to  the  pre-medical 
babe  unless  in  broken  doses. 

Edavard  IMcCarthy. 

Emotions — Their  Psychological,  Physiological,  and 

Educative  Implications.  By  FREDERICK  H.  LUND, 

PH.D.,  Professor  of  Psychology,  Temple  University. 

The  Ronald  Press  Company.  New  York.  Pages  305. 

1939. 

Frederick  H.  Lund,  Ph.D.,  is  professor  of  psy- 
chology at  Temple  University.  This  is  a book  em- 
bodying a deep  knowledge  of  the  subject  from  the 
psychiatric  and  neurological  viewpoints  as  well  as 
from  the  psychological,  physiological,  and  educative 
side  mentioned  in  the  sub-title.  It  is  good  to  be  an 


M.D.  and  be  able  to  praise  a Ph.D.  for  a compre- 
hensive and  understanding  book  on  what  is  essen- 
tially a medical  subject  and  a difficult  one  at  that. 
In  this  book  the  illustrations  and  diagrams  are  nu- 
merous and  apropos  and  the  bibliography  is  com- 
plete, the  arrangement  of  subject  matter  is  all  that 
could  be  asked  for,  and  the  writing  is  scholarly,  in- 
teresting, and  sufficiently  non-technical  to  be  under- 
stood by  an  intelligent  layman. 

Emotions  give  us  our  desires,  our  delights,  and 
our  distresses,  they  make  us  hellions  or  saints, 
cowards  or  dare-devils,  and  they  lead  us  to  philan- 
thropy or  to  misanthropy.  Emotions  must  be  bal- 
anced, guided,  and  controlled  by  insight,  reason,  and 
judgment  if  they  are  to  function  at  the  maximum  of 
beneficence  and  only  in  the  individual  can  they  be 
thus  conditioned — the  mass  does  not  reason  and  the 
mob  lets  emotions  run  wild.  These  things  are  in- 
teresting, but  they  treat  only  of  emotions  in  their  ex- 
pression. One  has  to  go  to  the  researchers,  to  experi- 
menters, to  scientists,  and  to  scholars  like  Dr.  Lund 
to  learn  of  emotional  centers  and  their  pathways  and 
controls  and  of  the  effect  of  the  emotions  on  the  vari- 
ous tissues  of  the  body  and  upon  the  individual  as  a 
whole. 

Lund  first  identifies  emotions  and  then  takes  up 
the  neuro-glandular  basis  of  reactions,  the  cardio- 
vascular and  respiratory  changes,  the  gastrointestinal 
and  sexual  changes,  the  metabolic  and  skin  mani- 
festations, the  development  of  control,  and  the  mo- 
tivation. Each  chapter  in  the  book  is  summarized 
and  the  last  chapter  consist  of  conclusions  drawn 
from  the  book  as  a whole. 

Lund  reviews  the  theories  of  the  mentalists  who 
feel  that  emotions  belong  to  the  mind  of  consciousness 
and  arise  through  the  perception  of  the  emo- 
tion-producing object  or  situation.  He  considers 
McDougall’s  idea  of  emotions  as  affective  phases  of 
specific  instincts,  and  also  the  James-Lang  theory 
that  emotional  consciousness  was  not  a cause  but  an 
effect  of  bodily  changes,  and  cites  Rexroad’s  idea  of 
visceral  changes  and  the  theories  of  behavior  pat- 
terns. He  proceeds  by  indicating  that  emotion  is  not 
a response  to  a form  of  conscious  content,  but  agrees 
with  Bentley  that  it  is  a complex  activity  involving 
beginning,  course,  and  ending.  He  finds  himself  in 
general  agreement  with  Cannon,  Bard,  and  Dana  that 
emotional  changes  within  the  somatic  as  well  as  those 
of  the  visceral  system  have  their  origin  in  the  region 
of  the  hypothalamus  of  the  diencephalon.  He  also 
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appears  to  believe  that  emotions  travel,  with  cortical 
control,  through  the  autonomic  nervous  systems  and 
their  connections  with  the  cerebrospinal  system. 

Altogether  this  is  an  enlightening  book,  deep  in  its 
research,  wide  in  its  investigations,  and  high  in  its 
conjectures  based  upon  our  present  knowledge. 

Beverley  R.  Tucker,  M.D. 

Practical  Obstetrics.  By  P.  BROOKE  BLAND,  M.D., 
Emeritus  Professor  of  Obstetrics,  Jefferson  Medi- 
cal College;  Consulting  Obstetrician,  Jefferson 
Medical  College  Hospital,  Philadelphia.  And 
THADDEUS  L.  MONTGOMERY,  M.D.,  Clinical  Pro- 
fessor of  Obstetrics,  Jefferson  Medical  College, 
Philadelphia.  Third  Edition  Revised.  Philadelphia. 
F.  A.  Davis  Company.  1939.  Octavo  of  xxiv-877 
pages.  Illustrated  with  502  engravings,  including 
twenty-  seven  colored  plates.  Cloth.  Price,  $8.00. 

This  book  had  its  origin  in  a series  of  obstetrical 
tables  prepared  for  the  use  of  the  students  of  the 
Jefferson  Medical  College.  Dr.  Bland  is  emeritus 
professor  of  obstetrics  and  Dr.  Montgomery  is  clini- 
cal professor  of  obstetrics  of  that  college. 

Its  purpose  according  to  the  preface  is  to  fill  the 
important  place  between  a small  manual  and  a large 
work  in  obstetrics. 

In  looking  at  the  index  one  is  at  once  struck  by 
the  fact  that  the  information  is  handled  in  a different 
way  from  the  usual  textbooks. 

For  instance  chapter  xxv  is  devoted  to  Obstetric 
Jurisprudence  and  a Section  of  Reference  Reading 
while  there  are  no  references  at  the  end  of  the  chapter 
and  very  few  in  the  text.  One  wonders  if  the  average 
medical  student  will  take  the  trouble  to  turn  to  the 
end  of  the  book  for  further  information. 

As  I turned  the  pages  the  very  first  illustration 
arrested  my  attention  as  if  someone  had  pulled  my 
arm.  It  seemed  to  be  in  three  dimensions.  The  rest 
of  the  illustrations  are  good  particularly  the  colored 
ones  of  the  cervix  in  cases  of  trichomonas  vaginalis 
and  monilia. 

There  is  no  extra  padding  in  the  text,  in  fact  the 
bones  of  information  rattle  around  a little  because  of 
the  absence  of  a filler-in. 

Interested  to  find  out  about  the  breasts  I had  to 
seek  the  guidance  of  the  index  in  order  to  get  the 
complete  story.  The  anatomy  of  the  breasts  and  the 
physiology  of  milk  production  were  in  entirely  dif- 
ferent parts  of  the  book.  When  found  the  descrip- 
tion was  brief  but  clear. 

The  tables  of  differential  diagnosis  are  very  fine 
throughout  the  whole  book  and  sufficient  of  them- 
selves to  justify  the  purchase  of  Practical  Obstetrics.  - 


A diagnosis  of  presentation  and  position  of  the 
foetus  is  difficult  enough  when  the  bare  hands  and 
arms  are  used.  In  the  illustrations  of  abdominal 
palpation  for  diagnosis  the  hands  are  sheathed  in 
rubber  gloves  and  the  arms  in  many  illustrations  are 
covered  with  sleeves. 

The  distinguished  authors  have  carried  through 
brilliantly  their  plan,  as  indicated  in  the  preface,  of 
writing  a book  that  fills  the  important  place  between 
a small  manual  and  a large  work. 

I recommend  it  to  my  students  new  and  old. 

G.B. 

Synopsis  of  Pediatrics.  By  JOHN  ZAHORSKY,  A.B., 
M.D.,  F.A.C.P.,  Professor  of  Pediatrics  and  Director 
of  the  Department  of  Pediatrics,  St.  Louis  Univer- 
sity School  of  Medicine,  and  Ped.iatrician-in-Chief 
to  the  St.  Mary’s  Group  of  Hospitals;  Fellow  of  the 
American  Academy  of  Pediatrics.  Assisted  by  T.  S. 
ZAHORSKY,  B.S.,  M.D.,  Instructor  in  Pediatrics, 
St.  Louis  University  School  of  Medicine,  and  As- 
sistant Pediatrician  to  the  St.  Mary’s  Group  of 
Hospitals.  Third  Edition.  St.  Louis.  The  C.  V. 
Mosby  Company.  1939.  12mo  of  430  pages.  Illus- 
trated. Imitation  leather.  Price,  $4.00. 

The  fact  that  Zahorsky’s  Synopsis  of  Pediatrics 
has  reached  its  third  edition  is  evidence  of  its  popu- 
larity. That  these  three  editions  have  been  put  out 
in  the  past  five  years  indicates  the  rapid  advance  of 
medical  science  and  the  realization  of  the  writers  that 
such  a volume  must  be  up  to  date  for  its  greatest 
value. 

The  new  edition  contains  the  more  recent  advances 
in  Pediatrics.  Among  these  are  the  accumulating 
knowledge  on  the  vitamins,  the  use  of  sulphanilamide 
in  streptococcic  infections  and  of  sulfapyridine  in 
pneumonias,  the  occurrence  of  malignant  neutro- 
philias, the  allergic  diseases  with  the  mention  of 
potassium  chloride  as  a new  drug  in  this  field  for 
therapy,  the  use  of  tetanus  toxoid  in  the  group  of 
prophylactic  biologicals,  the  significance  of  mineral 
oil  in  the  etiology  of  lipoid  pneumonia  and  the  in- 
creasing incidence  of  Rocky  Mountain  Spotted  Fever. 
Space  is  also  given  to  a short  discussion  of  mental 
hygiene  as  a pediatric  concern. 

A new  section  is  added  at  the  close  of  the  book  on 
Poisons  and  Bites  and  an  appendix  is  added  giving 
the  dosage  of  the  most  important  drugs  used  for  in- 
fants under  one  year  of  age. 

The  book  is  of  particular  value  to  students  who 
want  the  maximum  amount  of  information  in  the 
minimum  of  time  and  space.  It  makes  no  attempt  to 
give  an  exhaustive  discussion  on  any  subject. 
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Editorial 


The  Tri-State  Meeting. 

The  two  days  of  scientific  sessions  recently  con- 
ducted in  Richmond  by  the  doctors  of  the  Carolinas 
and  Virginia  w'ere  crowded  with  a busy  program. 
Once  again  it  has  been  demonstrated  that  there  is 
much  to  be  learned  from  a meeting  of  this  character. 
Five  hundred  doctors  having  so  much  in  common 
find  a great  deal  to  challenge  them  in  what  is  said 
by  the  scheduled  esayists,  but  perhaps  even  more  is 
derived,  though  with  less  formality,  from  touching 
shoulders  with  one’s  neighbors  in  the  exchange  of 
ideas  and  experience.  Here  is  hoping  that  the  Tri- 
State  comes  back  to  Virginia  soon. 

Three  Amendments. 

To  the  Governor’s  proposal  for  reorganizing  the 
State  Hospital  Board  three  amendments  at  least 
should  be  offered: 

1.  The  Director  of  the  Virginia  State  Hospitals 
for  Mental  Patients  shall  be  a licentiate  of  the 
Board  of  Licensure  of  the  American  Psychiatric  As- 
sociation. 

2.  The  Director  of  Virginia  State  Hospitals  for 
Mental  Patients  shall  be  appointed  by  the  Governor 
on  recommendation  of  the  State  Hospital  Board,  and 
can  not  be  dismissed  except  on  recommendation  of  a 
majority  of  the  Board. 

3.  The  State  Hospital  Board  shall  consist  of  seven 


members,  of  whom  at  least  three  shall  be  physicians. 
At  least  one  of  the  latter  shall  be  a psychiatrist. 

Only  by  such  changes  will  the  care  of  Virginia’s 
ten  thousand  mental  patients  be  kept  out  of  politics 
and  under  the  control  of  a Board  qualified  to  render 
expert  supervision. 

Bootleg  Chiropractors. 

Chiropractors  appeared  before  the  Legislature  in 
force  at  a recent  hearing  of  a bill  designed  to  estab- 
lish an  independent  board  in  this  State.  The  occa- 
sion was  remarkable  not  only  for  the  fact  that  the 
bill  was  actually  reported  out  of  the  Committee — only 
heroic  effort  on  the  part  of  the  Society’s  Legislative 
Committee  secured  its  recommittal — but  for  the  fact 
that  no  less  than  seventy  chiropractors  are  said  to 
have  openly  boasted  before  the  law  makers  of  il- 
legally practising  their  profession  in  the  State  of  Vir- 
ginia. This  mass  confession  suggests  that  the  only  final 
and  effective  method  of  eliminating  this  cult  from  the 
State  is  a more  vigorous  prosecution  in  the  courts  of 
all  future  offenders.  Should  the  law  be  strengthened 
to  include  severer  penalties  for  its  infraction  and 
should  each  local  infraction  of  the  law  be  sum- 
marily dealt  with,  the  people  of  Virginia  would  be 
quickly  rid  of  a cult  whose  existence  within  the  State 
presents  a hazard  to  health  hitherto  only  vaguely  ap- 
preciated. 
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Miniature  Films. 

The  General  Electric  X-ray  Corporation  an- 
nounces the  successful  “development  of  a reasonably 
accurate  yet  relatively  inexpensive  method  of  apply- 
ing X-ray  examination  to  large  groups  of  people.” 
The  method  consists  of  photographing  the  fluorescent 
image  on  4"  x 5"  films.  An  extremely  fast  screen 
has  been  developed  as  well  as  a specially  prepared 
lens  capable  of  producing  a very  sharp  image.  The 
method  is  apparently  superior  to  the  use  of  sensitized 
paper,  fluoroscopy  and  the  smaller  35-mm  film. 

At  the  last  meeting  of  the  Radiological  Society  of 
America,  Potter,  Douglas  and  Birkelo  reported,  in  a 
comparative  study  of  1,610  chests,  using  the  stand- 
ard 14"  X 17"  and  the  new  4"  x 5"  films,  results 
which  indicate  the  surprising  accuracy  of  the  new 
method.  There  was  an  error  of  only  2.6  per  cent  in 
a total  of  271  active  lesions  demonstrated  by  both 
methods.  The  new  photoroentgenographs  are  em- 
ployed without  preliminary  tuberculin  testing,  are 
relatively  inexpensive,  and  should  therefore  have  a 
place  in  mass  surveys  for  pulmonary  tuberculosis. 

Virus  Diseases. 

The  Harvard  University  Press  under  the  title  of 
Virus  and  Rickettsial  Diseases  has  just  issued  a 
significant  volume.  To  have  told  the  medical  pro- 
fession of  the  late  nineteenth  century,  just  catching 
its  breath  with  excitement  over  the  revolution  in 
knowledge  that  bacteriological  discovery  was  creat- 
ing, that  a new  group  of  communicable  diseases,  even 
more  numerous  than  those  due  to  bacteria,  was  soon 
to  be  discovered  would  have  staggered  their  imagi- 
nation. It  is  probably  true  that  the  medical  pro- 
fession as  a whole  has  still  a very  poor  conception 
of  the  e.xtent  and  importance  of  virus  diseases,  and 
of  the  mass  of  important  material  that  has  been  as- 
sembled concerning  them  within  the  last  ten  years. 
Remarkable  as  it  may  seem,  the  last  edition  of  a 
standard  textbook  of  medicine  still  classifies  all  the 
diseases  in  this  enormous  field  as  diseases  of  un- 
known origin. 

This  latest  book  on  the  subject  is  made  up  of  the 
collected  papers  which  were  read  at  a s>inposium 
held  at  the  Harvard  School  of  Public  Health  June 


12-June  17,  1939.  It  is  a contribution  of  some 
twenty-odd  authorities,  and  is  packed  with  infor- 
mation of  great  interest.  Every  doctor  owes  it  to 
himself  to  read  this  book,  for  it  can  be  truthfully 
stated  that  no  group  of  diseases  has  greater  economic 
or  hygienic  significance  than  the  infections  caused 
by  filterable  viruses. 

In  view  of  the  recent  interest  in  the  role  of  the 
intestinal  tract  in  poliomyelitis  and  the  possible 
spread  of  the  disease  through  fecal  contamination 
great  importance  attaches  to  a paragraph  in  John  E. 
Gordon’s  chapter  on  Epidemiologic  Problems  in 
Virus  Diseases.  Says  Professor  Gordon:  “The  gen- 
eral absence  of  virus  diseases  of  the  gastro-intestinal 
tract  of  man  is  just  as  striking  as  the  universal  trans- 
mission of  rickettsial  diseases  by  insects.  In  reason- 
ing about  the  probable  nature  of  infectious  agents  in 
a diseases  of  unknown  cause,  it  is  well  to  remember 
that  a bacterium  or  a virus  is  most  likely  if  trans- 
mission is  by  secretions  from  the  respiratory  tract; 
a recognized  arthropod  vector  suggests  a virus,  a 
protozoan,  or  one  of  the  rickettsiae;  a strictly  gastro- 
intestinal disease  is  probably  not  due  to  a virus.” 

E.  C.  Hamblen’s  Monograph. 

It  is  with  pride  that  we  call  the  attention  of  the 
doctors  of  Virginia  to  an  important  publication  by  a 
recent  graduate  of  one  of  our  own  medical  schools. 
Dr.  E.  C.  Hamblen’s  Endocrine  Gynecology  (Charles 
C.  Thomas,  Baltimore)  is  the  book  to  which  w^e 
refer.  At  a time  when  the  medical  profession  is  being 
flooded  with  a hundred  and  one  new  endocrine  prod- 
ucts, manufactured  by  a score  of  proprietary  con- 
cerns, and  marketed  under  the  guise  of  enough 
strange  names  to  stagger  a lexicographer,  it  is  re- 
freshing to  read  a restrained  and  conservative  mono- 
graph dedicated  to  a clinical  appraisal  of  the  sex 
hormones.  There  is  apparently  still  much  rubbish 
to  be  cleared  from  the  large  field  between  the  “phy- 
siological and  pharmacologic  properties  of  chemically 
pure  hormones  or  extract  of  hormone”  as  exhibited  in 
the  laboratory,  and  their  clinical  value  when  given 
adequate  bedside  trial.  Dr.  Hamblen’s  book  in- 
terprets clearly  and  fairly  data  of  this  sort  in  lan- 
guage understandable  by  the  average  doctor. 
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Proceedings  of  Societies 


The  Augusta  County  Medical  Association 
Held  its  regular  quarterly  meeting  at  the  Stone- 
wall Jackson  Hotel,  Staunton,  on  February  7. 
Thirty-six  members  of  the  Society  and  three  guests, 
Drs.  J.  F.  Thaxton  and  E.  E.  Serrano  of  the  du  Pont 
Company,  Wajmesboro,  and  Dr.  E.  M.  Landis  of  the 
University  of  Virginia,  were  present. 

After  the  transaction  of  the  business,  the  following 
practicing  physicians  of  Augusta  County  were  elected 
members;  Dr.  G.  F.  Hollar  of  Wa}Tiesboro  and  Dr. 
C.  F.  Gaylord  of  Staunton.  Dr.  Leland  C.  Brown  of 
Staunton  became  a member  by  transfer  from  the 
Cabell  County  Society  of  West  Virginia. 

The  scientific  program  consisted  of  an  illustrated 
address  by  Dr.  Eugene  M.  Landis,  Professor  of  the 
Practice  of  Medicine  of  the  Medical  School  of  the 
University  of  Virginia  on  “The  Diagnosis  and 
Treatment  of  Peripheral  Vascular  Diseases”.  This 
was  followed  by  a twenty-minute  moving  picture  il- 
lustrating “Transverse  Cervical  Caesarian  Section”. 

Following  the  business  and  scientific  session,  mem- 
bers of  the  Society  and  their  guests  enjoyed  supper 
at  the  hotel. 


A called  meeting  of  the  Augusta  Medical  Society 
was  held  on  February  13,  to  consider  House  Bill  No. 
120  and  House  Bill  No.  200.  Resolutions  from  the 
Society  covering  these  bills  were  forwarded  to  the 
Senator  and  Representatives  from  this  District. 

J.  E.  Cox,  Secretary. 

The  Fourth  District  Medical  Society 

Held  its  regular  meeting  at  Emporia  on  February 
13,  with  the  president.  Dr.  Munford  Yates  of  Peters- 
burg, presiding.  The  following  scientific  program 
was  presented:  Skin  Diseases  by  Dr.  Hilmar 
Schmidt,  Petersburg;  Ambulatory  Treatment  of 
Fractures  of  the  Lower  Extremity  by  Dr.  R.  L. 
Raiford,  Franklin;  Clinical  Use  of  the  Male  Sex 
Hormone  by  Dr.  Samuel  A.  Vest,  University;  and 
Acute  Respiratory  Diseases  in  Infants  and  Young 
Children  by  Dr.  Wm.  B.  Mcllwaine,  Petersburg. 

At  the  business  meeting,  it  was  announced  that 
representatives  in  the  General  Assembly  from  the 
fourth  district  had  been  instructed  to  oppose  the 
chiropractic  bill.  Also,  the  Society  went  on  record 
as  being  in  favor  of  giving  negro  physicians  of  Vir- 


ginia the  privilege  of  attending  the  scientific  sessions 
of  the  Medical  Society  of  Virginia.  It  was  noted 
that  since  the  organization  of  the  Postgraduate  Medi- 
cal Society  in  1927,  negro  physicians  in  that  territory 
had  been  invited  and  attended  their  scientific  sessions. 

In  response  to  recommendation  from  the  South- 
side  Virginia  Medical  Association,  motion  was  made 
and  adopted  that  the  Fourth  District  Society  would 
be  glad  to  have  the  Southside  Association  consoli- 
date with  them,  if  and  when  similar  action  is  taken 
by  the  whole  Southside  Association. 

A letter  was  read  from  Dr.  E.  C.  L.  Miller,  Di- 
recting Librarian  of  the  Medical  College  of  Virginia, 
offering  the  services  of  that  Library,  and  apprecia- 
tion was  expressed  for  this  offer. 

Albemarle  County  Medical  Society. 

At  the  January  meeting  of  this  Society,  the  fol- 
lowing officers  were  elected:  President,  Dr.  H.  B. 
Mulholland;  vice-president.  Dr.  R.  G-  Magmder; 
and  secretary-treasurer,  Dr.  Wm.  H.  Wood,  Jr.  (re- 
elected). 

James  River  Medical  Society. 

Dr.  Nash  Snead,  Cartersville,  is  now  president  of 
this  society  and  Dr.  Garland  Dyches,  Dillwyn,  sec- 
retary. 

Norfolk  County  Medical  Society. 

Owing  to  the  death  of  Dr.  Harvde  S.  Baker,  presi- 
dent of  this  Society,  Dr.  James  W.  Anderson,  presi- 
dent-elect, has  succeeded  to  the  presidency  for  the 
balance  of  the  current  year,  as  well  as  the  following 
year,  the  term  for  which  he  was  elected. 

Lockburn  B.  Scott,  Secretary. 

Richmond  Academy  of  Medicine. 

The  Section  on  the  History  of  Medicine  of  the 
Academy  held  its  annual  banquet  and  meeting  on 
February  13,  with  the  chairman.  Dr.  William  Branch 
Porter,  presiding.  The  guest  of  honor  was  Dr.  Rus- 
sell L.  Haden,  Chief  of  the  Medical  Section  of  the 
Cleveland  Clinic,  Cleveland,  Ohio,  who  spoke  before 
the  general  meeting  of  the  Academy,  following  the 
banquet. 

Officers  elected  were:  chairman.  Dr.  J.  Morrison 
Hutcheson;  vice-chairman.  Dr.  E.  H.  Terrell;  and 
secretary-treasurer.  Dr,  A.  Stephens  Graham. 
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Roanoke  Academy  of  Medicine. 

At  the  regular  meeting  of  the  Academy  on  Feb- 
ruary 5,  the  following  scientific  program  was  pre- 
sented: Treatment  of  Pellagra  with  Nicotinic  Acid 
by  Dr.  Julian  M.  Ruffin,  Duke  University,  Durham, 


N.  C.;  and  Roentgen  Therapy  of  Hemangiomas  and 
Hygromas  in  Infants  and  Children  by  Dr.  Fred  M. 
Hodges,  Richmond. 

Dr.  L.  G.  Richards  is  president  and  Dr.  D.  B. 
Stuart,  secretary-treasurer. 


News  Notes 


The  Stuart  McGuire  Lectures, 

Held  under  the  auspices  of  the  Medical  College 
of  Virginia,  are  scheduled  to  be  held  in  Richmond 
on  April  16  and  17,  at  the  time  of  the  postgraduate 
clinics  of  the  college.  Obstetrics  is  the  subject  for 
discussion  this  year,  with  Dr.  Frederic  C.  Fluhmann 
of  Leland  Stanford  University  as  the  Stuart  McGuire 
lecturer,  and  Dr.  N.  J.  Eastman  of  Johns  Hopkins 
University,  Dr.  Louis  Douglas  of  University  of 
Maryland,  Dr.  Tiffany  J.  Williams  of  University  of 
Virginia,  and  Dr.  Bayard  Carter  of  Duke  University, 
as  speakers  for  the  post-graduate  clinics. 

News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

Drs.  Edwin  P.  Lehman  and  Floyd  Boys  gave  a 
report  of  their  investigations  on  the  Control  of  Intra- 
peritoneal  Adhesions  with  Heparin  before  the  Lynch- 
burg Academy  of  Medicine  on  January  8. 

Sir  James  Purves  Stewart,  a distinguished  neurol- 
ogist of  London,  England,  and  Dr.  Beverley  R. 
Tucker,  of  Richmond,  visited  the  Medical  School  on 
January  12. 

Mr.  Philipp  B.  Philipp  of  New  York  City  and 
Albemarle  County,  Virginia,  has  contributed  a gift 
of  $3,000.00  to  the  Department  of  Radiology  for  the 
purchase  of  additional  X-ray  equipment. 

On  February  7,  Dr.  Samuel  A.  Vest  spoke  before 
the  Fourth  District  Medical  Society  in  Petersburg  on 
The  Clinical  Use  of  the  Male  Sex  Hormones. 

Dr.  Eugene  M.  Landis  spoke  before  the  Virginia 
Peninsula  Academy  of  Medicine,  meeting  in  New- 
port News,  on  December  18,  on  the  subject  of  Diag- 
nosis and  Treatment  of  Peripheral  Vascular  Diseases. 
On  January  22,  he  addressed  the  St.  Elizabeth’s 
Hospital  Staff  in  Richmond,  on.  the  subject.  Recent 
Work  on  the  Pathogenesis  of  Hypertension.  On 
February  7,  he  spoke  before  the  Augusta  County 
Medical  Association  in  Staunton,  on  Diagnosis  and 


Treatment  of  Peripheral  Vascular  Diseases;  A Gen- 
eral Survey. 

At  the  meeting  of  the  American  Microscopical 
Society  in  Columbus,  Ohio,  in  December,  Dr.  H.  E. 
Jordan  was  elected  President. 

On  February  8,  Dr.  H.  E.  Jordan  spoke  before 
the  Virginia  Chapter  of  Sigma  XI  on  the  subject  of 
the  Origin  and  Significance  of  the  Giant  Cells  of 
the  Lungs. 

News  Notes  from  Duke  University  School  of 
Medicine  and  Duke  Hospital. 

The  following  clinics  have  been  held  recently: 
January  26,  “Testosterone  Therapy  in  Hypo- 
genitalism”, by  Dr.  Samuel  A.  Vest,  Jr.,  Professor  of 
Urology,  University  of  Virginia  Medical  School. 

Febmary  27,  “Appendicitis”,  by  Dr.  John  M.  T. 
Finney,  Jr.,  Associate  in  Surgery,  The  Johns  Hop- 
kins University  School  of  Medicine. 

February  28,  “Influenza”,  by  Dr,  Thomas  Fran- 
cis, Jr.,  Professor  of  Bacteriology,  Bellevue  Medical 
School. 

Through  the  grant  of  $175,000  from  The  Rocke- 
feller Foundation,  a department  of  Psychiatry  and 
Mental  Hygiene  has  been  established  at  Duke  Uni- 
versity, to  be  operated  beginning  September  1,  1940, 
and  the  Highland  Hospital,  at  Asheville,  N.  C.  A 
gift  to  the  University  last  year  by  Dr.  Robert  S.  Car- 
roll,  will  be  used  in  connection  with  this  department. 
Dr.  Richard  S.  Lyman,  now  of  the  Phipps  Psy- 
chiatric Clinic,  Johns  Hopkins  University,  has  been 
appointed  head  of  the  new  department. 

Dr,  Fred  E.  Hamlin, 

Roanoke,  was  recently  elected  president  of  the 
Kiwanis  Club  of  that  city  for  the  year  1940. 

“The  Foundation  Prize”. 

The  American  Association  of  Obstetricians,  Gyn- 
ecologists and  Abdominal  Surgeons  announces  that 
entries  for  “The  Foundation  Prize”  of  $150.00  must 
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be  in  the  hands  of  the  secretary  before  June  1. 
Eligible  contestants  shall  include  only  interns,  resi- 
dents, or  graduate  students  in  obstetrics,  gynecology, 
or  abdominal  surgery,  and  physicians  who  are  ac- 
tively practicing  or  teaching  these  specialties.  Man- 
uscripts must  be  limited  to  5,000  words,  and  must 
be  presented  under  a nom-de-plume,  which  shall  in 
no  way  indicate  the  author’s  identity,  with  a sealed 
envelope  bearing  the  nom-de-plume  and  containing 
a card  showing  the  name  and  address  of  contestant. 
The  successful  candidate  must  appear  in  person  to 
present  his  contribution  at  the  annual  meeting  of  the 
Association. 

For  further  information,  write  Dr.  James  R.  Bloss, 
secretary,  418  Eleventh  Street,  Huntington,  W.  Va. 

Dr.  Walter  McMann, 

Dan\dlle,  announces  the  removal  of  his  offices 
from  the  [Masonic  Temple  Building  to  944  Main 
Street,  that  city. 

Drs.  Garcin. 

Dr.  Ramon  D.  Garcin,  Riclimond,  announces  the 
association  of  his  son.  Dr.  Ramon  D.  Garcin,  Jr., 
who  has  been  practicing  internal  medicine  in  Brook- 
hm,  N.  Y.,  for  the  past  ten  years.  Their  offices  are 
at  2618  East  Broad  Street. 

Dr.  Garcin,  Sr.,  was  recently  re-appointed  on  the 
Board  of  Directors  of  the  Bank  of  Commerce  and 
Trusts. 


Dr.  George  H.  Steuart, 

Ottoman,  has  been  elected  a member  of  the  Board 
of  Supervisors  of  the  Lancaster  County  Board  of 
Agriculture. 

Dr.  A.  S.  Brinkley, 

Richmond,  was  recently  elected  a vice-president  of 
the  Virginia  Dahlia  Society. 

U.  S.  Census  of  Housing. 

The  kind  of  homes  people  live  in,  the  medical  pro- 
fession has  long  recognized,  is  an  important  factor 
in  the  state  of  their  health.  Until  now,  however, 
adequate  factual  data  on  American  housing  condi- 
tions has  been  lacking.  This  need  will  be  met  in 
April,  when  the  first  U.  S.  Census  of  Housing  takes 
place. 

The  projected  questions  which  will  probably  pro- 
duce the  information  of  most  interest  to  physicians 
concern  water  supply,  toilet,  bathing  and  heating  fa- 
cilities. The  tabulated  answers  will  show  how  many 
dwelling  units  in  each  community  are  without  modem 
equipment  for  these  purposes.  Where  there  is  a wide- 
spread lack,  it  can  safely  be  assumed  that  the 
standard  of  living  is  low  and  the  incidence  of  sick- 
ness will  be  high. 

Number  of  rooms  in  each  dwelling  unit  will  be 
ascertained,  and  when  correlated  with  number  of 
persons  in  the  household,  will  indicate  whether  there 
is  overcrowding  dangerous  to  health. 

Other  questions  deal  with  occupancy,  rentals  and 
value,  age  of  structure  and  need  of  major  repairs,  and 
mortgage  characteristics  of  non-farm,  owner-occupied 
structures  containing  not  more  than  four  dwelling 
units. 

Dr.  W.  G.  Lewis, 

Medical  College  of  Virginia,  class  of  1938,  has 
located  at  Stokesdale,  N.  C.,  for  the  general  practice 
of  medicine. 

Dr.  Cullen  Pitt, 

Recently  acting  medical  director  of  the  Atlantic 
Life  Insurance  Company  in  Richmond,  has  just  been 
elected  medical  director. 

The  American  Association  for  the  Study  of 

Goiter 

Announces  that. the  Van  Meter  Prize  Award  of 
three  hundred  dollars  will  be  made  at  their  annual 
meeting  in  Rochester,  Minn.,  on  April  15-17.  The 
essay  is  to  be  on  original  work  on  problems  related 


Neuropsychiatric  Society  of  Virginia. 

The  annual  meeting  of  this  society  was  held  in 
Richmond  on  Febmary  7,  with  the  president.  Dr. 
Hugh  C.  Henry,  Richmond,  presiding.  Dr.  Winfred 
Overholser,  superintendent  of  St.  Elizabeth’s  Hos- 
pital, Washington,  D.  C.,  was  the  principal  speaker, 
his  subject  being  “Psychiatry  and  the  Courts — Some 
.Attitudes  and  Their  Reasons”.  Others  on  the  pro- 
gram were  Drs.  Joseph  R.  Blalock,  J.  B.  Funk- 
houser,  J.  E.  K.  Flannagan,  and  J.  E.  Barrett,  of 
Marion;  and  Dr.  James  B.  Pettis,  Staunton. 

The  following  officers  were  elected:  President, 
Dr.  Thomas  N.  Spessard,  Norfolk;  vice-president. 
Dr.  W.  Gayle  Cmtchfield,  Richmond;  and  secretary- 
treasurer,  Dr.  E.  H.  Williams,  Richmond  (re- 
elected). 

Dr.  Wilbur  M.  Bowman 

Has  been  elected  president  of  the  Petersburg  City 
Employees  Federal  Credit  Union. 
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to  the  thyroid  gland  and  may  cover  either  clinical 
or  research  investigations.  It  shall  not  exceed  3,000 
words,  be  typewritten,  double-spaced,  and  a copy  sent 
to  the  corresponding  secretary.  Dr.  W.  Blair  Mosser, 
133  Biddle  Street,  Kane,  Pennsylvania,  not  later  than 
March  15. 

The  program  of  the  annual  meeting  will  consist  of 
papers  dealing  with  goiter  and  other  diseases  of  the 
thyroid  gland;  dry  clinics  conducted  by  guests  of 
the  Association;  and  operative  clinics  by  the  staff  of 
the  Mayo  Clinic. 

Dr.  J.  K.  McGregor,  Hamilton,  Ontario,  Canada, 
is  president  of  the  Association. 

Dr.  Kinloch  Nelson, 

Ridimond,  has  been  appointed  chief  of  the  medical 
staff  of  the  City  Home,  a position  held  for  several 
years  by  the  late  Dr.  L.  T.  Price. 

Appointments  in  National  Guard. 

Dr.  L.  E.  Mayo,  Jr.,  Portsmouth,  and  Dr.  M. 
Robert  Buckley,  Richmond,  have  been  commissioned 
as  first  lieutenants.  Medical  Corps,  of  the  Virginia 
National  Guard  and  assigned  to  the  111th  Field 
Artillery. 

Doctors  Named  Officers  in  Masonic  Order. 

Dr.  William  R.  Weisiger,  Richmond,  was  recently 
chosen  grand  junior  warden  and  Dr.  R.  S.  Griffith, 
Waynesboro,  grand  senior  steward,  of  the  Grand 
Lodge,  Ancient  Free  and  Accepted  Masons  of  Vir- 
ginia. 

Dr.  Karl  S.  Blackwell, 

Richmond,  was  in  February  re-elected  President  of 
the  Y.  M.  C.  A.  of  this  city  for  another  term. 

Gloucester  Doctors  Received  Appointments. 

Dr.  H.  A.  Tabb  of  Gloucester  has  been  named  a 
member  of  the  Board  of  Pension  Commissioners  of 
that  County  for  the  year  1940;  and 

Dr-.  J.  D.  Clements  of  Ordinary  was  appointed 
coroner  for  the  remainder  of  the  term  which  expires 
December  31,  1943. 

Dr.  Patrick  H.  Drewry,  Jr., 

A native  of  Petersburg,  has  just  completed  a year’s 
fellowship  in  psychiatry  under  the  Rockefeller  Foun- 
dation, and  has  located  in  Richmond,  where  he  will 
be  on  full  time  duty  at  the  Medical  College  of  Vir- 
ginia in  the  department  of  neuropsychiatry  and  will 
also  be  engaged  in  research  work.  Dr.  Drewry,  who 
is  an  alumnus  of  Johns  Hopkins  University,  started 


his  fellowship  work  in  London  but  had  to  return  to 
this  country  when  war  was  declared  and  completed 
his  course  in  Child  Guidance  work  under  Dr.  Kan- 
ner  in  Baltimore. 

Spring  Graduate  Course  at  Gill  Memorial 

Hospital. 

The  fourteenth  annual  Spring  Graduate  Course  of 
Gill  Memorial  Hospital,  Roanoke,  will  be  given  from 
April  1 to  6.  This  includes  lectures  in  ophthal- 
mology, otology,  rhinology,  lar}mgology,  facio- 
maxillary  surgery,  bronchoscopy  and  esophagoscopy. 
There  are  fifteen  guest  members  of  the  faculty  in 
addition  to  members  of  the  hospital  staff.  Details  as 
to  the  course  may  be  obtained  from  the  Superin- 
tendent of  the  hospital.  Box  2467,  Roanoke,  Va. 

Portraits  of  Virginia  Medical  Pioneers. 

In  this  issue  of  the  Monthly,  Abbott  Laboratories 
offers  another  in  its  series  of  Virginia  Medical 
Pioneers,  which  is  suitable  for  framing  and  hanging 
in  doctors’  offices.  This  will  make  an  interesting 
collection  and  should  be  secured  promptly. 

Other  advertisers  are  constantly  making  attractive 
offers.  Why  not  look  over  the  advertising  pages  each 
month  and  get  better  acquainted  with  those  who  are 
of  material  assistance  in  the  publication  of  the 
IMonthly  ? 

Dr.  M.  Cohen, 

Class  of  ’31,  Medical  College  of  Virginia,  who 
took  special  postgraduate  work  in  Philadelphia  and 
has  for  the  past  year  been  on  the  staff  of  the  Park- 
land Hospital,  Dallas,  Texas,  moved  to  Marlin, 
Texas,  the  middle  of  February,  where  he  will  be 
radiologist  at  the  Torbett  Clinic  and  Hospital. 

The  American  Physicians’  Art  Association, 

Composed  of  over  eight  hundred  physicians  in  the 
United  States,  Canada  and  Hawaii,  who  follow  some 
form  of  Fine  or  Applied  Art  as  an  avocation,  will 
hold  the  next  annual  art  show  at  the  Belmont-Plaza 
Hotel,  New  York  City,  June  10  to  14,  inclusive. 
This  Exhibit  is  held  in  conjunction  w'ith  the  Ameri- 
can Medical  Association  Convention  to  be  held  at  the 
same  time  in  the  vicinity  of  the  Belmont-Plaza.  All 
physicians  in  active  practice  or  retired  who  have  an 
art  hobby  including  photography  are  cordially  in- 
vited to  participate  in  the  New  York  Exhibit. 

To  become  a member  of  this  Art  Association  a 
physician  may  join  by  mailing  a check  for  one  dollar 
to  the  Treasurer,  Dr.  R.  W.  Burlingame,  San  Fran- 


1940] 


Virginia  Medical  Monthly 


195 


cisco  County  Hospital,  San  Francisco,  Calif.,  and 
briefly  state  what  art  medium  the  applicant  follows. 

For  detailed  information  write  to  the  Executive 
Secretary,  Dr.  F.  H.  Redewill,  526  Flood  Bldg.,  San 
Francisco,  Calif. 

Dr.  J.  C.  Coulter, 

Charlottesville,  at  the  last  meeting  of  the  Grand 
Encampment  of  the  State  of  Virginia  Independent 
Order  of  Odd  Fellows,  was  installed  as  Grand 
Scribe.  During  the  previous  year  he  had  been  Grand 
Patriarch. 

Married. 

Dr.  Edgar  Willis  Lacy,  Jr.,  formerly  of  Rich- 
mond, and  Miss  Alma  Covell  Pancake,  Romney, 
W.  Va.,  January  20.  Dr.  Lacy  is  a graduate  of  the 
Medical  College  of  Virginia  in  1936.  They  will 
make  their  home  in  Pulaski. 

The  South  Atlantic  Association  o£  Obstetri- 
cians and  Gynecologists 

Held  its  annual  meeting  in  Richmond,  February 
9 and  10,  under  the  presidency  of  Dr.  Robert  E. 
Seibels  of  Charleston,  S.  C.  Speakers  in  the  scien- 
tific sessions  w'ere  Dr.  Philip  Williams,  University 
of  Pennsylvania;  Dr.  R.  T.  Ferguson,  Charlotte, 
N.  C. ; Dr.  J.  R.  Perdue,  Miami,  Fla.;  Dr.  R.  B. 
Greenblatt,  Augusta,  Ga.;  Dr.  R.  B.  Dunn,  Greens- 
boro, N.  C.;  Dr.  G.  R.  Holden,  Jacksonville,  Fla.; 
Dr.  C.  J.  Andrews,  Norfolk;  and  Dr.  Arthur  H. 
Curtis,  Chicago. 

Dr.  M.  Pierce  Rucker,  Richmond,  was  installed 
as  president,  and  the  following  officers  elected ; presi- 
dent-elect, Dr.  Rudolph  A.  Bartholomew,  Atlanta, 
Ga.;  and  Dr.  Robert  A.  Ross,  Durham,  N.  C.,  sec- 
retary. 

The  Southeastern  Surgical  Congress 

Will  meet  in  Birmingham,  Ala.,  on  March  11-13, 
under  the  presidency  of  Dr.  R.  L.  Sanders,  Memphis. 
The  program  includes  all  phases  of  medicine  with 
speakers  of  national  prominence.  Drs.  C.  J.  An- 
drews, Norfolk,  and  Frank  S.  Johns,  Richmond, 
are  Virginians  on  the  program. 

Dr.  B.  T.  Beasley,  701  Hurt  Building,  Atlanta, 
Ga.,  is  secretary-treasurer  of  this  Congress. 

The  Jefferson  Medical  College  o£  Philadel- 
phia. 

The  William  Potter  Memorial  Lecture  was  de- 
livered by  Dr.  Irvin  Abell,  Clinical  Professor  of 


Surgery,  University  of  Louisville  School  of  Medicine, 
on  February  14,  his  subject  being  “The  Spirit  of 
Medicine”. 

The  American  Board  o£  Internal  Medicine 

Will  conduct  oral  examinations  just  previous  to 
the  meeting  of  the  American  College  of  Physicians  in 
Cleveland  and  just  in  advance  of  the  meeting  of  the 
American  Medical  Association  in  New  York  City. 

Applicants  who  have  successfully  passed  the  writ- 
ten examination  and  plan  to  take  the  oral  examina- 
tion in  1940,  should  advise  the  office  of  the  Secre- 
tary at  least  six  weeks  in  advance  of  the  date  of  the 
examination  they  desire  to  take. 

The  next  w'ritten  examination  for  1940  will  be 
given  on  October  21.  Applications  for  this  exami- 
nation must  be  filed  in  the  Secretary’s  office  by  Sep- 
tember 1. 

Application  forms  may  be  obtained  from  Dr.  Wil- 
liam S.  Middleton,  Secretary-Treasurer,  1301  Uni- 
versity Avenue,  Madison,  Wisconsin. 

For  Sale — 

One  Alpine  Sun  Ultra-Violet  lamp.  Standard  Of- 
fice Model,  first  class  condition.  Also 

One  McCaskey  Physician’s  desk  and  filing  sys- 
tem. Practically  new. 

Write  No.  175,  care  the  Monthly.  {Adv.) 

Position  Wanted 

By  Laboratory  technician  thoroughly  trained  in  all 
laboratory  procedures.  Location  immaterial.  Write 
“Technician”,  care  the  Monthly.  {;Adv.) 


Obituary  Record 


Resolutions  on  Dr.  Harvie  Smith  Baker. 

With  deep  sorrow,  the  Norfolk  County  Medical  So- 
ciety records  the  death,  on  December  26,  1939,  of  its 
president,  Dr.  Harvie  Smith  Baker. 

Dr.  Baker  was  born  on  September  30,  1878,  in  Nanse- 
mond  County,  Virginia.  His  academic  education  was 
received  in  Suffolk  Military  Academy  and  in  Randolph- 
Macon  College,  following  which  he  attended  the  Medical 
College  of  Virginia,  from  which  he  was  graduated  in 
1904.  During  1904  and  1905  he  served  as  house  physician 
in  the  Norfolk  Protestant  Hospital.  Later,  for  several 
years,  in  association  with  Drs.  Lomax  Gwathmey  and 
Kirkland  Ruffin,  he  served  in  a similar  capacity  in  St. 
Christopher’s  Hospital. 
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During  the  more  than  thirty  years  he  was  engaged  in 
the  very  active  practice  of  general  medicine  and  surg- 
ery, Dr.  Baker  found  time  to  keep  well  informed  regard- 
ing the  progress  of  medical  science  and  was  regarded  as 
a leader  in  his  profession  in  this  locality. 

He  was  especially  interested  in  the  diseases  of  the 
chest,  and  for  ten  years  was  an  active  member  of  the 
staff  of  the  Norfolk  Anti-Tuberculosis  Clinic.  He  was 
also  a member  of  the  staffs  of  the  Norfolk  General  and 
Leigh  Memorial  Hospitals. 

His  life  was  one  of  sacrifice,  and  only  his  intimate 
friends  were  aware  of  the  real  sweetness  and  kindliness 
of  his  nature,  which,  because  of  timidity,  he  hid  behind 
an  abrupt  and  bluff  manner.  To  those  who  penetrated 
this  apparently  rough  exterior,  he  exhibited  a generosity 
and  loyalty  that  bound  to  him  a host  of  friends  who  are 
grief  stricken  because  of  his  death. 

He  was  an  indefatigable  worker,  ministering  to  all 
who  sought  relief  at  his  hands,  persistently  refusing  to 
take  the  rest  and  relaxation  he  so  urgently  needed.  His 
records  are  eloquent,  with  the  frequent  notation  “No 
charge”. 

Notwithstanding  increasing  physical  disability,  he  con- 
tinued his  work  until  within  a few  weeks  of  his  death. 
Very  few,  even  among  his  intimate  friends,  were  aware 
of  the  seriousness  of  his  condition;  hence,  his  death 
greatly  shocked  the  whole  community. 

Because  of  the  great  loss  to  this  Society,  both  individ- 
ually and  as  a whole,  we  therefore  resolve  that  this  brief 
expression  of  our  appreciation  of  Dr.  Baker’s  life  be  in- 
corporated in  the  records  of  the  Society,  and  a copy  be 
sent  to  Mrs.  Baker,  and  one  to  the  Virginia  Medical 
Monthly. 

William  P.  Sellers, 

Franklin  D.  Wilson, 

N.  G.  Wilson,  Chairman. 

Resolutions  on  Dr.  J.  Jett  McCormick. 

Since  God  in  His  wisdom  has  removed  from  our  midst 
our  friend  and  fellow  practitioner,  Dr.  J.  Jett  McCor- 
mick 

Be  it  Resolved,  that  the  membership  of  the  Norfolk 
County  Medical  Society  desire  to  express  the  sense  of 
the  loss  of  one  of  their  highly  esteemed  and  greatly  re- 
spected members.  Twenty  years  ago — due  to  ill  health — 
Dr.  McCormick  retired  from  active  practice;  before  this 
time  he  did  conspicuous  service  as  city  chemist,  and  the 
purity  of  Norfolk’s  water  supply  was  due  to  his  watchful 
attention  in  that  department.  He  was  also  active  in  other 
departments  of  the  Board  of  Health  demanding  his  skill. 
He  will  always  be  remembered  for  his  unswerving 
loyalty  to  his  profession,  his  faithful  service  to  a very 
large  clientele — by  whom  he  was  greatly  beloved,  and 
by  those  of  us  who  knew  him  for  his  kindly  disposition, 
his  sterling  character  and  his  faithful  performance  of 
duty.  The  Norfolk  County  Medical  Society  mourns  his 
loss  and  joins  his  host  of  friends  in  sympathy  with  his 
family. 


Be  it  Further  Resolved,  that  a copy  of  this  resolution 
be  conveyed  to  Mrs.  McCormick,  spread  on  the  minutes 
of  the  Society,  and  a copy  sent  for  publication  in  the 
press. 

H.  L.  Myers, 

J.  Warren  White, 

W.  Arthur  Porter. 

Dr.  William  David  Haggard, 

Nationally  known  surgeon  of  Nashville,  Tenn., 
died  January  28  following  a heart  attack.  He  was 
sixty-seven  years  of  age  and  a graduate  of  medicine 
from  the  University  of  Tennessee  in  1893.  Dr.  Hag- 
gard served  as  president  of  every  medical  organiza- 
tion to  which  he  belonged,  among  them  being  the 
American  Medical  Association,  the  Postgraduate 
Medical  Assembly  of  North  America,  and  the  Ameri- 
can College  of  Surgeons.  While  president  of  the 
American  Medical  Association,  he  sponsored  the 
“have-a-health-examination-on-your-birthday”  move- 
ment which  won  international  notice.  In  the  World 
War,  Dr.  Haggard  served  as  a major  and  later  as 
lieutenant-colonel  and  saw  service  both  in  Washing- 
ton in  the  office  of  the  surgeon-general  and  in  France 
as  a surgeon.  His  wife  and  two  sons  survive  him. 

Dr.  Joseph  Dandridge  Terry, 

Burkeville,  died  February  17,  of  pneumonia 
though  he  had  been  in  ill  health  for  several  years. 
He  was  sixty-six  years  of  age  and  a graduate  of  the 
Medical  College  of  Virginia  in  1905.  Dr.  Terry 
practiced  for  a number  of  years  at  Rice  before  lo- 
cating at  Burkeville.  His  wife,  a daughter  and  two 
sons,  one  of  them  Dr.  William  Parker  Terry  of  Law- 
renceville,  survive  him. 

Dr.  William  James  Innes, 

Formerly  of  Pennington  Gap,  died  Febmary  10. 
He  was  a native  of  England  and  seventy-five  years 
of  age.  Dr.  Innes  was  a graduate  of  the  former  Uni- 
versity College  of  Medicine,  Richmond,  in  1901,  and 
practiced  in  this  city  for  a number  of  years  before 
going  to  Pennington  Gap.  He  was  formerly  a mem- 
ber of  the  Medical  Society  of  Virginia. 

Dr.  John  Selden  Richardson, 

Of  Holly  Fork,  New  Kent  County,  died  Febmary 
6.  He  was  seventy  years  of  age  and  a graduate  of 
Columbia  University,  College  of  Physicians  and 
Surgeons,  New  York,  in  1893.  Dr.  Richardson  prac- 
ticed for  more  than  thirty  years  in  New  York  but 
returned  to  Virginia  when  he  retired  a couple  of 
years  ago. 


CALORIE  COMPUTATIONS 


Vitamins  A,  Bi  and  D are  included  in  S.M.A.  in  quantities  suffi- 
cient to  meet  the  needs  of  the  normal  infant.  Only  the  addition 
of  vitamin  C,  as  supplemented  by  orange  juice,  is  required,  just 
as  it  is  for  breast-fed  infants. 

When  diluted  according  to  directions,  each  quart  of  S.M.A. , 
ready  to  feed,  provides  not  less  than  200  International  Units  of 
vitamin  Bi,  7500  U.S.P.  units  of  vitamin  A activity,  of  which 
approximately  333  U.S.P.  units  are  in  the  form  of  Pro-vitamin  A 
(200  gamma  of  carotene)  and  not  less  than  400  U.S.P.  units  of 
vitamin  D in  the  form  of  cod  liver  oil. 

*Except  vitamin  C 


NORMAL  INFANTS  RELISH  S . M . A . — D I G E S T IT  EASILY  AND  THRIVE  ON  IT 


S.  M.  A.  is  a food  for  infants— derived  from  altogether  forming  an  antirachitic  food.  When 

tuberculin-tested  cow*a  milk,  the  fat  of  which  diluted  according  to  directions,  it  is  essentially 

is  replaced  by  animal  and  vegetable  fats  in*  similar  to  human  milk  in  percentages  of 

eluding  biologically  tested  cod  liveroil;  with  the  protein,  fat,  carbohydrate  and  ash,  in  chemical 

addition  of  milk  sugar  and  potassium  chloride;  constants  of  the  fat  and  physical  properties. 
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Not  only  does  Pablum  have  a higher  iron  and 
calcium  content  than  vegetables  but,  most  im- 
portant, clinical  studies  of  children  have  demonstrated 
that  in  Pablum  these  minerals  are  in  available  form. 
Investigations  by  Stearns  and  Stinger,  Schlutz,  and 
Cowgill  show  that  even  such  an  iron-rich  vegetable 
as  spinach  did  not  increase  iron  storage  in  the  body, 
in  fact,  caused  a loss  in  some  instances.  A factor  re- 
sponsible for  this  difference  may  be  the  higher  content 
of  soluble  iron  in  Pablum — 7.8  mg.  per  oz.  Then,  too, 
the  water  in  which  Pablum  is  cooked  (by  a patented 
process)  is  dried  with  it,  whereas  the  cooking  water  of 
vegetables  is  usually  discarded,  with  its  valuable  con- 
tent of  minerals  and  vitamins.  Stearns  reports  difficulty 
in  feeding  spinach  in  sufficient  quantities  to  affect  the 
iron  balance  of  children.  Spinach  and  other  highly 
flavored  vegetables  are  often  difficult  to  feed.  Pablum, 
on  the  other  hand,  is  a palatable  cereal  that  can  be  fed 
as  early  as  the  third  month,  and  for  older  children  it 
can  be  varied  in  dozens  of  appetizing  dishes.  Recipes 
and  samples  available  on  request  of  physicians. 

Pablum  consists  of  wheatmeal  (farina),  oatmeal, 
wheat  embryo,  cornmeal,  beef  bone,  brewers  yeast, 
alfalfa  leaf,  sodium  chloride  and  reduced  iron 
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THE  APPROACH  TO  A LUMP  IN  THE  BREAST.* 


Edwin  P.  Lehman,  IM.D., 

University,  Virginia. 


When  a lump  in  the  breast  is  the  presenting  symp- 
tom, the  physician  is  faced  with  a decision  which 
may  be  of  great  simplicity  or  of  equal  difficulty.  As 
the  program  for  lay  education  in  cancer  spreads  more 
widely  from  year  to  year  this  presenting  S)Tnptom  is 
becoming  more  and  more  common.  The  proper  hand- 
ling of  a mammary  mass  may  be  a determining  factor 
in  the  prevention  of  death  from  cancer.  Its  improper 
handling  may  result  either  in  a missed  diagnosis  of 
cancer  or  in  unnecessar}"  mutilation  and  mental  an- 
guish. It  is  the  purpose  of  this  presentation  to  sum- 
marize the  background  of  this  presenting  symptom 
and  to  relate  it  to  the  physician’s  behavior.  If  what 
is  said  proves  entirely  elementary,  the  only  apology 
must  be  that  such  a summary  is  often  useful  in  co- 
ordinating facts  the  relationship  of  which  may  not 
always  be  held  in  mind. 

The  primar}"  aim  of  the  approach  to  a lump  in  the 
breast  is,  of  course,  diagnosis,  and  particularly  the 
early  diagnosis  of  cancer.  But,  before  discussing  the 
diagnostic  problem,  it  is  important  to  present  briefly 
certain  underlying  facts  about  the  commonest  causes 
of  tumefaction  in  the  breast.  With  the  exception  of 
conditions  associated  with  lactation,  the  two  com- 
monest causes  of  lump  are,  of  course,  chronic  cystic 
mastitis  and  carcinoma.  Why  benign  tumors  of  the 
breast  are  not  mentioned  in  this  categorj'  will  become 
clear  shortly.  Of  the  two,  chronic  cystic  mastitis  is 
by  all  odds  the  most  common  and  should  therefore 
be  first  considered. 

From  our  growing  knowledge  of  endocrinology,  an 
understanding  of  chronic  cystic  mastitis  seems  to  be 
approaching.  It  is  now  generally  accepted  that  this 
disease  is  one  of  disturbed  endocrine  function,  al- 

*From the  Department  of  Surgery  and  Gynecology, 
University  of  Virginia. 

Read  before  the  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina,  at  Virginia  Beach,  Va., 
December  12-14,  1939. 


though  the  exact  nature  of  the  disturbance  is  not 
known.  There  is,  of  course,  a normal  rhythm  of 
changes  in  the  breast  directly  related  to  the  menstrual 
rhythm.  During  the  progesterone  or  premenstrual 
phase  of  the  cycle,  the  breast  undergoes  a process 
known  as  evolution,  consisting  of  an  increase  in 
blood  supply,  an  increase  in  the  epithelial  elements 
and  the  appearance  of  wandering  cells  of  the  mono- 
nuclear series;  that  is,  hyperaemia,  h)'perplasia  and 
infiltration.  Clinically,  these  changes  are  associated 
with  a sensation  of  warmth,  heaviness  and  sensi- 
tiveness which  may  actually  reach  the  point  of  pain. 
Shortly  after  the  appearance  of  the  menses,  that  is  in 
the  estrin  phase,  involution,  or  the  reversal  of  this 
process,  takes  place  and  the  breast  returns  to  the 
normal  resting  state.  It  is  now  felt  probable  that 
chronic  cystic  mastitis  represents  a failure  of  com- 
plete involution  either  throughout  the  breast  or  in 
isolated  areas.  Why  this  should  occur  is  not  clear. 
One  can  say  only  that  it  apparently  does  not  depend 
upon  an  insufficiency  of  estrin  inasmuch  as  the 
therapeutic  use  of  estrin  may  even  increase  the  symp- 
toms. 

The  failure  of  complete  involution  means  the  re- 
tention in  the  breast  of  hyperaemia,  of  hyperplasia 
and  of  infiltration;  and  to  these  is  added  the  for- 
mation of  fibrous  tissue,  or  fibrosis.  From  these 
fundamental  cellular  pathologic  changes  can  be  built 
the  multiple  and  various  gross  lesions  of  the  dis- 
ease. If  fibrous  tissue  predominates  in  a localized 
area  which  also  contains  adenomatous  tissue,  an 
adenofibroma  will  result.  In  the  same  way,  if  hyper- 
plasia of  the  epithelium  predominates,  the  lesion  will 
be  a fibroadenoma.  If  hyperplasia  or  fibrosis  has 
closed  the  opening  of  a duct,  continued  proliferation 
will  result  in  a cyst.  If  the  process  of  hyperplasia  is 
active,  diffuse  hyperplastic  changes  may  be  seen. 
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In  other  words,  one  can  trace  to  fundamental  cellu- 
lar pathologic  changes  the  formation  of  a vast  variety 
of  gross  lesions,  many  of  them  resembling  benign 
tumors.  Lipoma,  pure  fibroma  and  other  tumors 
which  occur  elsewhere  in  the  body,  occur  also  in  the 
breast,  but  there  is  little  evidence  that  a true  benign 
neoplasm  specific  to  the  breast  occurs.  The  lumps 
of  chronic  cystic  mastitis  are  probabl}^  best  consid- 
ered as  not  neoplastic. 

The  simplicity  of  this  conception  of  chronic  cystic 
mastitis  is,  of  course,  obvious.  It  will  be  remem- 
bered that  Bloodgood  many  years  ago  attempted  an 
elaborate  classification  of  the  disease  on  the  basis  of 
the  variations  in  its  gross  and  microscopic  lesions; 
and  others  have  attempted  the  same  task  since.  Even 
before  Bloodgood  the  disease  bore  different  names, 
Schimmelbusch’s  and  Reclus’  disease,  for  instance, 
depending  upon  the  character  of  the  changes  found. 
The  fundamental  fallacy  in  these  attempts  has  been 
the  failure  to  recognize  the  probable  common  etiology 
of  all  the  changes.  In  general,  such  classifications 
have  fallen  of  their  own  weight.  The  present  con- 
ception has  the  advantage  of  leaving  the  way  open 
for  further  knowledge  without  too  definite  commit- 
ment on  the  basis  of  insufficient  evidence. 

The  clinical  course  of  the  disease  fits  in  satis- 
factorily with  these  ideas.  We  know,  for  instance, 
that  changes  are  almost  invariably  multiple.  Al- 
though one  cyst  may  be  conspicuous,  both  breasts  will 
show  characteristic  changes  in  less  degree.  We  know, 
further,  that  the  changes  vary  in  intensity  in  the 
same  individual  from  time  to  time.  Lesions  may 
appear  and  disappear.  The  disease  as  a whole  may, 
at  least  clinically,  become  inappreciable  even  after 
it  has  once  become  completely  established.  An  ex- 
ample is  furnished  by  a woman  who  between  the 
ages  of  twenty-five  and  thirty-five  years  presented 
the  disease  in  well  developed  form.  There  was 
marked  premenstrual  pain  and  tenderness  with 
lumps  that  persisted  throughout  the  menstrual  cycle. 
At  about  the  age  of  thirty-five  years  symptoms  dis- 
appeared, and,  although  the  breasts  did  not  return 
entirely  to  normal,  the  texture  of  the  gland  remained 
only  somewhat  irregular  rather  than  diffusely  nodu- 
lar. At  her  present  age  of  forty  no  further  change  has 
occurred  and  she  is  symptom-free.  It  is  believed  that 
during  the  active  phase  of  the  disease  she  had  lesions 
which  under  the  microscope  would  have  been  diag- 
nosed as  fibroadenoma  or  adenofibroma,  or  possibly 
even  cysts.  The  lesions  of  chronic  cystic  mastitis 


are,  in  sum,  reversible  in  a manner  not  associated 
with  the  behavior  of  true  benign  neoplasms. 

It  is  probable  that  most  women  have  these  changes 
in  varying  degrees  at  different  periods  of  their  lives, 
just  as  in  the  instance  cited.  It  is  remarkable  that 
routine  palpation  of  breasts  rarely  reveals  what 
should  be  considered  the  normal;  that  is,  perfectly 
smooth  glandular  tissue  which,  in  the  larger  breasts, 
often  cannot  be  distinguished  from  the  fat.  The  oc- 
currence of  lumpiness  is  so  common  that  one  might 
be  tempted  to  consider  irregularities  as  representing 
the  normal.  Certainly  they  do  not  represent  disease 
in  the  sense  of  a condition  producing  s}'mptoms.  It 
is  probable  that  they  do  represent  disease  in  the  sense 
of  pathological  deviations  from  the  normal.  In  other 
words,  they  may  be  considered  the  record  of  epi- 
sodes of  clinical  chronic  cystic  mastitis  in  the  past 
history  of  the  patient. 

As  the  recognition  of  early  cancer  is  our  primary 
objective  it  becomes  important  to  determine  as  ac- 
curately as  possible  the  relationship  of  chronic  cystic 
mastitis  to  cancer.  This  problem,  as  you  know,  has 
been  the  subject  of  a large  literature.  We  know  that 
cancer  develops  in  the  presence  of  chronic  cystic  mas- 
titis. We  know,  further,  that  certain  of  the  epithelial 
hyperplasias  of  chronic  cystic  mastitis  are  dis- 
tinguished with  the  greatest  difficulty  by  the  pathol- 
ogist from  malignant  epithelial  hyperplasia.  Micro- 
scopic pictures  can  be  found  which  apparently  shade 
from  one  into  the  other.  This  is  the  background  for 
the  opinion  of  many  writers  that  chronic  cystic  mas- 
titis is  actually  a precursor  of  cancer,  a precancerous 
condition.  Knowing  that  chronic  cystic  mastitis  is  a 
disease  of  high  incidence,  it  is  not  surprising  that 
cancer  of  the  breast  is  frequently  associated  with  it. 
No  etiological  relationship  need  therefore  be  as- 
sumed. On  the  contrary,  the  grading  of  the  micro- 
scopic changes  into  each  other  is  less  easy  to  explain 
without  assuming  a causal  connection  between  the 
two  conditions.  I believe  it  is  impossible  to  state 
that  cancer  does  not  arise  sometimes  as  the  result  of 
the  epithelial  changes  of  chronic  cystic  mastitis,  an 
opinion  recently  supported  by  Cheatle  and  Cutler. 
This  doubt,  however,  does  not  present  the  whole  pic- 
ture as  it  must  be  envisaged  by  the  practitioner.  In 
view  of  the  fact  that  chronic  cystic  mastitis  is  a dis- 
ease of  such  widespread  occurrence  and  that  cancer 
of  the  breast  is  many  times  rarer,  it  becomes  obvious 
that  chronic  cystic  mastitis  is  not  practically  an  im- 
portant precursor  of  cancer.  The  vast  majority  of 
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women  witli  chronic  cystic  mastitis  will  never  de- 
velop cancer.  The  problem  is  not  one  of  removing 
all  lumps  in  the  breast,  or  all  diseased  breasts,  in 
order  to  prevent  cancer.  It  is  rather  a problem  of 
detecting  a malignant  lump  in  the  diffusely  lumpy 
breast. 

It  is  not  necessary  to  review  in  detail  the  pathology 
of  the  other  common  cause  for  the  presenting  lump, 
namely,  cancer.  We  should  not  be  primarily  inter- 
ested in  the  cancer  of  the  breast  which  presents  what 
is  called  the  textbook  picture, — that  is,  the  large 
lump  in  the  breast  of  the  middle-aged  woman,  show- 
ing skin  involvement  in  the  form  of  reddening,  fixa- 
tion, ulceration  or  orange  peel,  accompanied  by  an 
axillary  mass.  This  is  not  the  time  to  diagnose  cancer 
of  the  breast.  We  should  be  intensely  interested, 
ho^\^ver,  in  earlier  pathologic  changes  which  result 
in  the  earliest  relatively  specific  sign  of  breast  can- 
cer. When  epithelial  cells  become  malignant,  there 
is  usually  a reaction  of  the  surrounding  fibrous  tissue 
which  proliferates  to  form  the  stroma  of  the  tumor. 
Tliis  stroma  is  originally  a part  of  the  connective 
tissue  of  the  gland  and  is  therefore  attached  to  the 
gland  capsule  and  through  the  gland  capsule  to  the 
connective  tissue  beneath  the  skin.  Over  the  breast 
there  is  a considerable  development  of  this  connec- 
tive tissue  in  the  form  of  strands  connecting  the 
gland  capsule  to  the  skin.  The  new-formed  tumor 
stroma  behaves  just  as  new-formed  fibrous  tissue 
amnvhere  behaves.  As  it  ages,  it  contracts.  Through 
the  connections  already  described,  its  contraction  also 
shortens  the  attachments  between  the  breast  and  the 
skin,  and  thereby  pulls  inward  upon  the  latter.  This 
results  in  the  dimpling  of  the  skin  over  the  tumor 
which  is  familiar  to  you  all.  As  will  be  pointed  out 
later,  this  phenomenon  may  be  demonstrated  by 
certain  maneuvers  before  actual  gross  dimpling  or  re- 
traction is  visible.  This  contraction  of  the  tumor 
stroma  is  also,  of  course,  the  process  which  results  in 
retraction  of  the  nipple. 

The  problem  of  diagnosis  must  now  concern  us. 
-\s  in  most  of  clinical  medicine,  the  history  and 
the  physical  examination  are  by  all  odds  of  the 
greatest  importance.  To  them  must  be  added  cer- 
tain ancillary  procedures  to  be  discussed  in  their 
turn. 

The  patient  presents  herself,  saying  that  slie  has 
noticed  a lump  in  the  breast  of  long  or  short  dura- 
tion. Bloodgood  several  years  ago  pointed  out  a 
useful  diagnostic  step  which  must  at  this  point  be 


immediately  instituted.  With  generally  lumpy 
breasts,  it  is  quite  frequent  that  the  patient’s  atten- 
tion will  be  focussed  upon  one  of  many  lumps  while 
she  is  quite  unaware  of  others.  Inasmuch  as  a sus- 
picion of  cancer  in  the  presence  of  chronic  cystic 
mastitis  definitely  arises  wdien  one  lump  differs  from 
the  others,  it  becomes  immediately  significant  if  the 
examiner’s  attention  is  first  caught  by  a lump  dif- 
ferent from  that  observed  by  the  patient.  It  is  there- 
fore useful,  if  the  patient  has  not  already  by  a ges- 
ture indicated  the  position  of  the  lump,  for  the  physi- 
cian to  make  the  request  that  he  be  allowed  to  find  it 
for  himself.  Over  and  over  again  he  will  become 
aware  of  multiple  masses  among  which  he  decides 
that  one  must  be  the  lump  of  complaint,  when  ac- 
tually it  is  some  other.  Such  an  experience  is  often 
reassuring. 

In  association  with  the  complaint  of  lump  there  is 
often  a complaint  of  pain.  The  character  and 
modalities  of  this  pain  must  be  sought  by  detailed 
questioning.  It  is  important  to  know  particularly 
the  relationship  of  the  pain  to  the  menstrual  period, 
as  premenstrual  discomfort  is  a common  finding  in 
chronic  cystic  mastitis.  It  is  usually  said  that  cancer 
of  the  breast  is  characterized  by  painlessness  at  the 
outset.  As  Cheatle  has  pointed  out,  this  is  only  rela- 
tively true.  Certainly  the  pain  of  early  cancer  is  in- 
conspicuous as  compared  with  the  pain  of  chronic 
cystic  mastitis.  On  the  other  hand,  a considerable 
proportion  of  malignant  lumps  in  the  breast  are  first 
detected  by  the  patient  not  by  accidental  palpation 
hut  because  some  discomfort  has  occurred.  It  may  be 
no  more  than  a sensation  of  weight,  but  it  is  not 
infrequently  a definite  though  mild  sticking  type  of 
pain.  Knowing  the  varying  susceptibility  of  patients 
to  pain,  we  must  therefore  be  somewhat  cautious  in 
assuming  that  all  painful  lesions  are  by  that  fact 
benign. 

The  history  must  also,  of  course,  include  the  his- 
tory of  the  menstrual  cycle,  including  its  length,  the 
duration  of  flow,  its  regularity  and  any  abnormali- 
ties. Above  all,  the  date  of  the  last  menstrual  jieriod 
and  of  the  next  expected  menstrual  period  must  be 
obtained.  In  view  of  the  variations  in  the  intensity 
of  chronic  cystic  mastitis  in  the  course  of  the  men- 
strual cycle,  this  need  becomes  obvious.  Included 
also  must  be  the  lactation  history  and  the  relation- 
ship of  a mass  to  a previous  lactation.  Not  only  is 
the  problem  of  cancer  during  lactation  concerned, 
Imt  also  the  po.ssibility  tliat  the  lump  miglit  represent 
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u f^alactucele.  'J'he  historv  of  l^reast  aljsress  is  im- 
portant; lumps  in  the  breast  may  represent  the 
residual  scar  of  infection. 

Finally,  the  nipple  history  must  not  be  forgotten. 
The  possibility  of  eczema  and  of  discharge  are  both 
important.  A clear  or  opaque  non-bloody  discharge 
is  of  little  significance  except  as  a moderatel}'  com- 
mon accompaniment  of  chronic  cystic  mastitis.  A 
bloody  discharge  must  always  be  taken  seriously.  It 
means,  of  course,  an  ulcerated  intraductal  lesion. 
Adair  presented  figures  showing  that  about  half  the 
lesions  that  cause  bleeding  are  cancer.  Below  the  age 
of  fifty  the  proportion  is  slightly  less  than  half  and 
above  the  age  of  fifty  somewhat  more. 

It  is  not  essential  to  detail  the  physical  examina- 
tion of  the  breast.  Inspection  and  palpation  must  be 
complete  and  thorough.  One  or  two  points  only  will 
l>e  made.  It  is  important  to  include  l)oth  breasts, 
lx)th  axillae  and  both  supraclavicular  spaces.  Within 
the  past  year  two  cases  have  been  seen  with  axillary 
metastasis  in  the  contralateral  axilla,  in  one  of  which 
no  mass  could  be  felt  in  the  ipsolateral  axilla.  It  is 
important  to  ob.serve  closely  the  skin  of  the  nipple. 

very  minute  change  recently  seen  proved  to  be 
Paget’s  disease.  It  need  hardly  be  said  that  palpation 
of  the  breast  should  always  be  made  against  the  chest 
wall  with  the  flat  of  the  fingers.  The  reason  for  this, 
of  course,  is  clear.  When  the  breast  is  felt  between 
the  fingers  one  feels  a mass  through  two  layers  of 
skin  and  subcutaneous  tissue;  when  it  is  felt  against 
the  chest  wall  only  one  masking  layer  must  be  pene- 
trated. One  other  point  often  forgotten  is  the  rela- 
tionship of  massage  of  tumors  to  metastasis,  as  dem- 
onstrated many  years  ago  by  Murphy  in  experimental 
animal  malignancies.  In  tumors  vigorously  mas- 
saged the  metastasis  rate  was  distinctly  higher  than 
in  those  not  so  treated.  It  is  easy  to  feel  a lump  too 
often  and  too  vigorously,  especially  in  teaching  prac- 
tice and  in  the  free  clinic.  One  should  attempt  to 
get  all  infonnation  possible  at  the  first  examination 
and  to  get  it  with  the  gentlest  touch. 

Finally,  stress  should  be  laid  upon  the  one  im- 
jxirtant  sign  of  an  early  cancer  which  has  alread}' 
been  referred  to,  namely,  the  demonstration  of  short- 
ening of  the  subcutaneous  ligaments  due  to  the  con- 
traction of  the  stroma  of  a malignant  tumor.  Occa- 
sionally this  phenomenon  is  obvious  by  the  retraction 
of  the  skin  over  the  tumor  on  first  inspection.  If  it  is 
not  so  obvious,  every  lumj)  in  tiie  breast  should  be 
subjected  to  the  following  maneuver.  Light  should  be 


directed  obli(]uely  across  the  surface  to  Ije  examined, 
so  that  any  irregularity  is  indicated  by  a shadow. 
One  or  two  fingers  are  placed  lateral  to  the  tumor, 
leaving  the  overlying  surface  as  little  disturbed  as 
possible.  The  tumor  is  then  shifted  beneath  the  skin. 
If  a shadow  develops  over  it,  the  possibility  of  the 
presence  of  cancer  is  immediately  increased.  In 
making  this  observation  it  is  often  necessary  to  re- 
peat the  maneuver  from  many  directions  around  the 
circumference  of  the  tumor. 

In  the  attempt  to  aid  in  the  diagnosis  of  lesions  of 
the  breast  two  additional  methods  have  in  recent 
years  received  some  prominence,  namely,  trans- 
illumination and  the  X-ray.  Transillumination  by 
the  aid  of  a strong  light  held  behind  the  tumor  and 
close  against  the  skin  may  demonstrate  the  trans- 
lucency  of  a mass.  Such  translucency  indicates  usu- 
ally that  the  mass  is  a cyst  containing  clear  fluid.  It 
does  not  differentiate  between  a cyst  containing 
cloudy  fluid  and  a solid  tumor,  and  it  gives  no  aid 
whaever  in  differentiating  between  a solid  tumor  of 
benign  and  one  of  malignant  nature.  It  is,  of  course, 
reassuring  if  translucency  is  observed,  as  that  find- 
ing is  practically  diagnostic  of  a benign  blue  domed 
cyst.  After  some  experience  with  the  method,  we 
have  not  felt  that  it  was  a particularly  useful  aid  in 
diagnosis.  There  is  certainly  no  objection  to  its  use 
and  many  observers  employ  it  routinel)’. 

An  X-ray  of  the  breast  of  soft  tissue  density  will 
not  infrequently  demonstrate  masses.  Some  roent- 
genologists have  felt  that  the  diagnosis  of  cancer 
can  be  made  from  certain  specific  characteristics  of 
the  shadow,  particularly  an  irregularity  of  outline 
of  the  deep  portion  of  the  gland  capsule.  It  is  prob- 
able that  by  the  time  this  irregularity,  indicating  in- 
vasion of  the  gland  capsule,  has  occurred,  the  diag- 
nosis is  obvious  clinically.  On  one  occasion  in  our 
experience  an  advanced  cancer  of  the  breast  failed  to 
reveal  this  sign.  In  few  clinics  is  X-ray  depended 
upon,  therefore,  for  diagnostic  purposes  and  it  ii 
mentioned  only  to  condemn  it  for  inadequac}-. 

The  most  recent  development  in  connection  with 
X-ray  study  of  the  breast,  proposed  by  Hicken  and 
Best,  is  the  addition  of  a contrast  medium  injected 
into  the  ducts,  sometimes  combined  with  air  injec- 
tion of  the  solid  tissues.  I can  report  no  exj)erience 
with  this  method  except  for  a single  case  studied  for 
bleeding  of  the  nipple  in  which  there  occurred  great 
discomfort  and  swelling  of  the  organ.  The  radio- 
graphs shown  by  Hicken  and  Best  are  often  striking. 
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On  the  other  hand,  it  has  been  our  feeling  tliut  pos- 
sible dangers  to  the  delicate  structures  of  the  breast 
have  not  been  adequately  estimated. 

The  final  and  determining  measure  is,  of  course, 
bioj)sy.  For  the  moment  let  me  limit  my  remarks  to 
the  technique  of  biopsy,  reserving  for  a little  later 
a discussion  of  the  choice  of  case  in  which  biopsy 
is  indicated.  There  are  two  accejitable  methods  of 
biopsy,  namely,  by  excision  of  the  mass  and  by  as- 
piration. I have  deliberately  excluded  liiopsy  by 
incision  of  the  tumor  as  it  lies  in  situ.  The  trauma  of 
cutting  into  a tumor  offers  the  possil)ility  not  only 
of  local  implantation,  but  also  of  implantation  into 
the  veins  and  lunphatics. 

Biopsy  by  excision  can  be  performed  under  local 
or  general  anesthesia,  depending  largely  upon  the 
temperament  of  the  patient.  The  disadvantage  of 
local  anesthesia  resides  in  the  necessit}’  of  initiating 
general  anesthesia  if  cancer  is  found.  It  is  not  hard 
to  imagine  the  [isychic  state  of  a patient  who  has  just 
undergone  the  trying  experience  of  an  operation  un- 
der local  and  who  then  becomes  aware  that  cancer 
has  been  found  by  the  obvious  preparations  for  a 
radical  operation.  For  that  reason  it  is  our  custom 
to  employ  light  nitrous  oxide-oxygen  anesthesia,  un- 
less there  is  good  reason  to  believe  that  the  liiops}- 
Avill  disprove  cancer. 

An  incision  is  made  over  the  mass  and  carried 
down  to  the  gland  substance.  If  the  tumor  is  near 
the  lower  periphery  of  the  breast  the  incision  may 
be  made  in  the  inframammary  sulcus.  The  segment 
of  breast  in  which  the  mass  lies  is  excised,  keeping 
well  away  from  the  mass  itself,  so  that  it  is  never 
exposed.  Care  is  taken  to  handle  the  mass  with 
gentleness  and  to  use  grasping  instruments  only  on 
the  breast  tissues  surrounding  it.  The  defect  left 
by  this  removal,,  even  though  a complete  quadrant 
of  the  breast  is  excised,  can  usually  be  satisfactorily 
repaired  by  uniting  the  cut  gland  edges  with  a few 
sutures.  The  resulting  deformity  is  often  inappreci- 
able. As  soon  as  the  mass  has  been  excised  the  opera- 
tor steps  out  of  the  team  and  cuts  ojien  the  tissue 
himself  ivhile  the  first  assistant  i)rocecds  with  hemo- 
statsis  and  the  closure  of  the  wound.  In  many  in- 
stances the  gross  appearance  is  immediatel}'  determi- 
native and  the  skin  wound  need  only  be  sealed  before 
proceeding  with  the  radical  operation.  In  such  in- 
stances, of  course,  the  operator  must  change  his 
gloves  before  proceeding.  If  the  gross  section  is  not 
immediately  diagno.stic,  a frozen  section  is  ordered. 


It  has  been  our  experience  that  in  the  majority  of 
instances  the  frozen  section  proves  difficult  of  diag- 
nosis if  the  gross  section  is  not  easy.  The  chief  ex- 
ception to  this  rule  has  been  the  early  rapidly  grow- 
ing cancers  of  high  malignancy  that  have  not  yet  de- 
veloped a typical  stroma. 

If  the  jiathologist  is  uncertain  on  the  frozen  section, 
a question  difficult  of  decision  arises.  Most  surgeons 
abhor  the  radical  operation  for  cancer  of  the  breast. 
The  mutilation  is  extreme  and  the  incidence  of  func- 
tional loss  from  a swollen  arm  is  too  great.  A radi- 
cal operation  in  a patient  who  has  not  cancer  of  the 
l)reast  is  one  of  the  most  unfortunate  of  surgical  oc- 
currences. It  is  difficult  to  determine  how  serious  de- 
lay for  accurate  microscopic  diagnosis  may  prove  to 
be  for  the  future  of  the  patient.  The  undesirability 
of  delay  is  accepted  largely  on  the  classical  figures  of 
Halsted,  collected  many  years  ago,  which  showed 
that  a slightly  greater  percentage  of  patients  who 
had  the  immediate  operation  survived  for  five  years 
than  of  those  in  whom  operation  was  delayed. 
Wdiether  these  figures  are  valid  for  today  or  not  is 
difficult  to  determine,  but  in  any  event  the  percentage 
difference  is  slight.  If  the  biopsy  is  performed  by 
e.xcision  without  e.xposure  of  the  tumor,  it  is  our  belief 
that  the  chance  of  spreading  the  tumor  mechanically 
is  not  great. 

It  is  probable  that  the  longer  the  period  between 
once  disturbing  a cancer  mechanically  and  perform- 
ing the  radical  operation,  the  greater  the  chance  of 
dissemination.  Pathologists  now  can  offer  a defini- 
tive microscopic  diagnosis  on  an  embedded  section 
within  as  little  as  five  hours,  a fact  which  minimizes 
this  period  of  delay  to  twenty-four  hours  or  less. 
It  is  our  practice,  therefore,  if  the  frozen  section  is 
equivocal,  to  request  a five-hour  section  and  in  the 
meantime  carefully  to  close  the  biopsy  wound.  The 
radical  operation  follows  on  the  succeeding  day  if  the 
five-hour  section  is  positive  for  cancer. 

The  problem  of  the  doubtful  frozen  section  has 
been  brought  home  to  us  only  too  recently.  A patient 
on  the  wards  while  this  paper  was  in  prejiaration  had 
been  subjected  to  a radical  operation  on  a frozen 
section  which  the  pathologist  considered  probable 
though  not  certain  carcinoma.  The  final  diagnosis 
was  fat  necrosis,  a condition  about  which  a little 
will  be  said  later.  This  patient  unfortunately  suf- 
fered partial  necrosis  of  the  flaps,  reijuiring  skin- 
grafting.  She  was  in  the  hospital  over  a month  with 
accompanying  suffering  and  expense.  She  is  muti- 
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lated  unnecessarily.  The  presentation  of  this  case  is 
a personal  confession,  the  procedure  being  my  re- 
sponsibility and  not  the  pathologist’s.  It  empha- 
sizes the  seriousness  of  deviation  from  a principle 
which  I believe  to  be  sound.  Fortunately,  excision 
biopsy  is  usually  determinative  either  from  the  gross 
appearance  or  the  frozen  section  and  this  t\pe  of 
decision  does  not  often  arise. 

The  other  type  of  biopsy  which  has  achieved  con- 
siderable popularity  recently  is  aspiration  biopsy. 
There  are  two  general  methods  by  which  this  is  per- 
formed. By  one  method,  an  ordinary  needle  of  mod- 
erate to  large  calibre  is  introduced  into  the  tumor  and 
through  suction  an  attempt  is  made  to  withdraw  frag- 
ments for  microscopic  diagnosis  by  smear.  In  the 
other  method,  one  of  various  instruments  designed 
to  cut  a small  fragment  of  tissue  through  the  lumen 
of  a needle  is  used.  Here  enough  tissue  may  be  ob- 
tained to  permit  the  preparation  of  an  embedded 
and  cut  microscopic  section.  Inasmuch  as  by  the 
first  method  there  are  obtained  usually  only  scatter- 
ing clumps  of  cells  which  are  observed  on  the  smear 
in  their  entirety,  a pathologist  specially  trained  for 
the  diagnosis  of  such  material  is  essential.  \Yith  the 
latter  method,  diagnosis  under  the  usual  conditions 
is  possible.  Both  methods,  and  particularly  ihe  lat- 
ter, can  be  criticized  from  the  point  of  view  from 
which  incision  biopsy  was  criticized,  namely,  the 
danger  of  breaking  the  confines  of  the  tumor  and 
seeding  malignant  cells  in  lymphatics  or  veins.  The 
difference  between  incision  biopsy  and  aspiration 
biopsy  is  entirely  cjuantitative;  so  much  less  of  the 
tumor  is  disturbed  and  the  wound  made  is  so  much 
.smaller  that  numerically  the  chances  of  implanta- 
tion should  be  greatly  decreased.  .Aspiration  biopsy 
is  widely  employed  at  the  Memorial  Hospital  in 
Mew  York.  The  suction  method  is  used  and  final 
diagnosis  for  or  against  malignancy  is  usually  based 
upon  the  findings.  It  is  the  feeling  of  the  patholo- 
gists there  that  the  method  has  not  increased  the 
rate  of  metastasis.  -At  the  Fmiversity  of  Virginia 
HovSpital  we  have  employed  the  second  method  be- 
cause of  the  superior  material  obtained  for  diagno- 
sis. Under  local  anesthesia  through  a minute  in- 
cision in  the  skin,  a large  bore  needle  containing  an 
obturator  is  introduced  in  the  tumor.  The  obturator 
is  withdrawn  and  a fine-double-bladed  knife  fitting 
the  lumen  of  the  needle  is  introduced.  The  tips  of 
the  two  blades  are  beveled  so  that  when  they  leave 
the  point  of  the  needle  they  spread,  embracing  a 


slightly  larger  quantity  of  tissue  than  the  normal 
space  between  the  blades.  The  knife  is  then  rotated, 
the  needle  is  pushed  down  over  its  point  and  the 
whole  is  withdrawn  together.  Usually  a core  of  tis- 
sue 1 mm,  to  2 mm.  in  size  is  obtained  which  is  em- 
bedded and  sectioned.  The  puncture  wound  of  the 
skin  needs  no  closure.  The  procedure  is  usually 
practically  painless.  If  the  tumor  has  a very  dense 
stroma  no  tissue  may  be  obtained,  as  the  knife  is 
not  strong  enough  to  cut  fibrous  tissue. 

The  advantage  of  aspiration  biopsy  in  our  hands 
has  been  frequently  to  save  the  long  anesthetic  and 
double  operation  that  are  necessary  when  excision 
biopsy  is  performed  preceding  the  radical.  Although 
at  the  Memorial  Hospital  aspiration  biopsies  are 
usually  considered  diagnostic  in  both  a negative  and 
a positive  sense,  we  have  not  felt  justified  in  accept- 
ing a negative  biopsy  even  if  tissue  is  obtained,  as 
we  do  not  feel  that  the  significant  portion  of  the  mass 
is  necessarily  entered.  This  is  illustrated  by  a recent 
case  in  wTich  a small  cancer,  obvious  on  the  gross 
section,  lay  in  the  midst  of  a fibroadenoma  which 
represented  the  palpable  mass.  The  fibroadenoma 
was  entered  with  the  needle  and  a section  of  tissue 
obtained  which  showed  no  cancer.  .After  excision  of 
the  mass  at  the  operating  table,  the  track  of  the 
needle  could  be  seen  as  it  had  approached  but  not 
entered  the  tumor  proper.  In  those  instances  in 
which  aspiration  biopsy  is  negative,  we  proceed  as 
though  it  had  not  been  done.  Another  advantage  of 
aspiration  lies  in  the  diagnosis  of  the  blue  domed 
cyst.  The  obtaining  of  clear  fluid  and  the  disap- 
pearance of  the  mass  are  to  all  intents  and  purposes 
diagnostic. 

The  approach  to  the  diagnosis  of  a lump  in  the 
breast  and,  particularly,  the  choice  of  case  in  which 
biopsy  of  one  type  or  another  is  indicated  must  next 
be  discussed.  There  are  three  types  of  case  that 
should  offer  no  real  problem.  Tlie  first  is  the  tyjiical 
advanced  carcinoma,  particularly  in  the  older  woman 
presenting  the  clinical  picture  already  outlined.  Di- 
agnosis at  this  stage  is  rarely  useful,  since  it  repre- 
sents a diagnosis  of  impending  death.  In  this  in- 
stance biopsy  is  not  needed,  although  if  there  is  any 
doubt  it  should  be  adopted. 

Tlie  second  type  of  ca.se  is  the  typical  chronic  cys- 
tic mastitis  in  the  breast  of  the  younger  woman,  pre- 
senting marked  discomfort  before  the  onset  of  tlie 
menses,  multiple  similar  lumps  distributed  through- 
out both  breasts,  possible  discharge  from  the  nipple 
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and  none  of  the  characteristics  of  carcinoma.  Here 
l)iopsy  is  rarely  indicated.  Occasional  observation 
should  be  advised  with  the  idea  of  detecting  early 
any  change  in  size  or  character  of  any  of  the  masses. 
In  this  type  of  case  the  finding  of  a different  lump  by 
the  examiner  from  that  complained  of  by  the  patient 
is  particularly  significant. 

The  third  type  is  the  single  lump  at  any  age  with 
no  marked  evidence  of  chronic  cystic  mastitis  and 
with  no  characteristics  of  carcinoma.  This  type  is 
always  a cancer  suspect.  Determination  of  its  nature 
by  biopsy  is  essential  and  must  never  be  delayed. 

There  is  another  and  unfortunately  a large  group 
of  cases  which  tax  the  judgment  of  the  physician. 
These  are  the  lumpy  breasts  with  one  larger  or 
harder  lump  at  the  time  of  first  observation.  The 
picture  is  so  common  that  biopsy  might  become  too 
frequent  if  all  such  lumps  were  excised.  Further- 
more, should  the  disease  progress,  repeated  biopsy 
in  a single  patient  might  become  necessary.  All  the 
lumps  in  such  a breast  cannot  be  excised  and  it  is 
always  possible  that  one  of  the  smaller  lumps  might 
be  malignant  while  the  conspicuous  lump  is  benign. 
I know  of  no  more  difficult  problem  than  this.  One 
of  the  most  helpful  measures  is  the  repetition  of  ex- 
amination at  specific  periods  of  the  menstrual  cycle, 
which  is  a good  practice  in  all  cases  in  which  chronic 
cystic  mastitis  is  diagnosed.  The  patient  should  be 
seen  just  before  the  onset  of  the  period,  shortly  after 
the  onset  of  the  period  and  in  the  intermenstrual 
phase.  The  findings  are  often  illuminating.  A good 
many  years  ago,  before  I learned  the  value  of  this 
routine,  I saw  a young  woman  with  a conspicuous 
lump  in  her  breast  on  which  I advised  a biopsy. 
An  appointment  was  made  for  her  admission  to  the 
hospital  and  the  night  before  the  planned  operation 
I visited  her  there  for  only  my  second  contact  with 
her.  On  examination  I could  not  find  the  lump,  not 
because  it  had  disappeared,  but  because  both  breasts 
were  filled  with  large  masses  of  similar  character. 
Fortunately  this  examination  took  place  just  before 
her  menstrual  period.  The  operation  was  cancelled 
and  later  examination  in  the  intermenstrual  phase 
showed  that  the  lump  first  seen  had  become  smaller 
and  that  another  lump  not  previously  noted  was  con- 
spicuous. Through  this  chance  finding  the  expense 
and  mutilation  of  a biopsy  were  avoided. 

In  this  type  of  case  the  age  of  the  patient  will 
have  considerable  bearing  although  it  must  not  be 
too  absolutely  relied  upon.  .After  adequate  repeated 


examination,  biopsy  should  be  done  for  any  lump 
which  remains  constant  and  is  obviously  different 
from  other  lumps  and  for  any  lump  which  increases 
in  size  under  observation.  Occasionally  also  biopsy 
may  be  indicated  for  psychic  reasons,  about  which  a 
word  or  two  more  will  be  said.  On  the  whole  this 
is  one  of  the  most  difficult  decisions  in  surgery  and 
errors  will  be  made.  Most  of  them  should  be  in  the 
relatively  harmless  direction  of  an  unnecessary  bi- 
opsy than  in  the  serious  direction  of  failing  to  diag- 
no.«e  cancer. 

There  are  certain  pitfalls  of  diagnosis  of  a lump 
in  the  breast  which  must  briefly  be  mentioned,  in- 
cluding certain  of  the  rarer  conditions.  Among  the 
most  puzzling  of  these  is  multiple  carcinoma,  fortu- 
nately exceedingly  uncommon.  One  of  the  danger 
signals  of  multiple  carcinoma  is  eczema  of  the  nipple, 
as  Paget’s  disease  may  be  associated  with  this  con- 
dition. Very  recently  a woman  in  her  thirties  was 
operated  on  for  lumps  in  the  breast.  She  had  two 
rather  outstanding  lesions  in  the  riglit  breast,  one 
the  size  of  a lima  bean  and  one  the  size  of  a pea. 
Both  breasts  were  filled  with  shotty  nodules  of 
smaller  size.  The  nipple  .showed  a just  detectable 
area  of  extremely  mild  eczema.  In  this  instance  the 
nipple  and  one  of  the  masses  w'ere  e.xcised  for  diag- 
nosis. Frozen  section  on  the  latter  revealed  car- 
cinoma and  a radical  operation  immediately  fol- 
lowed. The  nipple  showed  the  typical  lesions  of 
Paget’s  disease  and  the  second  mass  was  also  malig- 
nant. At  this  patient’s  age  and  without  detection  of 
the  change  in  the  nipple,  it  might  have  been  easy 
to  have  made  a diagnosis  of  chronic  cystic  mastitis 
and  to  have  advised  delay  until  an  inoperable  stage 
had  been  reached. 

.A  second  pitfall  may  be  a large  cancer  with  a long 
history  and  with  none  of  the  clinical  characteristics 
of  the  disease.  If  we  follow  our  rule  of  making  a 
diagnosis  in  all  distinctive  lumps,  no  mistake  should 
arise  here.  In  the  days  before  the  preparation  of 
thyrotoxic  patients  for  thyroidectomy  with  iodine,  a 
young  woman  was  seen  with  marked  hyperthyroidism 
and  a lumj)  in  the  breast  about  four  inches  in  diam- 
eter which  the  patient  had  first  noticed  five  years 
previously.  During  her  convalescence  from  thyroid- 
ectomy it  was  felt  that  the  patient  was  in  sufficiently 
g(K)d  condition  to  permit  excision  of  tlie  breast  mass 
under  local  anaesthesia  ljut  not  in  good  enough  con- 
dition to  j)ermit  radical  mastectomy.  .As  the  mass 
showed  no  evidence  of  skin  attachment  or  other  more 


204 


Virginia  Medical  Monthly 


[April, 


advanced  changes  of  carcinoma  after  five  years,  the 
possibility  of  cancer  was  hardly  considered.  When 
carcinoma  was  shown,  a long  delay  became  necessary 
before  radical  mastectomy  could  follow  the  excision 
of  the  tumor. 

A third  pitfall  which  has  already  been  mentioned 
is  the  development  of  cancer  in  an  advanced  chronic 
cystic  mastitis  with  the  presence  of  many  lumps  of 
considerable  size.  There  is  no  golden  rule  to  avoid 
an  error  in  this  group.  The  patient  with  such  a 
condition  presents  a natural  handicap  to  the  diag- 
nosis of  cancer  which  it  is  difficult  to  overcome. 

.\  fourth  occasion  for  error  lies  in  cancer  in  the 
lactating  breast.  This  lesion  is,  of  course,  the  most 
malignant  of  all  cancers.  Furthermore,  it  may  pre- 
sent marked  inflammatory  changes  which  mimic 
lactation  inflammations  of  the  breast.  Any  physician 
concerned  in  postpartum  care  must  be  on  the  alert 
for  the  development  of  a lump  which  advances  pro- 
gressively and  which  does  not  respond  promptly  to 
the  usual  treatments  for  retention  and  inflammation. 

The  differential  diagnosis  of  cancer  in  the  lactat- 
ing breast  is  confused  by  another  lesion  which  may 
prove  a pitfall  in  cancer  diagnosis,  namely,  the 
galactocele.  This  is,  of  course,  a permanent  retention 
cyst  developing  during  lactation  and  containing  in- 
spissated lacteal  secretion.  It  presents  as  a single 
lump  in  what  may  be  otherwise  a normal  breast  and 
has  none  of  the  characteristics  of  cancer.  Its  history 
usually  dates  to  a period  of  lactation.  Such  a history 
should  not  lead  the  physician  to  ignore  the  pos- 
sibility of  cancer  and  the  general  rule  of  biopsy  for 
a single  lump  in  the  breast  should  govern. 

Perhaps  the  most  puzzling  but  certainly  one  of 
the  rarer  pitfalls  in  breast  diagnosis  is  fat  necrosis. 
Pathologically,  this  is  a foreign  body  reaction  oc- 
curring about  fat  which  has  escaped  from  its  cellu- 
lar envelope  and  acts  as  an  inert  substance  in  the 
tissues.  The  lesion  is  usually  but  not  always  directly 
referred  to  trauma.  This  is  not  a useful  historical 
point,  however,  inasmuch  as  many  cancers  are  also 
so  referred.  Unfortunately  fat  necrosis  creates  the 
same  reaction  in  the  connective  tissue  of  the  breast  as 
does  cancer,  namely,  proliferation  and  subsequent 
contraction.  Fat  necrosis  therefore  may  present  the 
only  early  distinctive  sign  that  we  have  of  cancer 
of  the  breast,  namely,  attachment  to  the  skin.  The 
only  way  in  which  unnecessary  radical  operations 
for  fat  necrosis  can  be  avoided  will  be  by  performing 
|jio[)sy  on  all  but  the  most  obviously  advanced  cases 


of  cancer.  In  this  connection  we  believe  that  the  as- 
piration biopsy  is  particularly  useful.  In  one  in- 
stance a mass  beneath  the  nipple,  which  presented 
definite  attachment  to  the  skin  and  retraction  of  the 
nipple,  was  subjected  to  excision  biopsy  because  the 
aspiration  biopsy  revealed  no  cancer.  The  frozen 
section  also  revealed  no  definite  cancer.  The  biopsy 
wound  was  therefore  closed  and  the  definitive  diag- 
nosis was  obtained  from  the  embedded  material. 
The  simplicity  of  the  aspiration  biopsy  permits  its 
use  to  indicate  the  necessity  of  an  excision  biop.sy  in 
any  equivocal  situation. 

Tuberculosis  of  the  breast,  fortunately  now  rare 
in  this  country,  may  also  cause  skin-retraction.  When 
one  considers  that  enlargement  of  axillary  glands 
frequently  is  associated  with  mammar}^  tuberculosis, 
the  possibility  of  error  is  placed  in  sharp  relief.  The 
records  of  the  University  of  Virginia  Hospital  con- 
tain an  instance  of  the  radical  operation  without 
preceding  biopsy  in  a case  of  this  sort. 

Finally,  we  must  not  forget  sarcoma  of  the  breast, 
which  may  present  some  of  the  characteristics  of 
carcinoma.  It  is  important  to  make  a distinction, 
inasmuch  as  the  therapy  of  the  two  diseases  is  com- 
pletely different.  The  radical  operation  for  cancer  of 
the  breast  is  directed  entirely  toward  lymphatic 
spread.  Sarcoma  does  not  spread  by  the  lymphatics 
and  the  radical  operation  is  therefore  not  indicated. 
All  that  should  be  done  for  this  disease  is  a simple 
mastectomy,  removing  that  portion  of  the  pectoral 
muscle  that  lies  in  contact  with  the  tumor. 

There  remains  only  the  question  of  the  fear  of 
cancer.  In  these  days  most  patients  who  present 
themselves  with  a lump  in  the  breast  come  with  the 
fear  of  cancer  already  in  their  minds.  The  most 
complete  understanding  of  the  patient  must  be  ob- 
tained in  order  to  approach  this  emotional  reaction 
with  the  least  possible  harm  to  the  patient’s  psyche. 
With  patients  in  whom  it  is  judged  that  no  amount 
of  reassurance  following  simple  examination  would 
erase  fear,  biopsy  of  what  the  physician  believes  is 
an  innocent  mass  may  be  indicated,  so  that  he  can 
add  the  positiveness  of  a microscopic  diagnosis  to 
his  well-reasoned  opinion.  To  those  patients  in 
whom  a diagnosis  of  chronic  cystic  mastitis  is  made 
on  clinical  grounds  alone,  it  is  well  to  put  all  the 
cards  on  the  table,  stressing  particularly  the  practi- 
cal point  that  most  chronic  cystic  mastitis  is  not 
associated  with  cancer.  One  can  tell  the  patient  that 
she  has  this  extremely  common  disease,  which  most 
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women  may  have  at  some  time  in  their  lives;  that, 
having  the  disease,  she  is  no  more  apt  to  have  cancer 
than  if  she  did  not  have  it;  and  that  her  only  handi- 
cap lies  in  the  fact  that  cancer  might  arise  and  be 
difficult  to  detect.  This  last  statement  lends  weight 
to  the  advice  to  be  given  that  the  breasts  should  be 
examined  at  intervals  by  a physician  on  the  alert  for 
changes.  Such  intervals  may  be  from  three  to  six 
months,  but  rarely  longer  than  the  latter.  The  patient 
should  further  be  told  that  at  any  time  a microscopic 
examination  of  one  of  the  lumps  may  become  neces- 
sary. 

Such  reassurance  to  the  patient  must  be  based,  of 
course,  on  real  reasons.  None  of  the  criteria  for 
biopsy  already  mentioned  can  be  ignored.  One 
must  be  certain  that  reassurance  in  relation  to  can- 
cer is  not  mistakenly  given.  At  least  once  in  my 
experience  have  I been  guilty  of  this  error.  A woman 
of  over  sixty  years  had  had  one  breast  removed  ten 
years  before  for  proven  cancer  and  was  seen  with  a 


small  indefinite  lump  in  the  other  breast.  She  had 
recently  gone  through  a severe  emotional  period  as- 
sociated with  illness  and  death  from  cancer  in  the 
family.  Her  physician  plead  with  me  to  reassure 
her  in  relation  to  cancer  if  I could  conscientiously 
do  so,  fearing  a serious  emotional  disturbance.  In 
this  instance  I broke  the  usual  rule  of  biopsying  a 
single  lump.  Six  months  later  the  cancer  was  ob- 
vious. Fortunately  such  errors  on  the  part  of  physi- 
cians are  rare.  A few  cases,  however,  do  occur;  and 
in  many  instances  the  reassurance  is  given,  not  be- 
cause the  patient  particularly  needs  it,  as  in  this 
instance,  but  because  the  physician  does  not  realize 
the  possible  significance  of  the  single  lump. 

In  conclusion,  the  realization  of  that  significance 
is  the  essential  single  element  in  the  physician’s  ap- 
proach to  a lump  in  the  breast.  Unless  he  can  with 
full  assurance  to  himself  be  certain  that  a lump  is 
not  cancer,  it  becomes  his  sole  duty  to  insist  that 
such  a lump  be  biopsied  and  its  nature  determined. 


WHAT  EVERY  PHYSICIAN  SHOULD  KNOW  ABOUT  CANCER  OF  THE  CERVIX.* 


Wright  Clarkson,  M.D., 
Hilmar  Schmidt,  M.D., 
and 

Edith  Miller,  M.D., 

Petersburg,  Virginia. 


Cancer  of  the  cervix  uteri  causes  more  than  14,000 
deaths  in  this  country  each  year.  This  is  nearly 
20  per  cent  of  all  deaths  from  cancer  in  women.  The 
best  estimates  available  at  present  indicate  that  a 
cross  section  of  all  cases  of  cancer  of  the  cervix 
treated  in  .America  today  will  show  a five  year  sur- 
vival rate  of  only  about  10  per  cent. 

This  high  mortality  is  not  because  of  the  lack  of 
an  efficient  remedy  with  which  to  treat  cancer  of 
the  cervix,  for  proper  treatment  produces  five  year 
survivals  of  about  75  per  cent  in  the  early  cases, 
and  well  over  50  per  cent  in  the  moderately  ad- 
vanced cases.  Five  year  survivals  of  35  per  cent 
have  been  obtained  by  proper  treatment  even  in  those 
patients  who  are  jar  advanced,  that  is,  in  those 
patients  with  a large  ulcer  crater,  and  a “frozen 
pelvis”.  It  is  obvious,  therefore,  that  the  number 
of  deaths  from  cancer  of  the  cervix  can  be  greatly 
reduced.  In  fact,  these  figures  indicate  that  the 

•Read  before  the  South  Piedmont  Medical  Society  at 
Danville,  Va.,  November  28,  1939. 


deaths  can  be  cut  to  less  than  one-fourth  of  the 
number  now  dying  provided  all  patients  with  the 
disease  can  receive  the  proper  treatment. 

Of  still  greater  importance  is  the  fact  that  cancer 
of  the  cervix  is,  to  a great  extent,  a preventable  dis- 
ease. To  appreciate  this,  one  must  remember  that 
cancer  of  the  cervix  usually  begins  in  a chroni- 
cally diseased  cervix,  and  that  it  begins  in  just 
one  cell,  or  in  a tiny  group  of  cells.  It  takes 
weeks  and  often  months  for  the  growth  to  become 
far  enough  advanced  to  jeopardize  the  life  of  the 
patient.  Therefore,  routine  semi-annual  examina- 
tions of  our  patients  will  tend  to  discover  many  pre- 
cancerous  lesions  of  the  cervix  and  many  cases  of 
actual  cancer  at  a stage  when  the  condition  is  curable. 

All  who  are  interested  in  reducing  the  mortality 
from  cancer  realize  that  the  successful  promotion  of 
this  work  is  largely  dependent  upon  the  family 
physician.  If  he  fails  to  recognize  a cancer  in  its 
early  and  curable  stage,  or  if  he  mistreats  a malig- 
nant condition  and  the  patient  becomes  hopeless,  he 
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must  suffer  the  everlasting  abuse  of  the  family  for 
his  negligence;  for  the  laity  is  rapidly  learning  the 
truth  about  cancer  and  regularly  demanding  more 
knowledge  of  the  subject.  On  the  other  hand,  by 
establishing  a regular  routine  of  periodic  examina- 
tions among  his  patients,  a physician  may  greatly 
increase  his  owm  personal  income  and  at  the  same 
time  save  hundreds  of  lives  by  causing  the  removal 
of  pre-cancerous  conditions  and  by  the  early  detec- 
tion and  proper  treatment  of  actual  cancer. 

A large  number  of  the  cases  of  cancer  of  the 
cervix  develop  after  the  child-bearing  period,  and 
after  this  time  an  infected  cer\-ix  is  as  useless  as  is 
an  infected  tonsil.  There  is  no  good  reason,  in  fact, 
why  a physician  should  permit  cervical  lacerations 
and  chronic  cervical  infections  to  exist  in  his  patients 
of  any  age. 

Leukorrhea  is  so  prevalent  in  women  that  most  of 
them  accept  it  as  a normal  condition.  This  flow  is 
usually  due  to  an  infected  cervix,  and  while  cancer 
of  the  cervix  develops  in  only  a relatively  small  per- 
centage of  these  cases,  it  is  not  unwise  to  look  upon 
an  infected  cervix  as  a pre-cancerous  state. 

Unfortunately,  the  signs  and  symptoms  of  cancer 
come  on  quite  insidiously,  producing  no  pain  and 
little  or  no  discomfort  to  cause  those  so  afflicted  to 
seek  the  advice  of  a physician  before  the  process  has 
become  advanced.  This  makes  an  educational  cam- 
paign for  the  laity  quite  essential. 

We  should  teach  w'omen  that  the  first  pink  stain 
not  connected  with  normal  menstruation  is  a danger 
signal,  and  when  one  considers  how  far  advanced 
the  average  case  is  when  this  sign  appears,  it  also 
becomes  evident  that  it  is  imperatively  necessary  to 
teach  them  about  some  earlier  manifestation  of  the 
disease.  This  early  sign  usually  manifests  itself  as 
a decided  change  in  the  character  of  the  vaginal 
discharge.  Cancer  will  not  always  be  found  in  these 
cases,  but  a good  percentage  of  them  will  have  can- 
cer, and  leukorrhea  in  any  form  at  least  signifies  an 
infection  and  a long-neglected  infection  may  lead  to 
cancer. 

Among  the  more  efficient  remedies  for  the  treat- 
ment of  the  infections  of  the  cervix,  electric  coagula- 
tion gives  the  best  results.  One  should  be  careful, 
of  course,  not  to  produce  too  much  scar  tissue  when 
so  treating  the  cervix  of  young  women  who  may  give 
birth  to  children. 

In  considering  patients  with  actual  cancer,  one 
must  remember  that  death  rarely  results  from  the 


local  multiplication  of  cancer  cells,  nor  does  death 
usually  result  from  a local  invasion  of  the  adjacent 
tissues.  Death  almost  invariably  is  the  result  of 
metastases  to  more  vital  and  less  accessible  parts. 
When  the  patient  applies  to  the  physician,  the  ex- 
amination should  therefore  be  made  as  gently  as 
possible,  for  a local  malignant  lesion  may  be 
metastasized  by  a forceful  examination. 

Since  hon-traumatic  irradiation,  that  is  X-ray, 
given  in  sufficient  quantity  will  so  devitalize  cancer 
cells  as  to  prevent  their  taking  on  growth,  should  they 
become  disseminated,  it  is  always  wise  to  give  X-ray 
therapy  as  the  first  act  in  dealing  with  suspected 
cancer,  particularly  in  old  women. 

In  young  women,  the  prebiopsy  irradiation  can  be 
given  by  gently  applying  a radium  pack  with  prac- 
tically no  filter  directly  to  the  cervical  tissue  to  be 
removed.  The  treatment  should  be  given  one  week 
before  the  biopsy,  for  a total  of  150  mg.  h.  This  will, 
we  believe,  sufficiently  devitalize  the  tissue  immedi- 
ately adjacent  to  the  radium,  and  it  will  not  sterilize 
the  patient. 

The  examiner  should  remove  tissue  for  micro- 
scopic study  in  every  suspicious  case.  He  should 
always  remember  that  numerous  cases  of  cancer  of 
the  cervix  occur  in  women  under  thirty  years  of 
age,  and  that  the  presence  of  fibroids  in  no  way 
indicates  that  cancer  may  not  also  be  present.  In 
fact,  the  two  conditions  are  frequently  found  in  the 
same  patient. 

If  we  are  to  have  even  a reasonable  chance  of  cur- 
ing a patient  in  whom  metastasis  has  already  oc- 
curred, we  must  see  that  a lethal  dose  of  irradiation 
reaches  every  cancer  cell  in  the  patient’s  body.  This 
is  absolutely  impossible  when  these  patients  are 
treated  with  radium  alone.  Therefore,  external 
(roentgen)  irradiation  is  essential  if  we  hope  to  ac- 
complish more  than  a temporary  relief  of  symptoms. 

Radium  is  so  frequently  misused  today  that  the 
number  of  cancer  of  the  cervix  patients  being  thus 
rendered  hopelessly  incurable  is  far  greater  than  is 
the  number  being  cured  by  radium  therapy. 

No  one  can  prove  that  metastasis  has  not  occurred 
in  any  given  case,  and  adequate  external  irradiation 
will  at  least  tend  to  prevent  further  metastasis.  It 
also  serves  to  stop  hemorrhage  and  to  clear  up  in- 
fections in  the  genital  tract  so  that  the  radium  may 
then  be  given  with  greater  safety  and  over  a longer 
period  of  time.  It  is,  therefore,  obvious  that  roentgen 
irradiation  should  be  given  as  the  first  act. 
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The  treatment  of  cancer  of  the  cervix  is  generally 
conceded  to  be  a radiological  problem;  but  more 
cases  are  being  treated  in  America  today  by  surgeons 
than  by  radiologists.  It  is,  therefore,  necessary  to 
make  it  more  widely  known  that  effective  irradia- 
tion cannot  be  expected  more  than  a few  cm.  away 
from  the  radium  application  and  that  cancer  so 
inadequately  irradiated  rapidly  becomes  radio- 
resistant and  thus  incurable  by  any  type  of  treatment 
thereafter. 

At  this  point,  we  wish  to  stress  the  fact  that  we 
are  not  trying  to  discredit  the  good  work  of  our 
surgical  colleagues.  Many  radiologists  untrained  in 
the  fundamental  principles  of  oncology  are  doing  as 
much  or  more  harm  by  continuing  to  irradiate  pa- 
tients with  various  forms  of  cancer  that  could  be 
better  treated  by  surgery;  but  the  treatment  of  cancer 
of  the  cervix  is  certainly  a radiological  problem.  The 
administration  of  a series  of  roentgen  treatments 
prior  to  the  radium  therapy  is  an  absolute  essential 
to  proper  care,  and  the  propef  treatment  with  either 
roentgen  rays  or  radium  requires  a broad  knowledge 
of  the  whole  field  of  radiolog}'. 

The  prolonged  series  of  roentgen  therapy  greatly 
adds  to  the  cost  of  the  treatment.  This  additional 
expense  complicates  our  problem  tremendously.  It 
is  some  times  necessary  to  send  an  indigent  patient 
or  one  in  the  low  income  group  with  cancer  of  the 
cervix  to  an  endowed  clinic/  In  doing  so  one  should 
first  ascertain  whether  or  not  the  clinic  has  the  proper 
personnel  and  equipment  necessary  for  the  correct 
treatment  of  cancer  of  the  cervix. 

The  actual  treatment  must,  of  course,  be  left  to 
the  individual  radiologist.  It  will  suffice  here  to 
say  that  the  patient  should  first  receive  a full  series 
of  heavily  filtered  high  voltage  roentgen  therapy  to 
the  pelvis  extended  over  a period  of  about  five  weeks 
and  that  this  should  be  followed  by  highly  filtered 
intra-cavital  radium  therapy  of  sufficient  dosage, 
usually  about  7,000  mg.  h.  divided  between  the 
vagina  and  the  body  of  the  uterus. 

Referring  to  the  treatment  of  cancer,  Ewing^  makes 
the  following  statement : “The  time  is  past  when  the 
mere  ability  to  perform  the  standard  surgical  opera- 
tion justifies  the  surgeon  in  undertaking  the  treat- 
ment of  most  forms  of  cancer.  This  fact  may  be 
emphasized  by  the  report  that  the  average  operative 
mortality  for  rectal  cancer  in  nineteen  American 
cities  of  a population  of  about  100,000  is  45  per  cent. 


while  the  mortality  of  many  specialists  is  only  5 to 
10  per  cent.” 

In  fact,  every  well  informed  physician  knows  that 
the  practice  of  oncology  requires  many  highly  spe- 
cialized procedures  and  instrumentations  which  nec- 
essitate an  enormous  amount  of  equipment  and  train- 
ing, and  that  the  diagnosis  and  treatment  of  cancer  is 
therefore  one  of  the  most  highly  specialized  fields 
of  medicine.  Many  physicians,  however,  fail  to  rec- 
ognize cancer  as  a true  and  grave  emergency  in  its 
first  states.  Neoplasms  are,  therefore,  being  treated 
dail)^,  or  we  should  say  mistreated  daily,  by  physi- 
cians who  are  neither  trained  nor  equipped  for  the 
work.  So  long  as  this  situation  continues  no  mate- 
rial reduction  in  the  mortality  rate  from  cancer  can 
be  expected. 

The  problem  of  accurate  diagnosis  and  of  the 
proper  treatment  of  cancer  of  the  cervix,  like  all  other 
forms  of  cancer,  is  dependent  upon  the  patient  getting 
into  the  proper  hands  at  an  early  stage.  The  oncolo- 
gist, that  is  the  physician  adequately  trained  in  the 
diagnosis  and  treatment  of  neoplasms,  can  now  cure 
a high  percentage  of  his  cases;  but  the  problem  of 
cancer  prevention  and  the  problem  of  directing  the 
patient  to  the  proper  place  for  final  diagnosis  and 
treatment  must  always  remain  in  the  hands  of  the 
family  physician.  Upon  his  judgment  rests  the  life 
of  every  patient  that  comes  under  his  care. 

Synopsis 

1.  Five-year  survivals  of  all  cases  of  cancer  of 
the  cervix  treated  in  America  today  do  not  exceed 
10  per  cent,  yet  five-year  survivals  of  well  over  50 
per  cent  may  be  obtained  by  the  proper  use  of  ex- 
ternal irradiation  as  the  first  act  followed  by  the 
right  kind  of  intra-cavital  irradiation. 

2.  ^^■omen  everywhere  should  be  taught  to  seek 
medical  advice  early  for  all  abnormal  vaginal  dis- 
charges, physicians  should  make  frequent  and  care- 
ful examinations  of  the  cervix  and  patients  with 
cancer  of  the  cervix  should  be  treated  only  by 
oncologists. 

.1.  Electric  coagulation  is  effective  in  the  treatment 
of  precancerous  lesions  of  the  cervix. 

4.  Non-traumatic  irradiation  should  be  given 
prior  to  all  forceful  examinations  and  biopsies,  and 
prior  to  the  intra-cervical  use  of  radium. 

5.  Radium  is  so  frequently  misused  tcKlay  that  the 
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number  of  cancer  of  the  cervix  patients  being  thus 
rendered  hopelessly  incurable  is  far  greater  than  the 
number  being  cured  by  radium  therapy. 

6.  Success  is  dependent  upon  cancer  prevention 
and  upon  placing  the  cancer  patient  in  the  proper 
hands  for  treatment  at  an  early  stage.  The  responsi- 
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bility  for  the  accomplishment  of  these  things  rests 
with  the  family  physician. 
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CASE  REPORT  OF  A SPLEEN  LYING  IN  THE  PELVIS  AND 
TWISTED  ON  ITS  PEDICLE. 


W.  Lowndes  Peple,  M.D., 
Richmond,  Virginia. 


Mrs.  L.  R.,  seventy-four  years  old,  is  the  mother 
of  two  children,  aged  forty-eight  and  forty-five  years. 
She  is  a large  stout  woman  apparently  in  good  health. 
Five  weeks  prior  to  my  seeing  her  she  had  an  attack 
of  upper  right  abdominal  pain  with  tenderness  in 
that  region  gradually  shifting  to  the  lower  right  ab- 
domen. 

The  blood  count  was  normal  and  the  temperature 
was  100.  The  urine  was  normal  and  other  findings 
were  without  significance. 

After  a few  days  rest  these  symptoms  subsided 
only  to  be  followed  by  another  attack  when  she  left 
her  bed  and  went  about  her  daily  business.  X-ray 
examination  was  made  but  the  appendix  did  not  fill. 
Due  to  certain  irregularities  in  the  cecum  the  roent- 
genologist thought  that  carcinoma  of  the  cecum 
should  be  considered.  She  was  admitted  to  the  hos- 
pital in  Oxford,  North  Carolina,  July  18,  1938,  a 
week  prior  to  my  seeing  her,  and  was  prepared  for 
operation  should  one  be  indicated. 

Phy.sical  Examination:  The  abdomen  was  dis- 
tended, rigid  and  tender  especially  in  the  right  lower 
quadrant.  A mass  was  detected  above  the  pubis  and 
to  the  right  of  the  median  line.  Since  a catheter 
eliminated  the  bladder  and  a uterine  sound  a 
pyometrium,  it  was  decided  that  we  were  dealing  with 
an  ovarian  cyst  on  a twisted  pedicle  although  I could 
not  feel  it  from  below.  If  this  diagnosis  proved  in- 
correct we  felt  that  the  only  alternative  left  was  an 
appendiceal  abscess  well  walled  off  and  wrapped'  in 
omentum. 

Her  blood  count  was  as  follows:  red  cells  4,250,- 
000,  hemoglobin  81  per  cent,  leucocytes  7,600,  poly- 
morphonuclears  74  per  cent,  lymphocytes  20  per  cent, 
blood  Wassermann  and  Kahn  reaction  negative. 

Neither  this  count  nor  the  history  of  recurrent 


attacks  provoked  by  getting  up  seemed  to  point  to 
the  appendix.  It  seemed  to  leave  a clear  field  by 
exclusion  for  a rather  high  ovarian  cyst  on  a twisted 
pedicle.  Although  we  could  not  touch  it  from  below 
it  seemed  to  fit  better  the  recurring  attacks  on  stand- 
ing and  moving  about.  So,  with  this  tentative  diag- 
nosis an  exploratory  section  was  done  under  ether 
anesthesia. 

Operation  Report:  Through  a right  rectus  in- 

cision extending  up  to  and  a little  above  the  um- 
bilicus, a tumor  mass  was  exposed;  it  lay  in  the 
true  pelvis  and  extended  for  at  least  three  or  four 
inches  above  the  s}’mphysis.  It  was  surrounded  by 
adhesions  to  the  omentum,  intestines,  and  bladder, 
all  of  which  were  soft  and  new,  and  when  these  were 
freed,  it  was  seen  that  the  tumor  was  the  spleen 
twisted  on  a large  and  congested  and  edematous 
pedicle.  I would  estimate  the  turns  at  one  and  a 
half  times,  and  some  of  the  vessels  were  plainly 
thrombosed.  Since  untwisting  the  pedicle  and  freez- 
ing the  spleen  might  have  led  to  embolism,  it  was 
decided  to  remove  it.  The  pedicle  was  ligated  with 
number  two  chromic  catgut,  and  dropped  back.  Its 
length,  some  four  inches  or  more,  made  this  com- 
paratively easy.  The  stump  could  lie  seen  to  be 
retracting  up  to  its  normal  position  after  this  was 
done.  The  cecum  was  carefully  examined  and  re- 
vealed no  pathology  whatever.  The  appendix  though 
somewhat  atrophic  was  quite  normal.  The  wound 
was  closed  without  drainage.  Chromic  catgut  was 
used  in  the  peritoneum,  muscle  and  fascia,  and  silk- 
worm-gut for  the  skin.  There  was  no  tension  about 
the  closure  and  the  wound  was  quite  dry. 

During  the  pre-operative  stay  in  the  hospital  from 
the  18th  to  the  24th  of  July  her  pulse  ran  from 
seventy  to  eighty,  and  her  temperature  from  ninety- 
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eight  in  the  A.  M.  to  100  in  the  P.  M.  She  ate  well, 
her  bowels  moved  daily,  and  the  output  of  urine  was 
satisfactory.  Except  for  a trace  of  albumen  and  an 
occasional  hyaline  cast,  there  was  nothing  in  it  out  of 
the  usual. 

The  operation  was  over  about  3:30  P.  M.,  July 
24th,  having  lasted  about  one  hour.  She  returned 
to  her  room  with  a pulse  of  116.  By  6 P.  M.  it  was 
120  and  her  temperature  by  axilla  was  104.  The 
character  of  the  pulse  was  weak  and  thready  but 
improved  with  digifolin. 

She  was  given  glucose  by  vein  and  small  amounts 
of  water  by  mouth.  Her  pulse  ran  from  eighty  to 
ninety,  and  her  temperature  from  100  to  102  by 
axilla  for  the  next  few  days.  She  was  nauseated  and 
vomited  small  amounts  of  greenish  fluid  from  time 
to  time.  Her  bowels  moved  with  enemas  and  she 
passed  a great  deal  of  gas.  Her  temperature  and 
pulse  gradually  grew  better,  being  a little  above  nor- 
mal. She  began  taking  nourishment  and  by  the  end 
of  the  week  seemed  to  be  making  a very  satisfactory 
recovery.  The  silkworm  stitches  were  removed  on  the 
ninth  post-operative  day.  The  wound  was  clean  and 
dry. 

Next  day,  following  a vomiting  spell,  the  w^ound 
opened  wdth  some  bleeding.  She  was  taken  to  the 
operating  room  and  the  w^ound  was  re-sutured  under 
light  ether  anesthesia.  There  was  no  pus,  no  blood 
clots,  and  no  evidence  of  peritonitis.  The  wound 
had  simply  failed  to  heal. 

Following  this,  the  patient  seemed  shocked,  her 
temperature  went  up  to  104  and  her  pulse  to  120. 
There  was  frequent  involuntary  urination.  She  was 
restless  and  the  temperature  rose  until  just  before  her 
death,  August  Sth,  twelve  days  after  operation,  it 
reached  108  degrees  by  rectum.  She  passed  no  urine 
in  the  last  twenty-four  hours. 

Post-operative  laboratory  findings  show’ed  the  red 
cells  dropping  to  3,660,000  w’ith  hemoglobin  76  per 
cent.  The  white  cells  increased  to  15,000,  with  89 
per  cent  polys.  A few  nucleated  red  cells  were  found. 
On  August  1st,  there  were  19,700  white  cells  with  91 
per  cent  polys.  The  urine  which  had  become  dark 
showed  increasing  albumin  and  casts  with  a few  red 
cells  and  pus  cells.  On  August  4th,  the  day  before 
her  death,  the  urine  was  semisolid  on  heating  and 
50  per  cent  pus  was  reported. 


Pathological  report  was  as  follows: 

Gross  Description:  Specimen  consists  of  a spleen 
in  two  parts  that  combined  are  12  x 8.8  x 4.7  cm. 
There  is  also  a portion  of  blood  clot.  The  outer  sur- 
face is  reddish  and  grayish  in  color,  and  on  section, 
the  cut  surface  shows  at  one  side  an  irregular  firm 
grayish  tumor  nodule  3.8  x 2.5  cm.  A small  frag- 
ment of  similar  tissue  is  seen  at  another  point,  just 
beneath  the  capsule.  Other  than  these  fragments  of 
apparent  tumor,  the  cut  surface  is  dark  reddish  in 
color  and  soft.  Four  blocks. 

Microscopic  Description:  Section  of  the  areas  that 
were  thought  to  be  tumor  on  gross  examination  shows 
marked  necrosis.  Around  the  necrotic  areas  there  is 
marked  hemorrhage. 

Diagnosis:  Infarction  of  spleen.  From  the  clini- 
cal record  and  finding  it  on  the  right  side,  one  would 
suppose  that  it  was  dislodged  from  its  fossa,  and 
the  vessels  became  occluded  by  twisting  of  the 
pedicle  which  caused  the  infarction. 

Comment 

There  was  nothing  in  the  blood  picture  in  this 
case  to  direct  attention  to  the  spleen.  The  rarity  of 
finding  it  in  the  pelvis  and  twisted  (about  103  in 
the  entire  literature)  would  hardly  bring  it  to  mind 
as  a possibility.  The  infarction  in  the  spleen  itself 
and  the  coagulated  blood  in  the  huge  veins  of  the 
strangulated  pedicle  may  have  produced  substances 
that  were  toxic,  accounting  for  the  high  temperatures 
following  the  operation.  The  ligation  of  large  thin- 
walled  veins  so  close  to  the  portal  vein  itself  must 
inevitably  turn  some  clots  directly  into  the  blood 
stream  and  on  into  the  liver.  Unfortunately,  no 
postmortem  was  performed,  but  I should  be  much 
surprised  had  it  not  shown  marked  liver  changes,  if 
not  actual  infarction,  could  one  have  been  made. 

Dr.  Irvin  Abell  in  the  Annals  of  Surgery,  1933, 
collected  ninety-five  cases  from  all  that  were  recorded 
to  that  date.  To  these  he  added  two  of  his  own, 
making  ninety-seven.  In  the  same  journal  for  May, 
1938,  Elma  H.  .Adkins,  of  Miami,  Florida,  reports 
a case  of  his  own,  and  has  collected  five  other  cases 
from  the  literature  occurring  since  1933.  This 
would  place  the  total  number  at  103  and  with  the 
above  case  104  in  all  to  date. 

1000  West  Grace  Street. 
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RECENT  PROGRESS  IN  THE  CONTROL  OF  SYPHILIS:  AN 
IMPORTANT  FACTOR  IN  THE  FUTURE  OF  PUBLIC  HEALTH.* 


A.  J.  Aselmeyer, 

Surgeon,  U.  S.  Public  Health  Service, 
and 

I.  V.  SOLLINS, 

Associate  Statistician,  U.  S.  Public  Health  Service, 
Washington,  D.  C. 


F UNDAMENTAL  DISCOVERIES 
are  living  in  a period  which  is  noted  for  rapid 
progress  in  the  medical  field.  During  the  early  years 
of  the  Twentieth  Century,  important  discoveries  in 
syphilology  followed  one  another  with  a rapidity 
which  is  unparalleled  in  any  other  disease.  In  1903 
Metchnikoff  and  Roux  demonstrated  that  syphilis 
was  inoculable  in  apes.  In  1905  the  long  search  for 
the  organism  of  syphilis  ended  with  the  discovery  of 
the  Spirochaeta  pallida  by  Schaudinn  and  Hoffmann. 

During  1906  and  1907,  Wassermann,  Neisser  and 
Bruck  applied  the  serum-complement  reaction  of 
Bordet  and  Gengou  to  the  diagnosis  of  syphilis  and 
developed  the  Wassermann  test  which,  with  subse- 
quent modifications,  occupies  a key  position  in  the 
present  syphilis  control  program. 

The  discovery  of  arsphenamine  by  Ehrlich  in  1910 
completed  the  information  necessar\^  for  the  scientific 
diagnosis  and  treatment  of  this  disease  and  laid  the 
foundation  for  the  present-day  conception  of  syphilis 
control  through  case-finding  and  treatment. 

The  First  Control  Effort  in  the 
United  States 

In  the  United  States  the  magnitude  of  the  venereal 
disease  problem  was  brought  forcibly  to  public  at- 
tention for  the  first  time  during  the  World  War. 
The  results  of  physical  examinations  of  draftees  re- 
vealed that  six  out  of  every  hundred  men  examined 
had  a venereal  infection  detectable  without  the  use 
of  routine  blood  serologic  tests.  We  became  deter- 
mined to  do  something  about  this  menace  to  our 
national  defense.  In  1918  Congress  created  the  Di- 
vision of  Venereal  Diseases  in  the  U.  S.  Public 
Health  Service  and  made  available  Federal  funds  to 
aid  the  states  in  the  control  of  syphilis  and  gonor- 
rhea. 

This  noble  effort  was  short-lived.  The  work  had 

*Read  before  the  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina,  at  Virginia  Beach,  Va., 
December  12-14,  1939. 


hardly  begun  when  in  1920  there  was  a drastic  cur- 
tailment of  Federal  funds.  All  aid  to  the  states  for 
venereal  disease  work  was  terminated  in  1926.  It 
was  not  until  ten  years  later  that  renewed  impetus 
was  given  to  the  battle  against  the  venereal  diseases. 
A landmark  in  medical  history  was  established  by 
the  National  Conference  on  Venereal  Disease  Con- 
trol Work  held  in  Washington  during  December, 
1936.  The  press,  magazines  and  even  the  radio  gave 
enormous  publicity  to  the  syphilis  control  campaign. 
Social  Security  funds,  made  available  to  the  states 
through  the  Public  Health  Service  for  general  public 
health  measures,  made  it  possible  for  a number  of 
states  to  expand  to  some  extent  their  existing  facili- 
ties for  the  control  of  syphilis  and  gonorrhea.  The 
Venereal  Disease  Control  Act  signed  by  the  President 
on  May  24,  1938,  authorized  Federal  grants  to  the 
states  specifically  for  venereal  disease  control  work 
over  a period  of  years,  and  established  the  movement 
to  control  syphilis  and  gonorrhea  in  the  United  States 
on  a permanent,  national  basis.  Thus  it  may  be  con- 
sidered that  the  first  full  year  of  the  public  health 
battle  against  syphilis  occurred  in  1938. 

Control  Activities  During  the  Past 
Two  Years 

Let  us,  therefore,  review  the  past  two  years’  activi- 
ties in  the  control  of  syphilis  and  consider  our  needs 
for  the  future. 

The  legislative  bodies  have  been  particularly  ac- 
tive. A number  of  states  and  localities  have  appro- 
priated additional  funds  specifically  for  venereal  dis- 
ease control.  In  nineteen  states,  laws  have  been  en- 
acted requiring  blood  tests  prior  to  i.ssuance  of  mar- 
riage licenses.  This  screening  of  our  young  popula- 
tion will  do  much  to  prevent  innocent  infection. 
I'here  is  considerable  evidence  in  the  literature  to 
show  the  extent  to  which  infection  of  the  marital 
partner  has  increased  the  prevalence  of  syphilis  and 
gonorrhea.  Reports  from  the  health  department  of 
one  state  where  the  marriage  law  is  in  effect  indicate 


1940] 


Virginia  Medical  Monthly 


211 


Fig.  1. 

STATES  WITH  LEGISLATION  REQUIRING  EITHER  OR  BOTH  A BLOOD  TEST  FOR 
SYPHILIS  PRIOR  TO  ISSUANCE  OF  MARRIAGE  LICENSE  AND  DURING  EACH  PREGNANCY 


Ouat  legislation 


that  a large  number  of  blood  tests  are  being  given  to 
young  adults  who  would  otherwise  not  have  had 
them.  New  cases  of  syphilis  are  found  at  the  rate 
of  1 per  cent  of  those  tested.  Most  of  those  who  were 
found  to  be  positive  had  no  previous  knowledge  of 
infection.  Positive  cases  were  equally  divided  be- 
tween men  and  women.  Physicians  report  that  more 
than  half  of  those  with  positive  tests  seek  treatment. 
Non-infectious  persons  are  given  certificates  and  are 
being  married.  Physicians  and  health  officers  are 


showing  cooperation  in  following  up  most  of  the 
cases.  They  report  that  the  law  is  well  received  and 
that  they  consider  it  a sound  procedure  in  public 
health.  It  is  hoped  that  the  Virginia  Legislature  will 
make  available  to  its  people  this  preventive  measure 
by  adopting  the  premarital  and  prenatal  bills*  which 
have  been  prepared  Jointly  by  the  State  Medical  So- 
ciety and  the  State  Department  of  Health.  Addi- 

*Editor’s  Note. — This  bill  was  adopted  by  the  General 
Assembly  in  recent  session. 


Fig.  2. 

DOMESTIC  SALES  OF  ARSENICAL  DRUGS  (ESTIMATED  IN  NUMBER  OF 
DOSES),  AS  REPORTED  BY  MANUFACTURERS  AND  DISTRIBUTORS 

Percent 

Calendar  increase 

Year  over  1933 


1933 

I93H 

1936 

1936 

1937 

1938 


17 

13 

33 

69 

84 


Average  dose  arsphenaisine  (salvarsan)  0.3  gm;  average  dose 
s i I verarsphenami ne,  sulpharsphenamine,  neosi Iverarsphenamine, 
etc.  0.2  gm.;  average  dose  neoarsphenamine  0.5  gm;  average 
dose  mapharsen  0.05  gm. 
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tional  funds  for  carrying  out  the  provisions  of  such 
legislation  should  be  provided.  Figure  1 shows  the 
many  states  which  recognize  the  benefits  that  may 
be  provided  to  prospective  parents  by  premarital  and 
prenatal  examination  laws. 

So  that  our  future  generations  may  be  doubly  pro- 
tected, legislatures  of  many  states  have  provided 
routine  testing  for  s}'philis  during  pregnancy.  Six- 
teen state  legislatures,  including  that  of  North  Caro- 
lina, have  required  all  treatment  sources  to  examine 
the  blood  of  women  during  pregnancy.  The  states 
shown  with  the  heavier  markings  have  dual  legisla- 
tion ; those  with  the  finer  markings  require  examina- 
tions only  during  pregnancy;  while  those  with  the 
open  markings  require  examinations  only  prior  to  the 
issuance  of  marriage  licenses. 

The  extent  to  which  certain  essential  activities  are 
carried  on  is  a measure  of  progress  in  the  control  of 
syphilis  throughout  the  United  States. 

There  has  been  a persistent  increase  since  1933  in 
the  domestic  sale  of  arsenical  drugs  as  reported  by 
manufacturers  and  distributors.  As  shown  in  Figure 
2,  the  five  million  doses  sold  in  1933  have  increased 
to  ten  million  in  1938.  During  1937  approximately 
one-third  of  the  nine  million  doses  of  arsenical  drugs 
sold  in  the  United  States  were  distributed  free 
through  State  and  local  health  departments.  In  con- 
trast during  1938,  of  the  ten  million  doses  sold,  ap- 
proximately one-half  were  distributed  by  state  and 
local  health  departments.  It  is  fair  to  assume  that 


tribution  by  the  states  of  Virginia  and  North  Caro- 
lina increased  over  100  per  cent,  while  the  average 
increase  for  the  United  States  at  large  was  but  70 
per  cent.  It  is  gratifying  to  know  that  Virginia  and 
North  Carolina  have  taken  steps  to  distribute  anti- 

Fig.  3. 


INCREASE  IN  REPORTED  NUMBER  OF  DOSES  OF  ARSENICALS 
DISTRIBUTED  BY  STATE  HEALTH  DEPARTMENTS 
1936  TO  1939 


syphilitic  drugs  free  to  all  physicians  upon  request 
regardless  of  the  economic  status  of  the  patient. 

Figure  4 shows  that  today  there  is  not  a southern 
state  which  does  not  furnish  free  anti-syphilitic  drugs 
for  ‘all  indigent  patients.  The  free  distribution  of 


Fig.  4. 

FREE  DISTRIBUTION  OF  ANTI -SYPHILITIC  DRUGS  TO 
INDIGENT  CASES  BY  SOUTHERN  STATE  HEALTH  DEPARTMENTS 


H Free  Drugs  to  Indigenls 
□ No  Free  Drugs  lo  Indigenls 


the  free  distribution  of  drugs  increases  the  avail- 
ability of  treatment. 

Figure  3 shows  that  during  the  past  year  drug  dis- 


drugs,  which  was  part  of  the  control  program  in  only 
eight  southern  states  in  1935,  became  an  integral 
part  of  the  plan  in  every  southern  state  by  1939. 
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The  tremendous  increase  in  laboratory  activities 
for  the  diagnosis  and  treatment  control  of  syphilis 
during  the  ten-year  period  between  1930  and  1939 
is  shown  in  Figure  5.  A part  of  this  increase  is  un- 
doubtedly due  to  the  operation  of  laws  requiring 
premarital  and  prenatal  blood  examinations.  Many 
of  these  laboratory  tests  were  performed  for  diag- 


figures  for  a one-year  period  were  available,  approxi- 
mately 85  per  cent  of  the  laboratory  tests  were  for 
diagnostic  purposes,  with  approximately  10  per  cent 
for  treatment  control,  and  the  remaining  5 per  cent 
for  re-check.  Of  all  the  individuals  tested  for  diag- 
nostic purposes  in  this  city,  7 per  cent  were  found 
to  be  positive.  This  is  admittedly  a high  percentage 
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INCREASE  IN  REPORTED  NUMBER  OF  SEROLOGIC  BLOOD  TESTS  FOR  SYPHILIS  IN  STATE 
LABORATORIES  THROUGHOUT  THE  UNITED  STATES.  FROM  1930  TO  1939 


PERCENTAGE 

INCREASE 
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nostic  purposes.  Unfortunately  it  has  not  been  pos- 
sible to  determine  for  the  countr}'^  as  a whole  what 
percentage  of  the  total  tests  were  performed  for 
diagnostic  purposes  and  what  percentage  for  treat- 
ment control  purposes.  Since  the  first  objective  of 

Fig.  6. 

INCREASE  IN  REPORTED  NUMBER  OF  SEROLOGIC  BLOOD  TESTS 
FOR  SYPHILIS  IN  STATE  LABORATORIES  - 1938  TO  1939 


NUMBER  OF  TESTS  PERCENT  NUMBER  OF  TESTS 

IN  1938  INCREASE  IN  1939 

FOR  U.S.A.  3.600.000  56  ^ 5.600.000 

VIRGINIA  — — - 71.000  30 ^ 92.000 

NORTH  CAROLINA  - 271,000  UU ^389.000 


the  syphilis  control  program  is  to  discover  all  possible 
cases  of  syphilis,  there  has  been  widespread  interest 
in  the  “Wassermann  dragnets”.  The  number  of 
diagnostic  tests  performed  is  an  interesting  indication 
of  case-finding  activity.  In  one  large  city  where 


of  positives,  but  the  most  interesting  point  is  that 
about  60  per  cent  of  the  positive  cases  were  brought 
under  treatment  as  a result  of  this  program. 

Evidence  of  laboratory  activities  in  connection 
with  syphilis  control  in  Virginia  and  North  Caro- 
line is  presented  in  Figure  6.  According  to  reports 
received  through  state  health  departments,  approxi- 
mately six  million  serologic  blood  tests  for  syphilis 
w'ere  performed  in  the  United  States  last  year.  This 
number  represents  an  increase  of  approximately  60 
per  cent.  However,  according  to  reports  received 
from  Virginia  and  North  Carolina,  the  percentage 
increase  in  the  number  of  serologic  tests  performed  in 
these  states  was  below  the  average  increase  for  the 
entire  country.  This  lower  percentage  probably  re- 
flects the  limitation  of  efforts  in  discovering  syphilis 
through  routine  testing.  The  operation  of  special  pre- 
marital-prenatal legislation  undoubtedly  will  increase 
the  blood  testing  program  during  the  coming  year. 

The  annual  evaluation  studies  of  serologic  tests 
as  performed  in  .state  laboratories  reveal  progressive 
improvement  in  the  character  of  the  work  performed. 
Today,  one-fourth  of  the  state  laboratories  are  doing 
superior  work  in  the  performance  of  these  highly 
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technical  procedures.  The  number  of  laboratories 
adhering  to  standard  technics  has  increased  greatly 
since  1938.  Only  twelve  of  the  forty-three  which 
failed  to  follow  the  authors’  rules  in  1938  remain  in 
this  category  in  1939.  Of  the  twenty-two  state  lab- 
oratories still  rated  below  standard,  as  compared  to 
the  high  degree  of  accuracy  which  has  been  attained 


health  departments  are  surveying  the  character  of 
clinic  performance  and  are  taking  steps  to  remedy 
defects.  Throughout  the  country  generally,  case- 
finding and  case-holding  activities  are  being  ex- 
panded and  emphasis  is  being  placed  on  finding  and 
keeping  under  treatment  cases  of  early  s}T>hilis  and 
syphilis  in  pregnancy.  Much  progress  has  been  made 


Fig.  7. 

NUMBER  OF  CLINICS  TREATING  VENEREAL  DISEASES  IN  THE  UNITED  STATES 


Percentage 
increase 
over  1927 


32 


99 

181 


287 


Clinics  in  1939  include  those  in  Hawaii,  Puerto  Rico,  and  Viroin  Islands 


by  the  control  laboratories,  eighteen  have  indicated  a 
willingness  to  improve  their  procedures.  .A.  number 
of  the  states  have  taken  steps  to  evaluate  and  im- 
prove the  character  of  serologic  tests  performed  in 
laboratories  within  their  jurisdiction. 

-Adequacy  and  availability  of  clinic  facilities  are 
of  paramount  importance  in  the  syphilis  control  pro- 
gram. Persistent  efforts  are  being  directed  toward 
improving  the  quality  of  treatment  services.  State 


in  the  establishment  of  additional  clinic  facilities 
throughout  the  United  States.  Figure  7 shows  that 
in  1927  there  were  only  six  hundred  clinics  in  which 
treatment  for  the  venereal  diseases  could  be  ob- 
tained; today  there  are  over  2,400  such  clinics.  Dur- 
ing the  past  year  alone  the  number  of  clinics  treating 
venereal  diseases  in  the  country  at  large  increased  by 
38  per  cent.  In  Virginia  such  clinic  facilities  show 
an  increase  of  45  per  cent  and  in  North  Carolina  an 


Fig.  8. 

INCREASE  IN  NUMBER  OF  CLINICS  TREATING  VENEREAL  DISEASES 
DURING  FISCAL  YEAR  1939 


PERCENT 


1940] 


Virginia  Medical  Monthly 


215 


increase  of  115  per  cent.  This  comparison  is  il- 
lustrated in  Figure  8.  Despite  these  increases  there 
is  definite  evidence  to  indicate  that  in  both  states 
additional  clinic  facilities  are  urgently  needed.  In 
North  Carolina,  according  to  the  annual  report  of 
the  Health  Department,  there  are  approximately 
twenty-four  counties  which  provide  neither  clinic  fa- 
cilities nor  epidemiological  service.  In  Virginia,  the 
State  Health  Officer  estimates  that  there  is  definite 
need  for  the  establishment  of  at  least  fifty  additional 
clinics. 

A measure  of  the  accomplishments  of  syphilis  con- 
trol progress  may  be  obtained  from  a study  of  Figure 
9 which  shows  the  number  of  new  patients  admitted 

Fig.  9. 


INCREASE  IN  NUMBER  OF  NEW  CASES  OF  SYPHILIS 
REPORTED  ADMITTED  TO  CLINICS,  FROM  1938  TO  1939 
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" NORTH  CAROLINA  17,558  28.272 

to  clinics  during  the  past  fiscal  year.  For  the  United 
States  as  a whole  the  number  of  new  patients  with 
syphilis  reported  admitted  to  clinics  increased  by 
67  per  cent.  In  Virginia  the  corresponding  increase 
was  but  11  per  cent;  in  North  Carolina  the  increase 
of  50  per  cent  which  was  observed  fell  considerably 
short  of  the  average  increase  for  the  entire  country. 

This  brief  sketch  of  recent  activities  indicates  that 
the  syphilis  control  program  is  going  forward.  The 
course  has  been  well  charted.  At  the  Thirty-Seventh 
Annual  Conference  of  State  and  Territorial  Health 
Officers  which  met  in  Washington  in  April,  1939, 
a decision  was  made  that  in  order  to  receive  Fed- 
eral venereal  disease  control  funds  after  January 
1,  1940,  state  health  departments  must  carry  out 
minimal  acceptable  practices  in  connection  with  lab- 
oratory services,  treatment  and  diagnostic  facilities, 
drug  distribution  and  administrative  procedures.  It 


is  extremely  gratifying  to  know  that  both  Virginia 
and  North  Carolina  have  met  all  of  the  minimum 
standards  set  forth. 

Evaluation  of  the  Program 

It  is  too  soon  to  appraise  the  effectiveness  of  our 
control  efforts  in  the  United  States.  However,  we 
have  the  assurance  that  we  are  on  the  right  road,  for 
similar  measures  consistently  carried  out  in  other 
countries  over  a period  of  years  markedly  reduced 
the  incidence  of  syphilis.  Fragmentary  data  avail- 
able indicate  that  the  ratio  of  patients  with  early 
syphilis  to  the  total  number  of  new  patients  seeking 
treatment  in  clinics  is  increasing.  This  is  a healthy 
sign.  Furthermore,  the  high  lapse  rate  among  pa- 
tients with  early  syphilis  is  being  reduced.  Today, 
not  only  is  the  stillbirth  rate  due  to  syphilis  decreas- 
ing, but  also  greater  effort  is  being  made  to  follow 
up  and  examine  the  children  born  of  mothers  with 
syphilis. 

Future  Needs 

In  the  last  one  hundred  years  the  emphasis  in 
public  health  has  passed  from  the  utilization  of 
police  powers  alone  to  the  application  of  immuno- 
logic procedures  and  sanitation  and  finally  to  the 
development  of  control  methods  through  the  admin- 
istration of  treatment.  In  line  with  this  modem  con- 
cept, the  control  of  syphilis  is  a major  problem. 

The  needs  of  the  future  are  apparent — adequate 
funds,  trained  personnel,  and  a determined,  united 
effort  to  carry  on.  A study  of  the  future  plans  sub- 
mitted by  state  health  departments  indicates  a full 
realization  of  the  clear-cut  necessity  for  carrying  on 
measures  now  in  effect  and  further  expansion  of 
syphilis  control  activities. 

Special  emphasis  must  be  placed  upon  increasing 
the  efficiency  of  the  local  control  programs.  Treat- 
ment facilities,  either  in  clinics  or  at  the  hands  of 
private  practitioners,  must  be  increased  so  as  to  serve 
the  rural  as  well  as  the  urban  areas.  Present  diag- 
nostic centers  need  to  be  expanded.  Physicians  who 
staff  the  clinics  should  receive  at  least  nominal  re- 
muneration. More  effective  case-finding  and  case- 
holding programs,  to  serve  not  only  the  public  clinics 
but  also  the  private  practitioners,  need  to  be  estab- 
lished. In  the  laboratories  special  emphasis  must  be 
placed  upon  improving  procedures  and  making  the 
services  readily  available.  In  the  clinics  particularly, 
further  efforts  are  needed  to  standardize  treatment 
regimes,  especially  for  early  and  latent  syphilis  and 
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s>'philis  in  pregnancy.  Clinic  physicians  need  fur- 
ther training  in  modern  methods  of  diagnosis  and 
treatment.  Of  special  imp>ortance  is  the  problem  of 
record  keeping  and  reporting.  It  should  be  empha- 
sized that  the  reporting  program  is  not  an  adjunct 
to  but  rather  an  integral  part  of  the  entire  control 
program.  Without  adequate  record  keeping,  plan- 
ning becomes  impossible. 

All  of  these  additional  facilities  will  require  ad- 
ditional funds.  True — but  Now  is  the  time  to 

realize  that  every  additional  dollar  invested  in  the 


control  of  venereal  diseases  will  pay  dividends. 

An  appraisal  of  control  efforts  over  a two-year 
period  in  certain  areas  of  the  United  States  shows 
that  it  has  been  possible  to  obtain  during  the  second 
year  of  the  program  five  dollars’  worth  of  treatment 
service  for  every  three  dollars  expended  during  the 
first  year. 

The  “venereal  disease  control  power”  of  each  dol- 
lar rises  as  the  program  gains  momentum.  Future 
progress  depends  in  large  measure  upon  our  willing- 
ness to  provide  additional  dollars! 


MOTOR  APHASIA,  AGRAPHIA  AND  STAMMERING  FOLLOWING 
THE  USE  OF  SULFANILAMIDE.* 


Wm,  H.  Higgins,  M.D., 

Richmond,  Virginia. 


With  the  exception  of  acute  hemolytic  anemia  and 
granulocytopenia  the  complications  following  the 
use  of  sulfanilamide  are  as  a rule  not  distressing. 
The  central  nervous  system  has  been  particularly 
immune  to  its  toxic  manifestations  as  only  occasion- 
ally is  there  a report  of  such  symptoms  as  depression, 
mental  confusion  or  inability  to  concentrate. 

The  following  case  occurred  in  one  who  has  been 
known  for  many  years,  during  which  time  she  had 
never  shown  any  evidence  of  nervous  or  mental  in- 
stability and  was  definitely  above  average  intellectu- 
ally. Her  symptoms  were  so  unique  that  the  drug 
was  repeated  after  a month  in  order  to  exclude  an 
unrelated  complication. 

Case  Report:  White — Female — Age  thirty-four. 
Was  seen  in  May,  1939,  with  symptoms  and  physical 
signs  suggesting  a subacute  bilateral  tubal  infection. 
Her  previous  history  was  unimportant  and  her  gen- 
eral physical  condition  was  otherwise  satisfactory. 
Her  weight  was  forty-eight  kilograms.  Sixty  grains 
of  sulfanilamide  was  ordered  to  be  taken  daily.  Qn 
the  morning  of  the  third  day  she  noticed  difficulty  in 
articulation.  Although  she  had  a mental  image  of 
the  word  there  was  an  inability  to  pronounce  it. 
In  addition  there  was  a spasmodic  hesitation  in  her 
effort  to  speak.  She  continued  the  medication  and 
returned  to  the  office  on  the  fourth  day.  By  this 
time  the  symptoms  were  more  exaggerated  and  were 
augmented  by  stammering.  There  was  a similar  im- 

•From  the  Medical  Department,  Hospital  Division, 
Medical  College  of  Virginia. 


pairment  of  her  ability  to  write.  She  had  a visual 
word  picture  but  was  unable  to  transpose  it  to  writ- 
ing without  repeated  efforts.  Coincidental  with  these 
irregularities  she  complained  of  rather  marked  de- 
pression and  emotionalism.  The  drug  was  discon- 
tinued with  a complete  relief  of  S)Tnptoms  in  three 
days. 

Four  weeks  later  an  effort  was  again  made  to  in- 
stitute sulfanilamide  therapy  with  the  same  results. 
The  manifestations  began  on  the  third  day  of  treat- 
ment when  the  blood  concentration  of  sulfanilamide 
was  .7  mgs.  per  100  c.c.  of  blood.  Her  blood  exami- 
nation showed  rbc  4,400,000 — wbc.  10,600 — hgb.  74 
per  cent  (Sahli).  A few  days  after  stopping  the  sul- 
fanilamide her  symptoms  disappeared  without  any 
residue  of  her  nervous  reaction. 

On  account  of  persistent  pelvic  discomfort  this 
patient  was  admitted  to  the  Memorial  Hospital  for 
an  exploratory  laparotomy.  Following  a hysterect- 
omy a urinary  tract  infection  developed.  The  at- 
tending physician,  unaware  of  her  previous  experi- 
ences with  sulfanilamide,  repeated  this  treatment. 
By  the  end  of  the  third  or  fourth  day  rather  marked 
depression  manifested  itself  which  was  followed  by 
the  same  difficulty  in  talking  and  writing  as  de- 
scribed in  an  earlier  paragraph. 

Thus,  in  three  instances  in  the  same  patient  this 
peculiar  neurologic  reaction  to  moderate  doses  of 
sulfanilamide  developed. 

Medical  Arts  Building. 
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OCULAR  FINDINGS  IN  THE  NEWBORN— A PRELIMINARY  STUDY.* 


Frank  D.  Costenbader,  M.D., 
Washington,  D.  C. 


During  the  past  number  of  years  I have  been  in- 
terested in  children’s  ophthalmology,  though  until 
now  I had  never  spent  any  special  time  studying  the 
eyes  of  the  newborn  infant.  Recently,  however,  I 
have  run  across  several  cases  having  obscure  eye  de- 
fects and,  in  attempting  to  assign  a cause,  I found 
that  others  had  speculated  about  the  same  problem. 

^\’hat  I may  have  to  say  is  the  result  of  a very 
limited  experience,  but  a fair  amount  of  reading.  I 
hope  to  continue  a survey  of  all  the  babies  bom  on 
the  dispensary  service  of  the  Columbia  Hospital  in 
Washington,  and  some  time  later  summarize  my 
findings.  It  will  be  interesting  to  note  any  parallel- 
ism or  divergence  from  previously  published  surveys 
of  a similar  nature.  Tonight,  I shall  quote  ver}’ 
largely  from  surveys,  and  attempt  to  summarize  their 
conclusions  as  best  I can. 

W'hile  most  sur\'eys  have  limited  themselves  to  in- 
juries or  infections,  I have  attempted  to  include  both. 
I feel  that  such  matters  should  be  of  considerable 
interest  to  the  general  medical  man,  the  pediatrist, 
the  obstetrician,  and  the  ophthalmologist.  If  it  can 
be  shown  that  ocular  infections  and  ocular  injuries 
occur  at  birth,  effort  should  be  made  to  know  more 
about  them,  so  that  we  may  reduce  them  to  a mini- 
um, or  treat  them  adequately  when  they  do  occur. 

I was  much  interested  in  a statement  in  a paper 
delivered  by  invitation  by  Mr.  Comyns  Berkeley^ 
before  the  Ophthalmological  Society  of  the  United 
Kingdom.  This  eminent  obstetrician  said,  “It  is  as- 
serted that  if  the  eyes  of  newborn  babies  were  thor- 
oughly examined,  instead  of  injuries  to  the  eyes  as 
the  result  of  labor  being,  as  some  of  us  think,  rare, 
and  others  extremely  rare,  they  are,  in  reality,  quite 
common.  If  this  statement  is  true,  or  anything  like 
true,  then  its  realization  is  of  the  greatest  importance 
to  the  community  at  large,  since  we  are  at  once  face 
to  face  with  this  question:  How  many  of  the  dis- 
abilities of  the  eyes  which  are  commonly  called  con- 
genital, are  due  to  injury  in  the  process  of  labor? 
Which  question  leads  us  to  another,  and  that  the 
more  important:  If  these  disabilities  had  been 

recognized  at  the  time  of  birth,  instead  of  much  later, 

•Read  before  the  Norfolk  County  Medical  Society,  at 
Norfolk,  Va.,  November  6,  1939. 


could  a defect,  which  is  now  irremediable,  have  been 
cured?”  If  we  should  expand  this  statement  to  in- 
clude infections,  the  same  comment  and  questions 
might  well  be  put  at  the  present  time. 

I would  like,  first,  to  discuss  ocular  injuries  which 
occur  at  the  time  of  birth.  I believe  that  it  is  some- 
what better  recognized  now  that  such  injuries  do 
occur  in  a fairly  large  percentage  of  all  births, 
whether  these  be  normal  or  abnormal.  We  are  all 
willing  to  grant,  however,  that  the  major  portion  of 
such  injuries  would  seem  to  be  relatively  minor  ones 
from  which  the  fortunate  infant  recovers  without  any 
presumed  damage  or  residuum. 

Let  us  consider  the  forces  at  work  during  the 
birth  of  a baby.  Needless  to  say,  those  doing  obstet- 
rics are  much  more  familiar  with  the  subject  than  I, 
and  I shall  only  try  to  point  out  a few  factors,  which 
would  seem  to  have  to  do  with  the  causation  of  birth 
injuries.  During  the  process  of  delivery,  the  infant’s 
head,  being  semi-elastic,  is  frequently  badly  moulded 
and  misshapen  with  the  bones  of  the  skull  overlap- 
ping, hematomata  of  the  soft  parts  occurring,  and 
indentations  of  the  bones  being  obvious  at  times.  If 
the  pelvis  has  been  particularly  narrow,  the  size  of 
the  baby  very  large,  the  length  of  labor  very  pro- 
longed, or  tlie  interference  with  instruments  neces- 
sary, the  chances  for  damage  to  this  new  arrival  into 
the  world  have  greatly  increased. 

What  are  the  ocular  injuries  which  have  been 
found  in  the  literature  and  which  we  inconstantly  see? 
The  question  itself  would  intimate  that  the  greater 
part  of  these  injuries  are  rather  rare.  There  have 
been  several  cases  reported  of  dislocation  or  complete 
avulsion  of  the  eye  ball.  Hoffman^  cites  two  such 
cases  born  of  the  same  mother,  and  after  her  death 
at  the  time  of  a third  delivery,  it  was  found  that 
there  was  a very  sharp  angle  at  the  junction  of  the 
last  lumbar  vertebra  with  the  sacrum.  This  sharp 
projection  had  performed  a crude  enucleation  on  each 
of  the  two  infants.  The  classical  example  of  such 
an  injury  is  the  tale  often  told,  and,  I believe,  de- 
scribed in  the  literature  by  de  Wecker,®  of  the  eye 
partially  dislocated  because  it  was  mistaken  for  the 
fetal  anus  during  vaginal  examination.  Friedenwald* 
reports  a case  in  which  there  was  avulsion  of  the 
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eye  ball  during  birth  with  good  result  following  re- 
placement. 

Then  there  are  the  lesser,  though  rather  obvious, 
injuries  to  the  lids,  in  which  the  lids  have  been  torn, 
or  badly  edematous  and  contused,  or,  due  to  an  in- 
jury to  the  levator  muscle  or  the  nerve  supplying  it,  a 
ptosis  is  present.  At  times,  also,  an  e.xophthalmos 
is  seen  and  it  is  felt  that  in  most  of  these  cases, 
there  is  an  intraorbital  hemorrhage  forcing  the  eye 
forward,  either  caused  by,  or  associated  with,  a frac- 
ture of  the  orbital  wall.  Again,  ocular  pareses  occur. 
These  may  take  place  in  any  one  of  a number  of 
ways.  There  may  be  an  intracranial  hemorrhage 
which  damages  the  nuclei  to  the  nerves  in  question; 
there  may  be  intraorbital  hemorrhage  with  damage 
to  the  muscles  or  to  the  nerves;  and  there  may  be 
fracture  of  the  orbital  wall  with  actual  dislocation  or 
direct  injury  to  any  of  the  muscles.  This  question 
was  discussed  at  some  length  by  Thompson^  in  1926, 
and  by  Edgerton®  in  a very  excellent  review  of  the 
literature  in  1934.  In  connection  with  such  injuries 
to  the  extraocular  muscles,  the  very  interesting  ques- 
tion arises  as  to  whether  many  of  the  cases  of 
strabismus  or  so-called  congenital  anomalies  of  the 
extraocular  muscles  which  are  found  later  in  life, 
may  not  well  be  the  residuum  from  birth  injuries. 

The  subject  of  injuries  to  the  cornea  has  received 
quite  a lot  of  attention  and  a number  of  cases  have 
been  reported  in  the  literature  in  the  last  twenty  years 
or  more.  Lloyd,^  in  a recent  article,  reported  six  cases 
of  linear  opacities  in  the  cornea  with  rupture  of 
Descemet’s  membrane,  all  found  in  individuals  past 
infancy  but  undoubtedly  occurring  during  birth. 
Haab,  Thompson  and  Ballantyne,  Peter,  de  Wecker, 
Collins,  Bedell,  Greene,  and  many  others,  have  re- 
ported such  cases.  I have,  in  the  last  two  years,  seen 
two  cases  rather  closely  resembling  the  description 
given  by  these  men.  The  vision  is  usually  poor.  On 
gross  examination  the  cornea  may  look  fairly  normal. 
On  more  careful  examination  with  the  magnifying 
lens  or  with  the  slit-lamp,  it  is  found  that  there  are 
from  one  to  several  dense  lines  in  the  stroma  of  the 
cornea,  usually  in  a vertical  direction,  and  very  fre- 
quently there  are  vertical  lines  of  rupture  of 
Descemet’s  membrane,  with  the  membrane  itself  often 
rolled  into  refractile  cylinders.  I think  there  can  be 
little  question,  at  the  present  time,  that  the  majority 
of  these  injuries  to  the  cornea  would  seem  to  arise 
from  improperly  applied  forceps. 

So-called  congenital  cataracts  have  been  seen  by 


several  investigators  and  it  is  their  opinion  that  in- 
jury through  blunt  force  to  the  lens  may  occasionally 
cause  lens  changes  grossly  resembling  certain  forms 
of  congenital  cataract.  Nystagmus  has  been  found  in 
a fairly  large  percentage  of  carefully  examined  new- 
borns. Stem  and  Schwartz,®  in  1924,  reporting  a 
series  of  100  infants  investigated,  felt  that  most  of 
these  cases  of  nystagmus  were  due  to  intracranial 
hemorrhage.  The  condition  was  found  in  fourteen 
out  of  forty-four  normally  delivered  infants,  and  in 
forty-five  of  fifty-six  delivered  from  abnormal  pres- 
entation. 

Except  for  a host  of  infrequently  seen  injuries,  this 
brings  us  down  to  a type  of  injury  not  seen  unless 
looked  for,  and  yet  more  frequently  encountered  than 
all  the  above  injuries  together.  I speak  of  retinal 
hemorrhage  in  the  newborn.  Juler,®  in  1926,  found 
retinal  hemorrhages  in  9 per  cent  of  nev/bom  infants 
when  examined  within  the  first  eight  days  of  life. 
However,  hemorrhages  were  found  in  15  per  cent  of 
fifty-eight  infants  examined  within  the  first  twenty- 
four  hours.  Richman,^®  in  a recently  published  study 
of  531  newborn,  found  retinal  hemorrhages  in  12.2 
per  cent  of  the  group.  She  emphasized  the  oft- 
repeated  fact  that  the  most  frequent  are  the  super- 
ficial, flame-shaped  hemorrhages  which  absorb  very 
readily  and  may  not  be  present  several  days  after 
birth.  Edgerton,®  in  reviewing  his  findings  in  a 
series  of  458  cases  studied,  found  retinal  hemor- 
rhages in  41  per  cent  of  the  total  series.  A brief 
glance  at  the  literature  will  show  that  various  in- 
vestigators have  found  percentages  of  retinal  hemor- 
rhages varying  from  3 to  46  per  cent,  the  average 
being  22.7  per  cent  of  all  cases  reported  by  twenty- 
three  investigators. 

Jacobs,^^  in  1928,  while  considering  the  possible 
relationship  between  intraocular  and  intracranial 
hemorrhages,  pointed  out  that  22  per  cent  of  all 
newborn  infants  coming  to  autopsy  had  intracranial 
hemorrhages.  These  were  the  average  findings  of 
nine  investigators.  In  his  own  series  of  fourteen  ex- 
amined at  autopsy,  28  per  cent  had  intracranial 
hemorrhages,  and  86  per  cent  had  intraocular  hemor- 
rhages. It  should  be  borne  in  mind,  however,  that 
many  of  his  series  were  prematures.  Zentmayer,^^ 
in  discussing  Jacobs’  findings,  suggested  that  the  ex- 
cess of  intraocular  over  intracranial  hemorrhages 
may  be  due  to  the  poorer  support  received  by  the 
blood  vessels  from  the  surrounding  tissues  in  the  eye. 
Edgerton,®  however,  suggests  that  the  correlation  be- 
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tween  intracranial  and  retinal  hemorrhages  may  be 
even  more  exact  than  vve  now  believe.  He  suggests, 
by  inference,  that  many  newborn  infants  may  have 
petechial  hemorrhages  throughout  the  brain,  or  large 
hemorrhages  in  silent  areas  of  the  brain,  and  have 
no  very  evident  damage  from  them.  He  points  out 
that  cerebral  and  retinal  hemorrhages  can  not  be 
considered  separately  since  there  is  a marked  simi- 
larity between  the  vascular  conditions  w'hich  exist  in 
the  eye  and  in  the  cerebral  ventricles. 

I believe,  then,  we  may  assume,  for  purposes  of 
discussion,  that  retinal  hemorrhages  occur  in  from 
IS  to  40  per  cent  of  all  newborns;  that  intracranial 
hemorrhage  can  be  proven  to  occur  at  least  one- 
fourth  as  often  as  retinal  hemorrhage;  and  that  intra- 
cranial hemorrhage  probably  occurs  much  more  fre- 
quently than  can  be  proven.  With  these  assumptions 
in  mind,  would  it  not  be  wise  to  tr)^  to  establish  the 
causes,  and  mode  of  causation,  of  intracranial  and 
retinal  hemorrhage.  This  w'as  admirably  set  forth  by 
Juler®  in  a symposium  before  the  Ophthalmological 
Society  of  the  United  Kingdom,  and  again  more  re- 
cently by  Edgerton.® 

Undoubtedly  a prolonged  second  stage  of  labor 
wdth  considerable  compression  of  the  head,  with  con- 
gestion of  the  vessels  and  cerebral  sinuses,  is  a chief 
factor.  The  damage  might  be  done  in  one  of  two 
ways.  By  compressing  the  head,  thus  compressing  the 
cavernous  sinus,  causing  back  pressure  on  the  central 
retinal  vein,  many  small  retinal  venules  would  be 
ruptured  and  hemorrhage.  Again,  pressure  on  the 
head  causes  increased  intracranial  pressure,  which 
causes  an  increased  pressure  in  the  fibrous  sheathing 
of  the  optic  nerve,  thus  compressing  the  nerve  itself 
and  the  central  vein  flowing  through  it.  Add  to  the 
major  factor  of  compression  of  the  fetal  head,  the 
secondary  one  of  fetal  asphyxia,  caused  by  pressure 
on,  or  twisting  of,  the  umbilical  cord,  premature  sep- 
aration of  the  placenta,  diseased  placenta,  prolonged 
dry  labor,  and  compression  of  the  chest,  and  it  is 
small  wonder  that  retinal  hemorrhage  and  presum- 
ably intracranial  hemorrhage  so  often  occur. 

There  are  other  factors  possibly  influencing  the 
tendency  to  hemorrhage ; Syphilis,  about  which  there 
is  some  question;  mechanical  injury  to  vessels  from 
instrumentation,  hemorrhagic  disease  of  the  new- 
born; jaundice;  hemophilia;  the  use  of  pituitrin;  de- 
ficiency in  maternal  calcium  and  vitamin  B;  and  a 
host  of  others.  Prematurity  definitely  lends  itself  to 


excessive  hemorrhage.  The  ante-partum  health  of  the 
mother  and  infant  do  not  seem  to  be  important. 

Rather  contrary  to  the  above  statement,  Eades,^® 
and  Juler,®  feel  that  prolonged  labor,  asphyxia,  pres- 
sure on  the  head  by  forceps  or  contracted  pelvis,  and 
early  rupture  of  the  membranes,  do  not  influence  the 
tendency  to  retinal  hemorrhage.  However,  Edgerton,® 
in  his  more  recent  article  and  study  of  a large  series 
of  cases,  felt  that,  though  the  above  statements  were 
true  in  general,  the  use  of  mid  or  high  forceps  greatly 
increases  the  incidence  of  retinal  hemorrhages.  Of 
the  seventeen  cases  so  examined  by  him  after  the  use 
of  high  or  mid  forceps,  all  seventeen  had  severe  bi- 
lateral retinal  hemorrhages. 

I do  not  wish  to  take  more  time  to  discuss  retinal 
and  intracranial  hemorrhages  except  to  speculate  with 
Buchanan^"*  and  Thompson®  upon  the  possible  after- 
results there  might  be  from  these  hemorrhages  or 
other  birth  trauma.  Buchanan  says,  “It  is,  then,  very 
probable  that  a certain  number  of  children  are  born 
ever)'  year,  and  survive  infancy,  having  gross  intra- 
cranial lesions,  and  it  is  interesting  and  instructive 
for  us  to  consider  what  symptoms  might  be  present  in 
after-life  which  would  be  more  or  less  direct  conse- 
quences of  the  hemorrhage.” 

Let  us  leave  out  the  idiots,  the  spastics,  and  the 
paralytics  about  whom  there  is  little  question.  We 
might  well  question,  though,  the  youngster  bom 
blind,  found  to  have  an  optic  atrophy  in  early  in- 
fancy. We  might  well  question  the  serious  visual  de- 
fective, having  a vision  of  20/200  or  less,  often  with 
a nystagmus.  We  might  further  question  the  case  of 
the  less  serious  visual  defective,  the  child  with  an 
amblyopia  for  which  there  is  no  obvious  cause.  Since 
retinal  hemorrhages  were  first  found  in  newborn  eyes, 
the  question  has  been  asked,  “Might  not  this  child 
have  had  a hemorrhage  in  his  macula  at  birth  and 
no  visible  evidence  be  present  now?”  In  partial  an- 
swer to  this  question,  I note  that  Jacobs^^  examined 
twenty-three  cases  three  to  six  years  after  having 
found  retinal  hemorrhages  at  birth,  and  the  vision 
was  found  normal  in  all  except  one,  who  had  had  a 
large  hemorrhage  near  the  macula.  Rowland,^®  in 
following  up  seventeen  cases  having  had  retinal  hem- 
orrhages, found  no  evidence  of  residual  damage. 

We  might  further  question  certain  types  of  strabis- 
mus, ptosis,  and  scarred  corneas,  and  ask  ourselves 
whether  birth  trauma  might  not  be  at  fault. 

What,  then,  is  the  answer?  Having  examined  the 
newborn  and  found  certain  damage,  what  can  be 
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done?  Usually  very  little.  Local  treatment  to  the 
minor  traumas,  and  general  treatment  to  the  infant, 
exhaust  our  possibilities  along  the  line  of  therapy. 
Then,  cannot  we  prevent  some  of  these  cases?  Pos- 
sibly so.  When  you  consider  that  retinal  and  intra- 
cranial hemorrhages  occur  in  apparently  healthy  in- 
fants, born  spontaneously  and  without  undue  diffi- 
culty,* the  problem  becomes  discouraging.  However, 
we  can  be  unusually  careful  in  learning  of  possible 
disproportion  between  the  size  of  the  fetal  head  and 
the  maternal  pelvis.  We  can  redouble  our  precau- 
tions when  using  forceps.  We  can  attempt  to  antici- 
pate trouble  in  the  patient  who  had  an  injured  baby 
before. 

•■\n  interesting  sidelight  to  this  discussion  is  that 
Juler^®  reported  having  examined  the  fundi  of  nine- 
teen infants  by  Caesarean  section  and  found  no  hem- 
orrhages. Berkeley^  rather  humorously  stated  (I 
quote  from  the  discussion),  that  “I  do  not  know 
whether  those  present  are  of  the  opinion  that  the 
proper  method  of  delivering  children  is  by  Caesarean 
section,  but  my  juniors  have  already  sufficient  indi- 
cations for  that  operation.”  So  much  for  ocular  in- 
juries. 

Now,  for  a few  minutes,  let  us  consider  the  ocular 
infections  to  be  found  in  the  newborn.  Within  the 
past  few  years,  a number  of  able  investigators  have 
turned  up  facts  of  interest. 

What  are  the  infections  to  be  found  in  the  eyes  of 
newborn  infants?  In  the  interest  of  simplicity,  they 
might  be  divided  into  gonorrheal  (the  so-called 
ophthalmia  neonatorum),  the  inclusion  body  (so- 
called  inclusion  blennorrhea),  and  a miscellaneous 
group  seen  less  frequently,  caused  by  the  pneumococ- 
cus, Koch-Weeks  bacillus,  staphylococcus,  strepto- 
coccus, Morax-Axenfeld  bacillus,  and  others.  Mem- 
bers of  this  latter  group  are  to  be  expected  occasion- 
ally, since  some  of  these  bacteria  are  normally  found 
about  the  human  body.  The  diagnosis  rests  on  the 
laboratory  findings  and  clinical  picture.  The  treat- 
ment is  cleansing,  antiseptics,  and  general  supportive 
measures  for  the  infant. 

Let  us  turn  our  attention  now  to  the  first  two  mem- 
bers of  the  group  of  infections — ophthalmia  neona- 
torum, and  inclusion  blennorrhea.  As  far  back  as  the 
early  part  of  this  century,  investigators  were  pointing 
to  the  fact  that  in  many  cases  of  presumed  gonor- 
rheal conjunctivitis  in  the  newborn,  gram-negative 
diplococci  could  not  be  demonstrated  from  the  secre- 
tion or  conjunctival  scrapings.  Then  Stargardt  found 


grouped  particles  in  epithelial  cells  from  the  con- 
junctiva closely  resembling  “inclusions”,  already  dis- 
covered by  Halberstadter  and  Prowazek  in  trachoma. 
These  “inclusions”  were  first  thought  to  be  either  a 
product  of  the  gonococcus,  or  an  atypical  form  of 
the  gonococcus.  However,  during  the  past  quarter  of 
a century,  numerous  investigators  have  established 
certain  facts. 

Inclusion  blenorrhea  is  due  to  an  ultra-microscopic 
virus  or  agent,  derived  from  the  genital  tract  of  the 
mother,  and  infecting  the  basal  epithelial  cells  of  the 
conjunctiva  of  the  newborn  infant.  This  agent  can 
pass  through  Berkefeld  filters,  is  capable  of  infecting 
the  conjunctiva  of  monkeys  in  the  laboratory,  and  is 
completely  resistant  to  silver  therapy.  It  is  seen  in 
conjunction,  at  times,  with  the  gonococcus,  but,  more 
often,  no  significant  organism  can  be  found  on  smear 
or  culture.  Most  laboratories  will  report  a pseudo- 
diphtheritic  bacillus,  or  the  xerosis  bacillus,  from  a 
case  of  inclusion  blennorrhea.  Neither  is  the  primary 
infecting  agent,  and  usually  neither  is  pathogenic  in 
the  conjunctival  sac. 

The  clinical  course  of  this  disease  is  interesting. 
There  is  an  incubation  period  of  from  four  to  four- 
teen days,  averaging  six  to  eight  days.  Then  there  is 
an  acute  stage  in  most  cases,  lasting  from  one  to  three 
weeks,  followed  by  a prolonged  chronic  stage,  lasting 
as  long  as  two  years,  as  in  a case  reported  by 
Thygeson.  The  acute  stage  is  characterized  by  a 
sudden  onset  of  severe  inflammation  of  the  con- 
junctiva, especially  of  the  lower  lid,  at  times  with  a 
pseudomembrane,  and  with  marked  swelling  of  the 
lids,  with  a profuse  muco-purulent  discharge.  The 
inflammation  is  usually  bilateral,  and  gradually  sub- 
sides irrespective  of  treatment,  leaving  no  residual 
damage.  Practically  every  type  of  antiseptic  and 
therapeutic  agent  has  been  tried  without  apparently 
influencing  the  course  of  the  disease  until,  as  has 
happened  with  many  disease  entities,  sulfanilamide 
was  tried. 

Julianelle  and  Lange,^’^  in  a recent  series  of  ar- 
ticles, have  discussed  the  subject  of  inclusion  blennor- 
rhea thoroughly.  Thygeson,^*  in  reporting  an  adult 
and  an  infant,  both  treated  with  sulfanilamide,  em- 
phasizes the  dramatic  cure  resulting  from  this  drug. 
He  states  that  in  nine  adults  and  forty-two  infants 
seen  by  him,  no  case  has  healed  in  less  than  three 
months,  and  the  average  time  was  six  months  when 
treated  with  the  usual  antiseptics.  However,  in  the 
two  cases  reported  by  him  at  this  time,  treated  with 
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sulfanilamide,  the  adult  was  inclusion-body  free  in 
three  days,  and  completely  healed  in  thirteen  days. 
Tlie  infant  was  inclusion-body  free  in  three  days, 
and  healed  and  normal  in  two  weeks.  This  result 
was  obtained  by  giving  up  to  one-half  grain  per 
pound  of  body  weight,  and  no  local  treatment  what- 
soever was  used  on  the  eye. 

During  the  past  three  years  I have  seen  some  ten 
or  twelve  cases  of  inclusion  blennorrhea  in  the  clinic, 
and  three  cases  in  private  practice.  These  cases  have 
been  equally  resistant  to  treatment,  until  the  last  two, 
which  have  been  treated  with  sulfanilamide. 

Ophthalmia  neonatorum,  on  the  other  hand,  is  no 
new  problem.  For  years,  through  greater  care  and 
treatment  of  the  mother,  the  instillation  of  silver 
nitrate  in  the  baby’s  eyes,  and  earlier  and  more  ade- 
quate treatment  of  the  disease  when  it  occurs,  the 
incidence  of  the  condition  has  become  greatly  re- 
duced. We  all  recall  the  facts  that  the  infection  is 
directly  transmitted  from  the  birth  canal  of  the 
mother,  that  the  incubation  period  is  usually  three 
days  or  less,  that  the  inflammation  is  usually  in- 
tense, comeal  ulceration  not  infrequent,  the  course 
of  the  disease  usually  lasting  weeks,  and  nursing  at- 
tention must  be  constant  and  scrupulous. 

But  even  in  this  long-known  and  well-understood 
disease  condition,  other  facts  arise.  Sulfanilamide 
has  again  come  to  the  fore,  and  in  cases  of  ophthal- 
mia neonatorum  has  effected  cures  as  dramatic  as  in 
any  field  in  which  it  has  been  tried.  Along  with 
others,  I have  used  sulfanilamide  subcutaneously 
and  by  mouth  in  a number  of  newborns,  and  had  the 
pleasure  of  seeing  the  acute  stage  of  the  conjuncti- 
vitis clear  up  in  from  twenty-four  to  seventy-two 
hours,  and  the  smears  be  consistently  negative  after 
one  to  two  weeks.  I have  not  used  sulfanilamide 
locally  to  drop  in  the  eyes,  but  note  that  Glover,^^ 
in  two  recently  reported  cases,  used  prontosil  to  drop 
in  the  eyes,  combined  with  prontylin  in  the  milk, 
with  excellent  results.  I feel  that  it  is  entirely 
possible  that  sulfanilamide  used  locally  as  drops  in 
the  eyes,  without  other  medication,  might  be  quite 
effective. 

In  the  differential  diagnosis  of  inclusion  blennor- 
rhea and  ophthalmia  neonatorum  due  to  the  gonococ- 
cus, several  facts  should  be  remembered.  Both  occur 
during  birth  and  usually  the  infecting  agent  can  be 
recovered  from  the  mother.  The  incubation  period  of 
gonorrhea  is  usually  less  than  four  days,  while  in- 
clusion blennorrhea  seldom  appears  before  the  fourth 


day  of  life.  The  acute  stage  is  usually  more  severe 
in  gonorrhea,  and  corneal  ulceration  with  subsequent 
visual  damage,  does  occur.  Whereas,  in  inclusion 
blennorrhea,  no  damage  has  yet  been  reported.  In 
gonorrhea  the  acute  stage  is  prolonged,  while  in  in- 
clusion blennorrhea  the  chronic  stage  seems  almost  in- 
terminable. The  diagnosis  can  finally  be  established 
by  finding  the  gram-negative  diplococci  in  gonorrhea, 
and  the  so-called  inclusion  bodies  in  inclusion  blen- 
norrhea. It  should  be  emphasized  that  in  searching  for 
inclusion  bodies,  epithelial  scrapings  deep  enough  to 
obtain  basal  cells  should  be  made,  smeared,  stained 
with  Giemsa  or  Wright’s  stain,  and  searched  for 
thoroughly  from  one-half  to  one  hour  before  the  in- 
clusions can  be  assumed  not  to  be  present. 

Instillations  of  silver  nitrate  in  the  eyes  of  the 
infant  at  birth  will  usually  destroy  the  gonococcus, 
but  has  no  effect  whatsoever  on  the  infecting  agent 
in  inclusion  blenorrhea. 

I have  wondered  whether  some  of  our  cases  of  so- 
called  non-specific  purulent  conjunctivitis  in  the 
newborn,  or  conjunctivitis  due  to  “old  silver  nitrate”' 
reported  in  the  past,  might  not  have  been  unrecog- 
nized cases  of  inclusion  blennorrhea. 

Of  course,  in  reporting  eye  findings  in  the  new- 
born, developmental  and  hereditary  anomalies  should 
not  be  overlooked.  However,  they  do  not  lend  them- 
selves to  discussion  except  by  one  well-versed  in 
embryology.  I will  make  no  effort  to  comment  on  the 
subject. 

I hope  I have  not  detained  you  too  long.  My  desire 
has  been  to  call  your  attention  again  to  certain  in- 
juries of  the  eyes  occurring  during  birth,  speculate 
about  their  possible  end-results,  and  caution  about 
their  prevention.  I have  called  to  mind  the  two  most 
common  ocular  infections  in  the  newborn,  attempted 
to  differentiate  them,  and  in  discussing  their  treat- 
ment, have  once  more  sung  the  praises  of  sulfanila- 
mide. 
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From  a clinical  standpoint,  diabetes  may  be  ar- 
bitrarily divided  into  three  groups:  namely,  mild, 
that  is,  cases  which  can  be  controlled  by  diet  alone; 
moderate,  that  is,  cases  which  require  diet  regulation 
plus  insulin  not  to  exceed  thirty  units  every  twenty- 
four  hours;  and,  severe,  that  is,  cases  which,  in  addi- 
tion to  diet  regulation,  require  insulin  in  excess  of 
thirty  units  every  twenty-four  hours.  It  should  not 
be  forgotten,  however,  that  changes  from  time  to 
time  may  take  place  in  the  carbohydrate  tolerance  of 
the  same  individual;  consequently,  a patient  may  be 
in  one  group  today,  and  in  another  group  at  some 
future  time. 

Regardless,  however,  of  the  degree  of  severity  of 
diabetes,  the  primary  aim  of  treatment  is  to  restore 
the  patient’s  metabolic  processes  to  normal  and  to 
keep  these  processes  normal.  While  our  knowledge 
of  treatment  is  too  crude  for  perfect  results,  it  may 
be  said  that  when  normal  nutrition  is  maintained, 
when  the  urine  is  kept  free  of  sugar,  when  neither 
hypoglycemia  nor  ketosis  develops  and  when,  be- 
cause of  its  possible  relationship  to  arteriosclerosis, 
the  blood  cholesterol  is  kept  within  normal  limits, 
the  primary  aim  of  treatment  has  been  attained. 
Other  metabolic  studies,  such  as  respiratory  quotient, 
blood  fat  level  and  the  basal  metabolic  rate,  are  of  no 
practical  importance. 

After  the  diet  prescription  has  been  formulated, 
the  next  problem  is  to  supply  insulin  in  such  quan- 
tities and  at  such  times  that  its  action  will  more  or 
less  parallel  the  absorption  of  that  portion  of  car- 
bohydrate which  is  in  excess  of  the  amount  that 
body  tissue  can  normally  utilize.  At  present  three 
types  of  insulin  are  available,  their  chief  difference 


being  the  duration  of  their  action  (which,  in  turn, 
is  related  to  rapidity  of  absorption),  and  the  char- 
acter of  the  symptoms  which  develop  when  hypo- 
glycemia is  precipitated.  The  maximum  effect  of 
regular  insulin  following  hypodermic  injection  takes 
place  in  one  and  a half  to  two  hours,  and  its  effect 
is  of  short  duration — from  six  to  eight  hours.  When 
given  intravenously,  it  acts  still  more  quickly  and 
its  duration  of  action  is  still  shorter.  The  action  of 
protamine  zinc  insulin  is  more  prolonged — twenty- 
four  hours,  and  to  a slight  degree  as  long  as  sev- 
enty-two hours  with  its  maximum  effect  taking  place 
from  seven  to  fourteen  hours  following  the  injection. 
The  effect  of  crystalline  insulin  is  intermediate  be- 
tween the  two.  Regular  insulin,  because  of  the  rela- 
tively short  duration  of  its  action,  will,  when  given 
fifteen  to  twenty  minutes  before  a meal,  parallel  the 
carbohydrate  absorption  for  that  particular  meal. 
Since  its  duration  of  action  is  only  six  to  eight  hours, 
it  will,  if  given  before  breakfast,  affect  only  the 
amount  of  sugar  excreted  following  the  morning  and 
noon  meals.  If  the  diabetes  is  mild,  sufficient  en- 
dogenous insulin  may  be  produced  to  keep  the  pa- 
tient sugar  free  until  the  following  morning.  If,  how- 
ever, the  disease  is  more  severe,  one  or  more  addi- 
tional doses  may  be  necessary  to  keep  the  patient  in 
balance.  To  control  patients  with  marked  loss  of 
carbohydrate  tolerance,  regular  insulin  preceding 
each  meal  supplemented  by  a dose  at  bedtime  may  be 
required.  Generally  speaking,  blood  sugar  determi- 
nations are  not  a necessary  routine  practice  when 
regular  insulin  is  used  to  treat  uncomplicated  dia- 
betes. At  present  the  use  of  regular  insulin  has  more 
or  less  become  restricted  to  treating  complications 
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and  to  those  cases  that  are  considered  “protamine 
failures”.  This  has  come  about  because  when  pro- 
tamine zinc  insulin  is  used,  fewer  hypodermic  in- 
jections are  necessary,  the  number  of  units  required 
ever}-  twenty-four  hours  is  on  the  average  20  per  cent 
or  less,  and,  lastly,  one  dose  often  stabilizes  the 
blood  sugar  better  than  three  doses  of  regular  in- 
sulin. While  these  advantages  of  protamine  zinc 
insulin  over  regular  insulin  are  important,  its  dis- 
advantages should  not  be  overlooked.  They  are: 
first  and  most  important,  asymptomatic  hypoglycemia 
leading  up  to  disastrous  results  may  develop  follow- 
ing the  administration  of  protamine  zinc  insulin; 
second,  protamine  zinc  insulin  doses  cannot  be  ad- 
justed to  changes  in  the  daily  activities  of  the  patient 
as  readily  as  regular  insulin;  third,  a longer  time  is 
required  to  bring  diabetes  under  control;  and, 
fourth,  because  of  its  slow  action,  it  is  inferior  to 
regular  insulin  in  the  treatment  of  complications. 

The  difference  between  the  clinical  picture  of  hy- 
poglycemic reactions  produced  by  regular  insulin 
and  protamine  zinc  insulin  is  important.  When  pro- 
tamine zinc  insulin  is  used,  it  is  not  unusual  to  see 
a fasting  blood  sugar  of  twenty-five  in  which  the 
patient  has  no  complaint.  Headache,  nerv'ousness 
and  disorientation  together  with  unconsciousness  are 
the  chief  findings  if  changes  take  place.  On  the 
other  hand,  in  hypoglycemia  precipitated  by  regular 
insulin,  s}-mptoms  are  apt  to  come  on  rapidly,  with 
apprehension,  hunger,  sweating,  unconsciousness, 
convulsions  and  other  neurological  disturbances.  In 
children  diplopia  is  common.  Cases  of  permanent 
central  nervous  system  damage  resulting  in  hemi- 
plegia have  been  reported.  Glucose  is  specific  for 
either  type  of  reaction,  but  the  results  are  far  more 
dramatic  in  those  cases  precipitated  by  regular  in- 
sulin than  in  those  precipitated  by  protamine  zinc 
insulin.  Furthermore,  hypoglycemia  in  the  latter  is 
likely  to  be  undertreated.  Because  of  the  peculiarity 
of  the  clinical  picture  of  hypoglycemia  produced  by 
protamine  zinc  insulin,  periodic  fasting  blood  sugar 
determinations  are  imperative  to  detect  moderate 
lowering  of  the  blood  sugar  in  order  that  serious  re- 
actions may  be  averted. 

If  the  action  of  insulin  and  carbohydrate  absorp- 
tion must  more  or  less  parallel  one  another  if  the 
patient  is  kept  in  balance,  how  can  this  be  brought 
about?  If  protamine  zinc  insulin  is  used,  one  do.se 
will  in  80  per  cent  of  patients  be  sufficient.  Un- 
fortunately, in  the  beginning  of  treatment,  the  exact 


amount  of  insulin  necessary  to  control  the  patient 
cannot  be  accurately  determined  by  any  known  clini- 
cal or  laboratory  means.  Reliance  then  has  to  be 
placed  on  what  has  been  termed  an  “educated  guess” 
which  has  to  be  followed  by  the  trial  and  error 
method  until  satisfactory  results  are  obtained.  This 
single  dose  is  usually  given  before  breakfast,  and 
the  diet  is  so  distributed  that  25  per  cent  of  the 
total  calories  is  given  at  breakfast,  25  per  cent  at 
lunch,  35  per  cent  at  dinner  and  15  per  cent  at  bed- 
time. Following  the  initial  attempt  at  adjustment,  a 
sample  of  the  urine  from  all  specimens  of  urine  col- 
lected between  breakfast  and  lunch,  lunch  and  din- 
ner, dinner  and  bedtime,  bedtime  and  breakfast, 
should  be  examined.  Following  this  attempt  at  ad- 
justment no  further  shift  in  treatment  should  be  made 
for  seventy-two  hours  unless  some  emergency  de- 
velops. From  information  learned  by  the  examina- 
tion of  these  specimens,  appropriate  changes  can  be 
made  in  the  distribution  of  food  intake  or  the  insulin 
dosage.  When  changes  are  made,  it  is  better  that  only 
the  diet  or  insulin  be  changed  at  each  adjustment 
for  the  obvious  reason  that  when  both  are  changed 
simultaneously,  the  factor  which  brings  about  the 
change  in  the  patient’s  condition  will  not  be  known. 
In  about  20  per  cent  of  uncomplicated  diabetes,  in 
order  to  control  the  patient,  it  will  be  necessary  to 
supplement  protamine  zinc  insulin  with  one  dose  of 
regular  insulin  or  one  dose  of  crystalline  insulin,  or 
rarely  one  dose  of  each.  Under  such  circumstances 
one  precaution  should  be  noted,  that  is,  never  mix 
different  types  of  insulin  and  inject  from  the  same 
syringe.  When  using  protamine  zinc  insulin  another 
point  must  be  borne  in  mind,  that  is,  the  patient  may 
have  severe  hypoglycemia  in  the  morning  and  sugar 
in  all  urine  specimens  collected  during  the  day,  the 
so-called  protamine  paradox.  This  condition  is  said 
to  be  brought  about  by  an  over-shooting  hyper- 
glycemia corrective  mechanism.  At  any  rate,  strange 
as  it  may  seem,  such  patients  may  be  frequently 
brought  into  balance  by  reducing,  not  increasing,  the 
dosage  of  protamine  zinc  insulin.  A large  per  cent 
of  “protamine  failures”  are  thought  to  be  due  to  the 
fact  that  this  peculiarity  is  not  taken  into  account. 
Repeated  injection  of  insulin  at  the  same  location 
causes  fat  absorption.  For  this  reason,  regardless  of 
the  type  used,  the  same  site  of  injection  should  not 
be  utilized  more  often  than  every  two  weeks.  Regular 
insulin  may  be  given  either  subcutaneously,  intra- 
muscularly or  intravenously.  Protamine  zinc  insulin 
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is  usually  given  subcutaneously;  it  is  not  used  intra- 
venously. In  changing  from  regular  insulin  to 
protamine  zinc  insulin,  the  diet  is  distributed  25  per 
cent,  25  per  cent,  35  per  cent  and  15  per  cent  for 
breakfast,  lunch,  dinner  and  bedtime  respectively; 
and  on  the  same  morning  75  per  cent  to  80  per  cent 
of  the  total  dose  of  regular  insulin  is  given  in  the 
form  of  protamine  zinc  insulin  together  with  the 
customary  dose  of  regular  insulin.  Fifteen  to  twenty 
minutes  before  lunch  the  patient  should  receive  half 
the  customary  dose  of  regular  insulin.  Before  dinner 
and  at  bedtime  no  regular  insulin  is  given.  On  the 
second  day,  half  the  customary  amount  of  regular 
insulin  is  given  before  breakfast  together  with  the 
same  number  of  units  of  protamine  zinc  insulin  as 
was  given  previously.  After  this  no  other  insulin  for 
the  day  is  given.  On  the  third  day,  only  protamine 
zinc  insulin  is  given.  (Same  dose  as  given  on  prev- 
ious days.)  Fractional  urine  specimens  are  collected 
and  appropriate  changes  are  then  made  to  fit  the  in- 
dividual case. 

Ketosis 

Ketosis  is  due  to  incomplete  fat  oxidation.  Like 
carbohydrate  tolerance,  this,  too,  varies  in  severity. 
There  may  be  no  symptoms,  the  only  finding  being  a 
trace  of  acetone  in  the  urine,  or  there  may  be  pro- 
found coma,  or  all  gradations  between  these  extremes. 
From  the  standpoint  of  prognosis  (Owens  and 
Rockwem),  the  degree  of  central  nervous  system  in- 
volvement is  paramount,  all  other  factors  being  of 
little  significance.  The  degree  of  coma  does  not 
necessarily  parallel  the  lowering  of  the  CO2  combin- 
ing power  of  the  blood  plasma.  I have  seen  patients 
totally  unconscious  with  a CO2  of  25  volumes  per 
cent,  and  patients  retain  all  their  mental  faculties 
with  a CO2  of  10  volumes  per  cent.  The  mortality 
in  patients  who  are  adequately  treated  before  partial 
unconsciousness  develops  is  negligible.  What  is  more 
important  is  that  the  patient’s  chance  of  recovery 
declines  as  coma  deepens.  Because  of  this  danger  to 
the  patient,  it  becomes  all  important  to  recognize 
acidosis  in  the  pre-coma  stage,  and,  once  it  is  recog- 
nized, to  treat  it  vigorously.  In  the  treatment  of 
pre-coma  cases,  the  only  principles  involved  are  to 
bring  about  the  oxidation  of  sufficient  glucose  to  take 
care  of  fat  metabolism,  to  combat  dehydration  and  to 
prevent  hypoglycemia.  Five  thousand  cc.  or  more 
of  fluid  daily  may  be  required  to  combat  the  dehy- 
dration. From  50  to  100  units  of  regular  insulin. 


depending  on  the  height  of  the  blood  sugar,  should 
be  given  as  the  initial  dose.  Thereafter,  regular  in- 
sulin should  be  given  every  thirty  minutes,  or  less 
often  in  mild  cases,  to  oxidize  the  excess  glucose 
present,  the  amount  given  depending  on  the  per  cent 
of  sugar  in  the  urine;  if  the  reaction  is  red,  twenty 
units;  orange,  fifteen  units;  yellow,  ten  units;  yellow- 
green,  five  units.  If  the  regular  dose  of  protamine 
zinc  insulin  has  been  given  for  the  day,  then  the 
dose  of  regular  insulin  may  be  less.  Glucose  is  a 
necessity  if  the  blood  sugar  goes  below'  normal.  In 
pre-coma  cases  the  diet  is  chiefly  made  up  of  carbo- 
hydrate, and  in  such  cases  may  be  given  by  mouth 
every  one  to  three  hours  as  the  condition  warrants. 
After  the  acidosis  subsides,  the  patient  should  be 
placed  on  four  feedings,  25  per  cent,  25  per  cent,  35 
per  cent  and  15  per  cent,  and  insulin  changes  should 
be  made  according  to  the  method  previously  de- 
scribed. If  the  patient  is  in  true  coma,  the  patient 
should  be  hospitalized,  and  the  same  principles  ap- 
plied. Subcutaneous  fluid  in  the  form  of  normal 
saline  should  be  given,  together  with  the  application 
of  heat  if  the  body  temperature  is  subnormal.  Urine 
specimens  are  collected  through  an  indwelling 
catheter.  The  course  of  the  blood  sugar  and  CO2 
should  also  be  followed  by  laboratory  studies,  .^n 
attempt  should  be  made  to  control  peripheral  circu- 
latory collapse  if  such  a situation  develops.  Drugs 
are  of  no  particular  value  in  the  treatment  of  this 
condition.  Transfusion  of  whole  blood  is  thought  to 
be  of  benefit.  There  is  some  evidence  to  show  that 
the  giving  of  glucose  is  dangerous  if  the  blood  sugar 
is  extremely  high;  however,  as  far  as  I am  aware, 
no  series  of  cases  regarding  this  point  has  been 
studied  in  which  the  degree  of  unconsciousness  w’as 
given  proper  consideration.  For  this  reason,  I am 
doubtful  if  it  can  be  proved  that  glucose  does  the 
average  coma  case  harm.  Certainly,  patients  recover 
from  diabetic  coma  with  a blood  sugar  higher  than 
that  found  at  the  time  of  the  initial  determination. 
As  consciousness  follows  coma,  the  patient  is  treated 
as  a pre-coma  case.  Following  the  control  of  the 
acidosis,  the  conventional  changes  are  made  as  the 
case  progresses,  remembering  that  for  several  days 
and  sometimes  for  several  months  carbohydrate  tol- 
erance improves  as  the  time  following  coma  becomes 
longer. 

Acute  Infections 

All  acute  infections  cause  insulin  to  become  less 
effective.  Consequently,  more  frequent  observations 
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are  required  when  infections  develop.  As  in  pre- 
coma cases,  the  urine  should  be  collected  more  often, 
each  specimen  examined,  and  the  per  cent  of  sugar 
present  in  the  urine  should  act  as  the  guide  as  to  the 
amount  of  insulin  required.  The  total  caloric  intake 
as  well  as  the  proportion  of  carbohydrate,  fat  and 
protein,  together  with  other  necessary  food  elements, 
must  be  given  even  more  consideration  than  that 
given  the  uncomplicated  case,  particularly  if  the  in- 
fection is  of  a chronic  nature.  Recourse  to  intravenous 
feeding  should  be  made  only  in  the  event  that  patient 
cannot  take  food  by  mouth. 

Preparation  for  Operation 
When  possible,  it  is  best  that  patients  have  at  least 
three  days  preparation.  If  fever  is  high,  give  six 
equal  feedings;  if  patient  has  moderate  fever  or  is 
afebrile,  give  four  equal  feedings.  Divide  regular 
insulin  into  equal  amounts  before  each  meal.  On  the 


day  of  operation,  provided  the  operation  is  not  on  the 
gastro- intestinal  tract,  give  the  usual  breakfast  in 
liquid  form  and  the  regular  dose  of  regular  insulin. 
Immediately  before  operation,  which  should  be  done 
four  to  six  hours  after  breakfast,  give  250  cc.  of  10 
per  cent  glucose  in  saline  intravenously.  Imme- 
diately after  operation  give  the  same  amount  of  reg- 
ular insulin  as  was  previously  given  before  each 
feeding.  Four  hours  after  operation  give  1,000  cc. 
of  5 per  cent  glucose  in  saline  preceded  by  the  usual 
or  a larger  dose  of  regular  insulin.  Thereafter  this 
is  repeated  every  six  hours,  the  insulin  being  de- 
creased or  increased  as  conditions  warrant.  As  con- 
valescence proceeds,  the  patient  is  given  meals  at  six 
hour  intervals,  after  which  the  regular  routine  as 
followed  before  operation  is  put  into  effect.  Follow- 
ing emergency  surgery,  the  same  post-operative  treat- 
ment should  be  applied. 

Memorial  Hospital. 


ENDOCRINE  DISORDERS  IN  CHILDHOOD.* 


Charles  William  Dunn,  M.D., 

Graduate  School  of  Medicine, 
University  of  Pennsylvania, 
Philadelphia,  Pennsylvania. 


It  is  a privilege  and  a pleasure  to  address  the 
Pediatric  Section  of  the  Medical  Society  of  Virginia 
on  the  subject  of  endocrine  disorders  of  childhood. 

The  majority  of  childhood  endocrine  disorders 
represent  a systemic  or  general  deviation  from  the 
normals  of  development.  Since  we  depend  upon  the 
pediatrician  for  the  study  of  the  normal,  your  clini- 
cal researches  are  of  vast  importance. 

Ellis^^  states  that  possibility  of  endocrine  disorders 
is  indicated  by  the  following  signs  and  symptoms: 
Disturbances  of  nutrition,  metabolism,  growth,  de- 
velopment, psychological  changes,  and  mental  re- 
tardation. 

With  a preference  for  clarity  rather  than  for  classi- 
fication, we  can  divide  the  endocrine  disorders  in 
children  into  disorders  of  under-function  and  over- 
function of  their  physiological  roles.  Both  conditions 
may  result  from  simple  cell  changes  or  from  benign 
or  malignant  pathology  in  the  endocrine  gland. 

The  majority  of  endocrine  disorders  are  hypo- 
functional  states.  Therefore,  endocrine  hypofunc- 

*Presented  before  the  Virginia  Pediatric  Society  at  its 
meeting  in  Richmond,  October  5,  1939. 


tions  are  deficiency  states,  corresponding  to  the  vita- 
min deficiency  states.  Conceiving  them  as  such,  they 
are  less  formidable  as  diseases,  and  their  clinical  and 
therapeutic  approach  is  more  readily  rationalized. 

Nature  has  shown — if  not  warned — us  that  the 
endocrine  glands  are  a finely  regulated  interacting 
mechanism,  with  their  functional  capacity  tuned  to 
the  body  demands  of  physical,  mental,  and  sexual 
development.  Their  functional  role  begins  with  the 
propagation  of  our  species  and  continues  through- 
out embryonic,  foetal,  and  all  periods  of  life. 

In  the  human  embryo,  at  two  months,  the  thyroid 
anlage  exhibits  cells  in  structural  formation;  in  mid- 
uterine-life,  the  thyroid  has  a generous  blood  supply 
and  acini  are  present;  and  a few  months  later  a 
hyperplastic  glandular  structure  with  colloid  in  the 
acini  is  found.  At  birth,  the  thyroid  histology  indi- 
cates an  active  secretory  state. 

Postnatally,  the  cellular  activity  of  the  thyroid  in- 
creases until,  at  two  years,  the  picture  is  similar  to 
that  seen  in  hyperthyroidism.  From  then  onward, 
there  is  a tendency  to  store  colloid  until  puberty  and 
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adolescence,  when  cytology  resumes  the  hyperplastic 
type. 

Thyroid  cell  capacity  is  timed  physiologically  to 
the  physical,  mental,  and  genital  growth  demand  in 
the  human  body.  This  timing  of  the  thyroid  activity 
is  important,  especially  during  the  first  years  of  life, 
when  half  of  our  full  stature  and  the  greater  portion 
of  the  brain  tissue  is  developed. 

To  discuss  the  thyroid  prior  to  considering  the 
pituitary,  so  well  known  as  the  master  gland,  the 
leader  of  the  endocrine  orchestra,  may  appear  un- 
orthodox. The  fact  that  the  anterior  pituitary  gland 
elaborates  fractions  controlling  the  thyroid  growth, 
sexual  development,  the  adrenal,  parathyroid,  the 
pancreas,  the  metabolic  fractions,  diabetogenic,  keto- 
genic,  the  blood  chemistry,  and  many  others,  is  not 
being  disregarded,  but  I am  impressed  with  the  fact 
that  the  most  definite  endocrine  disorders  represent- 
ing a pantrophic  and  advanced  retarded  state,  par- 
ticularly of  the  mind,  growth,  and  sex,  is  the  cretin. 

The  cretin  exhibits  advanced  mental  retardation, 
stunted  growth,  marked  genital  hypoplasia,  myatonia, 
expressed  by  postural  weaknesses,  hernia,  intestinal 
muscular  atony,  digestive  disorders,  constipation,  the 
characteristic  pot-belly,  trophic  skin  changes  and 
skin  disorders  such  as  eczema,  and  calcuim  disturb- 
ances evidenced  by  poor  dentition  and  delayed  ossifi- 
cation, both  in  the  center  and  the  epiphysis.  There 
is  also  a marked  unbalanced  nitrogen  metabolism, 
resulting  in  abnormal  retention  of  nitrogenous  waste 
products.  The  cretin  is  susceptible  to  infection,  due, 
I believe,  to  the  poor  development  and  the  low  pro- 
tective value  of  the  mucous  membrane.  The  cretin  is 
generally  anaemic,  has  a characteristic  facies,  and  a 
harsh-pitched  voice. 

The  cretin  results  from  a congenital  athyroidea. 
Their  cells  and  tissues  have  not  had  available  the 
requisite  oxidative  and  morphological  stimulative 
force  resident  in  the  thyroid  hormone,  thyroxine. 
The  cretin  lives  in  a vegetative  state  and  even  re- 
gresses if  not  treated  with  thyroid  hormone  or  ex- 
tract. 

A diagnosis  of  cretinism  having  been  made,  we 
must: 

1.  Actively  and  persistently  treat  the  cretin,  and 

2.  If  a subsequent  pregnancy  occurs,  actively 
treat  the  mother,  for  by  so  doing  you  will  have  ex- 
pended every  effort  to  prevent  another  case  of  cretin- 
ism. 

Even  under  the  most  energetic  therapy,  the  ma- 


jority of  cases  of  cretinism  are  predestined  to  gen- 
eralized subnormality  and  particularly  mental  re- 
tardation. Brown^  et  al.  thoroughly  studied  twenty- 
five  cretins  who  have  been  actively  treated  from  one 
to  seven  years.  Seventy-five  per  cent  of  the  treated 
cases  had  an  I.  Q.  of  below  eighty.  A few  reached 
100,  but  a treated  case  of  cretinism  with  a normal 
I.  Q.  is  only  rarely  reported. 

Factors  which  favorably  contribute  to  the  success- 
ful results  are: 

1 . Early  diagnosis. 

2.  Active  and  persistent  thyroid  therapy. 

3.  Supplementary  constitutional  therapy,  particu- 
larly nutrition  and  blood. 

4.  Social  and  educational  training. 

The  rapidity  with  which  the  cretinic  physical 
features  disappear  under  therapy  does  not  always  in- 
dicate a good  mental  prognosis. 

The  dosage  of  thyroid  extract  required  appears  to 
be  an  individual  problem.  It  should  be  regularly 
administered  in  safe  amounts  and  the  dosage  grad- 
ually raised  to  a point  of  physiological  tolerance- — up 
to  four  months  of  age,  1/10  to  1/5  gr.  U.  S.  P. 
thyroid  extract;  from  four  to  eight  months,  these 
limits  are  doubled ; and  from  eight  months  to  sixteen 
months  from  2/5  to  1/2  gr.  may  be  administered 
daily. 

For  young  infants,  a safe  measure  of  indicating 
the  passing  of  the  tolerance  point  is  rectal  temp>era- 
ture.  A rise  of  .8°  to  1°  F.  above  normal  in  the 
absence  of  other  febrile  causes  indicates  thyroid  tol- 
erance is  past  and  administration  should  be  tempo- 
rarily discontinued  and  resumed  at  a lower  dosage 
when  the  toxic  signs  have  disappeared. 

When  the  thyroid  gland  fails  to  augment  its 
physiological  activity  to  meet  the  body  demands,  a 
thyroid  deficiency  state  results  and  normal  growth 
and  development  is  retarded.  Therefore,  in  the  main, 
we  observe  the  onset  of  the  childhood  hypothyroidism 
corresponding  to  age  periods  when  increased  physio- 
logical activity  of  the  thyroid  should  occur  but  has 
defaulted.  The  most  usual  age  for  hypothyroidism  to 
app>ear  is  about  ages  two  years  and  six  years,  and  at 
puberty  and  adolescence. 

Hypothyroid  states  in  infants  are  sometimes 
masked.  In  fact,  in  some  cases,  only  by  X-ray  de- 
termination of  retarded  carpal  development  is  the 
diagnosis  established.  One  should  consider  the  pos- 
sibility of  a hypothyroidism  if  there  is  recurrence  or 
persistence  of  low-grade  infections,  particularly  of 
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the  respiratory  or  gastro-intestinal  tract,  and  nutri- 
tional disorders,  or  mild  mental  and  behavior  prob- 
lems. 

Retardation  or  sluggishness  of  early  body  growth 
and  development  of  the  teeth,  and  impaired  muscle 
tone  should  also  suggest  a possible  hypothyroidism. 

As  a child  reaches  the  juvenile  ages  and  personal- 
ity and  mental  attainments  are  measurable,  a gradual 
and  progressive  appearance  of  mental  and  physical 
sluggishness,  and  particularly  mental,  should  suggest 
hypothyroidism.  Dry  skin,  recurrent  eczema,  slow- 
growing  or  brittle  hair,  and  in  the  more  advanced 
cases  of  hypothyroidism  or  myxedema,  the  thickened 
non-pitting  skin  with  edema  and  loss  of  hair  are  of 
diagnostic  importance. 

Myxedema  may  occur  in  infancy.  In  an  early  case 
of  myxedema,  a colored  child  aged  ten  years,  the 
symptoms  were  progressive  mental  dullness,  increase 
in  weight  and  muscular  asthenia.  The  skin  was  thick- 
ened and  dry.  The  B.  M.  R.  was  minus  forty-six. 

We  have  discussed  only  the  primary  hypothyroid 
states.  The  anterior  pituitary  secretes  the  thyrotropic 
factor  which  stimulates  the  thyroid  gland.  There- 
fore, a frank  anterior  pituitary  deficiency  will  have 
as  part  of  the  clinical  picture  a hypothyroid  phase. 
This  is  properly  designated  as  secondary  hypothy- 
roidism. In  the  event  only  the  secondary  hypothyroid 
phase  of  the  case  is  distinguished  and  thyroid  therapy 
is  exclusively  administered,  only  this  clinical  phase 
will  be  benefited.  The  patient  failing  generally  to 
improve,  the  tendency  then  is  to  increase  thyroid  ad- 
ministration. 

This  procedure  carries  with  it  three  elements  of 
harm  in  children: 

1.  The  body  is  receiving  more  thyroid  than  re- 
quired and,  if  prolonged,  there  is  likely  to  ensue  a 
disuse  atrophy  of  the  patient’s  thyroid,  or, 

2.  Unwanted  and  untimely  acceleration  of  the 
osseous  growth  occurs,  or, 

3.  Thyrotoxic  symptoms  appear. 

One  frequently  observes  disuse  atrophy  of  the  thy- 
roid gland  in  childhood  obesity  treated  with  thyroid 
extract.  The  history  reveals  increasing  amounts  of 
thyroid  extract  were  administered  to  combat  the  pro- 
gressive lowering  of  B.M.R.  with  the  obesity  becom- 
ing more  difficult  to  control.  Acceleration  of  osseous 
development  and  toxic  symptoms  are  also  observed 
in  cases  of  cretinism  and  mongolism  overtreated  with 
thyroid  extract. 

In  cases  of  mongolism,  Benda^  found  that  the 


pituitary  glands  show  an  increase  in  the  eosinophile 
cells  and  a decrease  in  the  basophile.  The  thyroid 
showed  involutional  changes.  Combined  anterior 
pituitary  and  thyroid  therapy  is  beneficial  to  mongo- 
loid  children. 

Hyperthyroidism  occurs  in  young  children  and  is 
increased  in  incidence  and  frequency  as  puberty  is 
reached.  Fright  is  an  etiological  factor  in  producing 
hyperthyroidism  in  children. 

Quite  frequently  children  are  referred  as  cases  of 
hyperthyroidism  because  of  exophthalmos.  A case 
of  exophthalmus  in  an  infant  eight  months  old  was 
so  referred.  The  symptoms  were  twitching,  irritabil- 
ity, recurring  attacks  of  spasmodic  cough  with  cyano- 
sis. X-ray  revealed  an  enlarged  thymus.  Following 
X-ray  therapy  of  the  thymus,  the  symptoms  and  ex- 
ophthalmus were  absent.  The  symptoms  and  exoph- 
thalmus later  recurred.  With  additional  X-ray 
therapy  a marked  recession  of  the  exophthalmus  and 
disappearance  of  the  sjanptoms  again  occurred. 

Another  case  of  exophthalmus  with  weight  loss 
and  nervousness  was  also  referred  as  a case  of 
hyperthyroidism,  but  presented  no  other  evidence  of 
this  disorder.  The  skull  X-ray  showed  a marked 
under-development  of  the  frontal  bone,  ridges,  and 
sinuses.  The  failure  of  frontal  bone  sinus  develop- 
ment to  normal  caused  the  eyeball  to  be  prominent. 

The  thyrotoxic  group  of  symptoms,  nervousness, 
progressive  weight  loss,  activation,  palpitation,  tachy- 
cardia, voracious  appetite,  fatigue  and  sweating,  can 
result  from  insulin  sensitivity  which  produces  hypo- 
glycaemia. 

The  therapy  of  hyperthyroidism  in  children 
should,  if  possible,  be  medical  and  dietetic.  Surgery 
should  be  resorted  to  after  a reasonable  period  of 
therapy  with  quinine  hydrobromide  or  calcium  iodide 
combined  with  a high  carbohydrate  diet  have  failed. 
Rest  and  quiet  are  essential  to  conservative  therapy. 

Acute  thyroditis  occasionally  occurs,  in  which  case 
local  measures  usually  suffice.  If  suppuration  occurs, 
incision  and  drainage  are  necessary. 

Pituitary:  The  anterior  pituitary  gland  produces 
numerous  tropic  factors  such  as  the  thyrotropic, 
adrenotropic,  gonadotropic,  metabolic,  diabetogenic, 
ketogenic,  lactogenic,  and  the  important  somatotropic 
or  growth  factor  which  is  required  particularly  in 
the  developmental  ages.  Pituitary  infantali^m  ex- 
emplifies the  growth,  metabolic,  and  sexual  defects 
occurring  in  the  general  type  of  anterior  pituitary 


228 


Virginia  Medical  Monthly 


[April, 


deficiency.  In  true  infantalism,  the  body  proportions 
of  infancy  may  persist. 

Before  these  visible  and  measurable  aspects  of 
physical  growth  are  evident,  signs  of  disturbed  or 
retarded  osseous  development  may  be  detected  by 
X-ray  studies.  The  time  of  the  appearance  of  the 
various  osseous  structures  and  when  epiphyseal 
closure  occurs  are  known. 

In  a case  of  pituitary  infantalism,  the  skin  cir- 
culation is  good  and  in  general  they  exhibit  a good 
nutritional  state;  they  are  in  reality  a miniature  body 
with  a normal  mental  age. 

In  1,250  cases  with  juvenile  diabetes,  White^ 
found  that  25  per  cent  showed  disturbance  of  endo- 
crine balance  and  177  were  classified  pituitary — 
169  h}^opituitary,  nine  hyperpituitary,  ninety-four 
were  dwarfs,  five  were  cases  of  pituitary  infantalism, 
twenty-two  of  the  Frohlich  syndrome.  There  were  no 
cases  of  hypothyroidism,  but  three  hyperthyroids, 
twenty-eight  gonads,  one  adrenal,  and  sixty-five  were 
classified  as  liver  disturbances. 

The  use  of  the  growth  hormone  is  not  contraindi- 
cated in  juvenile  diabetes  with  infantalism.  We  have 
administered  growth  hormone  in  these  cases  with  very 
favorable  results.  In  fact,  one  child  is  generally 
much  better  when  on  growth  hormone  and  insulin 
than  w’hen  on  insulin  alone.  White  advocates  the  use 
of  growth  hormone  in  juvenile  diabetes  with  infantal- 
ism, although  insulin  requirement  is  usually  in- 
creased, the  improved  economic  positions  resulting 
from  added  growth  offset  the  possible  aggravation 
of  the  diabetes. 

Sexual  underdevelopment  occurs  usually  in  the 
hypopituitary  state.  The  hypogonadism  is  in  a di- 
rect ratio  to  the  time  of  onset  and  the  degree  of  de- 
ficiency of  the  anterior  pituitary  lobe.  In  many  cases 
children  approach  puberty  without  evidence  of 
gonadal  underfunction.  During  the  pubertal  period 
they  fail  to  mature  fully  because  anterior  pituitary 
function  does  not  rise  to  the  normal  physiological  de- 
mands required  for  this  period.  In  both  sexes  char- 
acteristic hypogonadal  obesity  develops  about  the 
mammary,  abdominal,  pelvic,  and  trochanteric  re- 
gions. The  obesity  may  become  general  if  hypothy- 
roidism is  also  present.  There  is  also  the  lean  type 
of  hypo-pituitary  hypogonadism.  These  individuals 
are  usually  underweight  and  have  a tendency  toward 
the  eunuchoid  physique.  The  obesity  type  has  skin 
of  a fine  texture  with  the  so-called  “peaches  and 
cream”  complexion.  The  hair  is  of  a fine  downy 


type.  These  individuals  show  tendency  to  spontan- 
eous bruising  and  hyperextension  at  the  elbow  and 
knee  joints.  Mentally  and  physically  they  lack  nor- 
mal virilistic  activities. 

The  cellular  foundation  for  the  adolescent  changes 
is  formed  before  puberty.  Depending  upon  their 
sex,  individuals  evidence  their  typical  secondary 
sexual  characteristics.  In  the  female,  one  observes  a 
broadening  of  the  diameter  of  the  hips,  due  to  in- 
creased width  of  the  pelvic  bone  growth  and  deposi- 
tion of  subcutaneous  fat  in  the  pelvic  region.  This 
results  in  the  shoulder  girdle  being  narrower  than 
the  pelvic  girdle  in  the  female,  and  this  is  the  op- 
posite of  that  found  in  the  male.  Adolescence  begins 
at  puberty  and  ends  when  adulthood  is  reached. 

Body  growth  is  an  orderly  and  generalized  process 
in  which  the  tnmk  and  extremities  participate  at  un- 
equal growth  rates  until  normal  proportionate  growth 
for  the  age  results. 

A normal  height  in  adolescence  may  be  the  result 
of  a diminished  rate  of  trunk  growth  and  an  in- 
creased rate  in  the  lower  extremity  growth.  Whereas 
the  pituitary  somatotropic  stimulates  growth,  the 
gonad  determines  whether  growth  factor  action  con- 
tinues or  ceases. 

Mortimer®  is  a pioneer  in  the  study  of  endocrines 
and  the  osseous  pattern,  particularly  frontal  sinus 
development  which  fails  to  occur  in  young  hypo- 
physectomized  animals,  but  development  of  these 
frontal  sinuses  occurs  when  this  animal  receives  a 
pituitary  transplant. 

Schaefer®  et  al.  observed  that  in  258  cases  of 
endocrinopathies  from  ages  eight  to  fifteen  years 
there  were  ninety-one  cases  or  35.2  per  cent  showing 
single  or  multiple  evidence  of  chondro-epiphysitis. 
Other  investigators  have  observed  a high  incidence 
of  slipped  epiphyses  in  Frohlich  syndrome. 

HurxthaF  et  al.  describes  six  characteristic  bone 
changes  in  hypogonadism; 

1.  Tendency  to  longer  bone  growth. 

2.  Delayed  epiphyseal  closure. 

3.  Subcalcification. 

4.  Thin  walled  normal  sized  trabeculation. 

5.  Thinning  of  cortical  wall. 

6.  Roughening  of  the  metaphyseal  margin  of  the 
growing  bone. 

Normal  gonadal  development  and  function  is  de- 
pendent upon  the  anterior  pituitary  gonadotropic 
factor,  but  adrenal  cortical  or  thyroid  disorders  may 
modify  the  anterior  pituitary  gonadal  action  during 
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infancy,  juvenile  puberty,  and  adolescence.  The 
cretin,  the  adreno-genital  syndrome  and  pubertas 
praecox  clearly  indicate  the  respective  roles  of  the 
thyroid,  adrenal  cortex,  and  pineal  in  disturbing 
gonadal  evolution  and  function. 

The  anterior  pituitar}’,  thyroid,  and  adrenal  cortex 
maintain  more  or  less  correlated  states  of  activity  on 
the  gonads.  The  role  of  the  pineal  and  thymus  glands 
in  gonadal  development  is  still  in  a formulative  state. 

Mumps  is  unquestionably  an  active  agent  in  pro- 
ducing atrophy  of  the  testes.  I believe  that  every 
prophylactic  and  therapeutic  measure  should  be 
availed  of  in  controlling  this  disease. 

Rea*  believes  that  about  10  per  cent  of  human  un- 
descended testes  are  fertile  and  82  per  cent  of  those 
treated  by  orchidopexy  have  active  viable  sperm  but 
never  attain  full  normalcy. 

Cryptorchidism  results  from  endocrine  and  non- 
endocrine  anatomical  conditions. 

Anterior  lobe  hypofunction  is  very  likely  respon- 
sible for  most  of  the  cases  of  true  bilateral  cryptor- 
chidism. A true  cryptorchid  testis  is  undersized  and 
in  bilateral  cases  the  scrotum  and  penis  are  small. 

Considerable  controversy  exists  on  therapy  in 
cryptorchidism : 

1.  Conservatism  or  expectance  for  spontaneous 
descent, 

2.  The  indications  for  surgery,  and, 

3.  The  age  when  therapy  should  be  instituted,  the 
method  of  administration,  and  the  type  of  hormone 
product  advocated. 

The  plea  for  the  natural  forces  is  advocated  by 
Drake*  and  most  convincingly  by  Johnson*.  Opposed 
to  this  conservatism  is  the  report  of  Gordon-Taylor^* 
that,  in  fifty  cases  of  neoplasm  of  the  testes,  fifteen 
occurred  in  retained  testes. 

The  report  on  cryptorchidism  by  Johnson  covers 
a seven-year  period  during  which  he  examined 
31,609  members  of  Boys’  Clubs  and  he  observed  an 
incidence  of  seventeen  per  thousand  in  boys  from 
seven  to  seventeen  years  of  age.  He  cites  Army 
statistics  of  two  cases  per  thousand  in  the  World 
War  recruits  examined,  a difference  of  fifteen  cases 
per  thousand  when  compared  with  the  normal  in- 
cidence of  seventeen  cases  observed  in  over  30,000 
boys. 

Of  the  total  544  cases  of  undescended  testes  246 
were  bilateral,  seventeen  of  which  were  associated 
with  Frohlich  syndrome  as  compared  to  eleven  cases 
of  Frohlich  syndrome  with  unilateral  undescended 


testis  in  a total  of  298.  In  this  series  of  cases, 
Frohlich  syndrome  was  more  frequently  observed 
without  cr>'ptorchidism.  In  only  five  cases  of  the 
total  cryptorchid  cases,  seven  to  nine  years  of  age, 
had  gonadotropic  substances  been  injected  and  all 
were  failures. 

Spontaneous  descent  of  a normal  testes  occurred 
in  three  hundred  cases;  bilateral  162  and  unilateral 
138.  Between  ages  eleven  and  thirteen  the  testes 
descended  spontaneously  in  174  cases.  This  is  the 
age  of  puberty  and  the  age  period  when  organother- 
apy shows  its  best  results  of  68  per  cent  cures  and 
32  per  cent  failures. 

Of  the  544  cases,  sixty-three  cases  of  recent  ad- 
mission had  not  been  re-examined.  With  an  estab- 
lished 29  per  cent  average  turnover  loss  of  members 
yearly,  a seven  year  total  loss  of  157  cases  is  com- 
puted. The  calculated  loss  in  the  number  of  un- 
descended testes  group  is  220  and  it  actually  is  217. 

Johnson  concludes,  “Do  not  operate  for  unde- 
scended testes  before  sixteenth  year  unless  operation 
is  indicated  by  some  associated  condition. 

“Glandular  therapy  before  the  age  of  puberty  is 
useless  and  harmful,  and  at  the  age  of  puberty  is 
unnecessary.  The  greatest  number  of  spontaneous 
descent  occurs  between  the  ages  of  eleven  to  four- 
teen. After  fourteen  years  of  age  there  is  a marked 
fall  in  the  incidence  of  spontaneous  descent.” 

There  is  a unity  of  opinion  that  all  cryptorchid 
cases  associated  with  anatomical  anomalies  require 
operation. 

The  difficulty  is  in  determining  when  abnormal 
anatomical  structures  prevent  testicular  descent. 
Spence^^  states  the  superficial  inguinal  ectopic  testes 
should  not  be  treated  by  hormone  preparations  be- 
cause it  has  no  natural  pathway.  He  believes  this 
type  of  cryptorchid  testis  is  more  palpable  than  the 
inguinal  type ; it  is  not  displaceable  upwards  into  the 
inguinal  canal;  it  may  be  displaced  towards  the 
femoral  region  and  lateral  to  the  neck  of  the  scrotum 
but  not  into  the  scrotum  as  will  occur  in  an  inguinal 
testis. 

The  choice  of  therapy  lies  between: 

1.  Pregnancy  urine  extract  (P.  U.  E.)  (A.  P.  L.) 
or  pregnant  mare’s  serum  extract. 

2.  Anterior  pituitary  extract  injections — maturity 
or  gonadotropic  fraction. 

3.  Male  hormone  injections. 

4.  Oral  administration  of  anterior  pituitar}'^  and 
thyroid. 
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The  possibility  of  the  A.  P.  L.  substance  produc- 
ing anti-hormone  and  accounting  for  the  unsuccess- 
fully treated  cases  is  negated  by  the  reports  of  Dorff^^- 
and  Saphir^®.  A pertinent  factor  in  the  failures  in 
P.  U.  E.  therapy  is  its  activity  which  varies  in  the 
different  animal  species.  Rodent  physiology  is  not 
comparable  to  human  physiology.  The  ovary  of  the 
immature  macacus  monkey  does  not  react  to  A.  P.  L. 
substance  whereas  it  will  to  a human  anterior 
pituitary  extract  containing  Prolan. 

Thompson^^  et  al.  in  a carefully  controlled  series 
of  cr}^torchid  cases  shows  only  20  per  cent  cures 
with  A.  P.  L.  substance  as  compared  with  an  average 
of  61  per  cent  cases  of  cures  in  the  literature.  They 
stress  the  importance  of  excluding  cases  of  pseudo- 
cryptorchidism or  migratory  testes.  Thompson  in- 
fers that  treatment  should  usually  be  limited  to 
two  months  and  at  the  daily  dosage  of  from  100  to 
1,000  rat  units  of  A.  P.  L. 

The  best  results  in  cryptorchidism  with  A.  P.  L. 
occur  during  the  pubertal  years.  However,  the  un- 
desired therapeutic  responses  have  been  reported 
when  P.  U.  E.  is  administered:  oedema  of  the 
scrotum,  return  of  the  testes  to  former  size  or  atrophy 
after  discontinuing  therapy,  and  evidence  of  pre- 
mature puberty  with  abnormal  hypertrophy  of  the 
phallus.  The  extent  of  this  induced  precocious  state 
in  the  general  body  structure  has  not  been  fully 
studied. 

The  above  considerations  have  caused  me  to  limit 
the  use  of  P.  U.  E.,  except  preoperatively  or  only  for 
from  six  to  eight  weeks  in  selected  cases.  P.  U.  E. 
therapy  must  be  evaluated  by  the  results  observed 
after  stopping  therapy  and  by  its  failures  more  than  by 
its  successes  in  the  pubertal  ages.  The  production  of 
oedema  in  the  gonads  is,  I believe,  highly  undesir- 
able ; histological  studies  of  the  testes  in  the  P.  U.  E. 
treated  animal  demonstrate  oedema  or  hemorrhage. 
P.  U.  E.  has  possible  values  in  treating  the  hypo- 
spadic  underdeveloped  penis  prior  to  plastic  opera- 
tion, but  here  again  I have  met  with  failure. 

I have  used  anterior  pituitary  extract,  in  cryptor- 
chidism associated  with  hypopituitarism,  from  3 to  6 
gr.  daily  and  thyroid  extract  1 /3  gr.  daily. 

The  results  of  all  therapies  are  not  consistent  in 
the  clinical  studies  reported.  In  all  treated  cases 
soreness  or  pain  in  the  cryptorchid  testes  requires 
that  therapy  be  discontinued  and  surgical  opinion 
sought.  The  enlarging  testes  may,  I have  observed. 


become  impacted  in  the  anatomical  abnormalities  and 
require  orchidopexy. 

The  results  obtained  with  testosterone  propionate 
therapy  in  dosage  of  from  10  to  25  mg.  two  or  three 
times  a week  on  developing  a hypoplastic  and/or 
cryptorchid  gonad  at  late  purberty  or  adolescent  ages 
is  encouraging.  There  is  no  question  of  the  constitu- 
tional and  psychic  improvement.  A prominent  ther- 
apeutic action  is  the  growth  effect  on  the  under- 
developed penis  and  the  improved  secondary  sexual 
features. 

It  should  be  noted  that  the  penis  and  gonads  are 
derived  from  different  embryonic  anlage.  I have  ob- 
served an  hypertrophied  penis  with  infantile  testes 
and  underdeveloped  scroti  in  two  brothers,  ages  six 
and  eighteen  years. 

Adiposo-genital  syndrome,  or  Frbhlich  syndrome: 
Cryptorchidism  and  hypo-plastic  gonads  may  occur 
with  the  characteristic  feminine  type  obesity,  the 
h5rperextension  of  the  elbow  Joints,  the  characteristic 
facies,  peaches  and  cream  complexion,  and  the  fine 
textured  skin.  The  height  is  usually  a short  normal 
with  the  length  of  the  lower  extremities  tending  to  be 
increased.  Mentally  they  are  of  good  intelligence  and 
w'orry-free. 

Diet  regulation  is  essential  for  favorable  results 
in  the  Frbhlich  syndrome:  900  to  1,200  calories  with 
a low  carbohydrate  and  fat  content  are  required. 
Anterior  pituitary  and  thyroid  extract  therapy  appear 
best  fitted  to  this  condition.  P.  U.  E.  and  thyroid 
extract  therapy  is  advocated  by  some. 

The  failure  to  control  obesity  in  the  Frbhlich  is 
invariably  associated  with  poor  therapeutic  results 
yet  weight  reduction  alone  does  not  produce  an  im- 
proved genital  state.  Combined  weight  reduction  and 
endocrine  therapy  are  required  for  effective  results. 

Certain  human  endocrine  states  illustrate  the  role 
of  the  anterior  lobe  of  the  pituitary  in  maintaining 
gonad  function  after  maturity  as  well  as  maintain- 
ing the  general  metabolic  and  other  endocrine  activi- 
ties in  the  human.  Cysts,  infections,  sepsis  and  its 
emboli  may  cause  total  or  partial  destruction  of  the 
anterior  pituitary  lobe.  Tumors  of  intra-  or  extra- 
pituitary  origin  can  equally  impair  pituitary  func- 
tion. A young  girl,  age  twelve  years,  with  pituitary 
cyst  had  primary  amenorrhea  and  lack  of  genital 
development.  Thyroid  function  was  also  diminished. 
A multiglandular  and  metabolic  breakdown  occurs 
if  the  pituitary  lesion  process  progresses  and,  if  un- 
controlled by  endocrine  therapy,  death  may  occur  as 
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in  Simmond’s  disease.  This  latter  disease  is  char- 
acterized by  progressive  weight  loss,  emaciation,  pro- 
found asthenia,  hypotension,  anorexia,  atrophy  of  the 
skin,  loss  of  nails,  teeth,  and  hair,  coldness  of  the 
body,  h>T3othermia,  mental  depression,  amenorrhea, 
atrophy  of  the  internal  and  external  genitalia,  and 
multiglandular  atrophy  and  senile  appearance. 

A serious  and  often  critical  symptom  of  Simmond’s 
disease  is  the  sudden  hypoglycaemia.  The  attack  may 
be  mild  and  associated  with  a confused  state  of 
mind,  or  it  may  be  a deep  terminal  coma.  Cysts  of 
the  pituitary  gland,  unless  extensive  and  causing 
pressure,  do  not  produce  an  acute  symptom.  In  such 
cases  we  generally  observe  retarded  or  cessation  of 
growth,  retarded  genital  development,  lack  of  sec- 
ondary sexual  characteristics,  generalized  or  regional 
obesity,  although  the  case  may  be  of  normal  weight 
or  thin,  and  skin  changes  akin  to  those  observed  in 
the  Frbhlich  type.  These  cases  may  complain  of 
vertigo  and  dizziness  and  this  may  be  the  result  of 
low  blood  sugar.  Loss  of  vision  is  frequently  the 
initial  sign  of  a pituitary  cyst. 

Therapy  : Dr\’  crude  anterior  pituitary  and  whole 
gland,  extracts  and  crude  and  standardized  liquid 
pituitarj"  extracts  are  available  for  treatment.  The 
former  are  administered  orally.  Oral  therapeutic  ef- 
fects are  a highly  controversial  subject.  I believe  that 
oral  anterior  pituitary  therapy  produces  therapeutic 
effects.  It  should  be  administered  directly  after  eat- 
ing to  obtain  the  benefit  of  the  acid  extraction  in  the 
stomach. 

Sir  Walter  Langdon-Brown,^®  Zondek,^®  and  Gold- 
zieher^^  advise  oral  administration  of  anterior 
pituitary  extract.  The  results  obtained  with  posterior 
lobe  dr)'  extract  nasal  insufflations  in  diabetes  in- 
sipidus strongly  indicate  its  superiority  over  the 
h)'podermic  administration  of  pitressin. 

The  dosage  of  extracts  of  the  whole  gland  and 
anterior  portion  varies  from  one  to  six  grains  daily, 
depending  on  the  age  of  the  child.  Others  prescribe 
a higher  dosage,  but  I prefer  to  maintain  the  lowest 
dosage  possible  because  the  average  adult  pituitary 
weighs  less  than  15  grains. 

The  crude  liquid  extracts  for  hypodermic  use  are 
not  standardized  and  their  activity  and  tropic  factor 
and  content  vary.  They  are  indicated  in  Simmond’s 
disease  but  are  less  dependable  in  advanced  anterior 
h)'pofunction  than  the  various  combined  or  individ- 


ual Collip  factors.*  The  unit  content  per  c.  c.  of  the 
tropic  factors  varies,  usually  from  50-100  units  being 
present.  No  factor  is  free  from  small  quantities  of 
other  factors.  This  is  probably  an  asset  and  not  a 
liability. 

For  the  treatment  of  primary  amenorrhea  due  to 
anterior  pituitary  deficiency,  a prolan  preparation 
obtained  from  pregnant  mares’  serum  is  now  avail- 
able. Gonadal  stimulation  results  from  the  prolan 
contained  in  this  preparation.  It  is  not  a true  an- 
terior gonadotropic  factor  but  is  presumed  to  be  of 
chorionic  origin.  The  ampoule  contains  ten  units. 
Then  ten  units  are  given  every  other  day  for  three 
days,  and  thirty  units  are  given  in  the  last  hvqDO- 
dermic.  If  after  three  weeks  no  menses  occur,  another 
series  is  administered.  A series  of  these  injections  is 
usually  required  in  primar)'  amenorrhea. 

Growth  preparations  are  widely  used  but  the  suc- 
cessful case  reports  on  growth  hormone  reveal  that 
thyroid  is  liberally  administered.  The  growth  effect 
of  thyroid  extract  is  well  recognized  and  this  alters 
the  conclusions  given  on  the  exclusive  effect  of  growth 
hormone. 

My  results  with  grow'th  hormone  preparation  have 
not  been  satisfactory,  as  compared  to  the  results  re- 
ported or  my  results  with  oral  anterior  pituitary  ther- 
apy combined  with  doses  of  thyroid  extract.]  The 
inference  to  be  drawn  is  that  the  growth  content  is 
inadequate  and  standardization  by  weight  gain  is 
possibly  another  factor.  The  suggested  standardiza- 
tion of  growth  hormone  by  the  effect  on  the  osseous 
development  of  the  rat’s  tail  is  a more  scientific 
growth  standardization. 

Hoffman,^®  ^^’ernicke,^®  and  others  have  treated 
pubertal  and  adolescent  male  breast  hypertrophy 
with  25  mgm.  testosterone  propionate,  injected  twice 
weekly.  Hoffman  reports  complete  regression  of  the 
mass  in  fourteen  cases  and  75  per  cent  regression 
in  nine  cases.  The  duration  of  the  therapy  was  from 
two  to  five  months  and  in  some  cases  50  per  cent  of 
the  regression  occurred  in  the  first  four  weeks. 

In  cases  where  a nodule  persisted  after  a course  of 
injections,  it  disappeared  about  one  month  later. 

Two  cases  failed  to  regress  and  Wernicke  had  a 

*Somatrotropic  (growth),  thyrotropic,  gonadotropic 
(maturity),  adrenotropic,  Polyansyn,  factors  compounded 
in  normal  proportions. 

tl  have  previously  stated  that  thyroid  extract  in  small 
dosage  is  needed  to  evolute  a cell  before  the  growth 
factor  can  mature  its  growth. 
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similar  failure.  Both  authors  report  recurrences  and 
advised  reinstituting  therapy. 

Testicular  atrophy  appears  to  be  associated  with 
a large  percentage  of  cases  according  to  Wernicke. 

Male  breast  hyperplasia  frequently  regresses  spon- 
taneously around  ages  of  fourteen  to  fifteen  years; 
therefore  it  would  seem  advisable  to  let  nature  have 
a chance  as  in  cryptorchidism. 

The  treatment  of  vaginitis  with  estrogenic  sub- 
stances is  well  confirmed  by  numerous  workers. 
]\Iazer^  recently  reported  his  results  in  118  cases. 
In  only  three  cases  were  the  results  failures.  He 
reports  on  the  assays  of  the  various  estrogenic  sub- 
stances—a matter  of  prime  importance  in  estrogenic 
therapy.  It  was  found  that  1 gm.  of  theelin  (ces- 
trone)  yielded  1,000,000  R.  U.;  1 gm.  Prog}mon 
D.  H. ; 10,000,000  R.  U.  (oestradiol)  and  1 gm. 
Prog}-non  B (oestradiol  benzoate)  5,500,000  R.  U. 

Oral  estrogenic  therapy  was  found  ineffective  in 
vaginitis. 

Therapy  should  be  maintained  for  eight  weeks 
and  cures  are  dependent  upon  creating  a temporary 
maturity  state  of  the  vaginal  mucuosa,  and  reducing 
the  pH.  of  the  vaginal  secretion  to  a point  below  six. 

The  injection  every  other  day  for  eight  weeks  of 
from  500  to  1,500  R.  U.  gave  the  good  results  with 
recurrence  in  10  per  cent  of  seventy-eight  cases. 

Vaginal  therapy  gave  the  best  results.  Thirty- 
three  of  thirty-four  cases  administered  nightly  a 
vaginal  suppository  containing  200  R.  U.  of  Progy- 
non  B.  had  a clinical  and  bacteriological  cure.  Fol- 
low-up of  twenty-six  cases  revealed  no  recurrences. 

Side  effects,  pubic  hair  (7  per  cent),  breast  hy- 
pertrophy (26  per  cent),  uterine  bleeding  (10  per 
cent),  all  of  temporary  nature,  w’ere  experienced  less 
frequently  in  vaginal  therapy.  Breast  hypertrophy 
usually  disappears  in  one  month. 

An  interesting  endocrine  disorder  of  childhood  is 
that  of  adrenal  deficiency,  due  to  a hemorrhage 
within  the  gland  with  destruction  of  the  tissue.  The 
S}Tnptoms  are  essentially  those  of  extreme  shock,  and 
acute  adrenal  hemorrhage  has  seldom  been  diagnosed 
except  post-mortem.  It  should  be  suspected  in  chil- 
dren with  signs  of  unaccountable  and  unexpected 
collapse,  or  when  the  general  clinical  picture  is  that 
of  lobar  pneumonia  with  negative  chest  signs  and  a 
state  of  hyperpyrexia  and  sudden  collapse.  Surgery 
and  adrenal  cortin  therapy  are  the  only  measures 
which  give  the  slightest  hope  for  recovery  in  adrenal 
hemorrhage  and  a palpable  tumor.  Therapy  would 


probably  be  ineffectual,  but  cortin  and  glucose  in- 
jections are  indicated  in  infancy  cases  with  no 
palpable  adrenal  tumor. 

Renshaw  and  Manning^^  report  a case  of  Addi- 
son’s disease  in  a male  child  age  twelve  years  in 
which  the  necropsy  revealed  extensive  tuberculosis  of 
both  adrenal  glands.  The  case  is  of  interest  because 
of  the  afebrile  onset  of  severe  and  acute  abdominal 
(R.  L.  Q.)  pain  and  tenderness,  nausea  and  vomit- 
ing. Abdominal  pain  had  been  complained  of  dur- 
ing the  past  two  years.  The  R.  L.  Q.  tenderness  and 
pain  increased;  the  urine  showed  pus  cells.  The 
right  region  of  the  pararectal  cul  de  sac  was  tender 
on  rectal  examination.  Two  days  later  there  was  a 
rise  of  temperature  to  100°  F.  and  pyelitis  was  con- 
sidered. The  patient  died  the  following  day  with  a 
temperature  of  97.8°  F.  and  a pulse  rate  of  from 
100  to  120.  The  only  sign  suggesting  Addison’s  dis- 
ease was  the  dirty  brown  color  of  the  skin,  as  though 
the  patient  had  not  washed,  and  two  or  three  other 
small  dark  brown  spots  on  the  forearms.  The  post- 
mortem showed  extensive  tuberculosis  of  both  ad- 
renals and  a tuberculous  abscess  of  the  right  kidney, 
accounting  for  the  pus  and  the  possible  diagnosis 
of  pyelitis. 

I observed  a corresponding  early  acute  clinical 
picture  in  a female  age  forty  years.  A biopsy  of  the 
pigmented  skin  was  diagnosed  as  Addison’s  disease 
and  in  as  much  as  the  patient  has  survived,  the  diag- 
nosis lacks  confirmation.  She  still  requires  excess 
salt  intake  to  maintain  her  in  a reasonable  good 
condition  and  elimination  of  salt  produces  Addi- 
sonian symptoms. 

Adrenal  cortical  hormone  has  been  found  effective 
in  the  treatment  of  burns  by  Einhauser  and  Wilson^^ 
and  Stewart^^.  Desoxycorticosterone  rapidly  corrected 
the  blood  changes  associated  with  and  beginning 
within  a few  hours  and  reaching  lowest  level  in  from 
twelve  to  thirty  hours.  The  blood  changes  observed 
are  in  a fall  in  serum  sodium,  a rise  in  serum  potas- 
sium, the  blood  chlorides,  urea  and  non-protein  nitro- 
gen and  occasional  increase  in  corpuscular  concen- 
tration. 

The  blood  changes  were  rapidly  corrected  and  cir- 
culatory failure  was  often  dramatically  relieved,  but 
not  always. 

Einhauser  used  Vitamin  C in  conjunction  with 
adrenal  cortical  hormone. 

Hislop^  administered  adrenal  cortical  extracts  to 
infants  with  marasmus.  They  received  1 mm.  of 
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eucortone  per  two  pounds  of  body  weight  daily  for 
fourteen  days,  followed  by  a rest  period  of  ten  to 
fourteen  days.  He  resumed  therapy  for  six  to  ten 
weeks.  The  mortality  rate  was  lowered  from  above 
40  per  cent  to  14  per  cent. 

Weinberg^®  reported  a case  of  a female  child  age 
twenty  months  with  myatonia  congenita,  exhibiting  a 
complete  loss  of  muscle  power  in  the  lower  extremi- 
ties and  partial  but  progressive  loss  in  the  upper 
extremities.  He  administered  1/2  cc.  of  Exchatin 
(adrenal  cortical  hormone)  three  times  a week  for 
six  weeks  and  after  that  1/2  to  1 cc.  a week  for 
eight  weeks.  Improvement  continued  and  at  the  end 
of  a year  the  child  could  walk  a half  mile. 

The  therapy  suggested  itself  because  adrenal  cor- 
tex is  antagonistic  to  quinine  and  the  latter  is  speci- 
fic for  myotonia  congenita  which  is  the  opposite  state 
of  myatonia  congenita. 

Adrenal  cortex  extract  has  been  found  to  produce 
favorable  results  in  childhood  asthma.  Pottenger^® 
rejx)rts  improvement  of  the  allergic  state  in  84  per 
cent  and  general  improvement  in  90  per  cent  of  the 
fifty  patients  treated. 

CahilP®  has  demonstrated  by  air  injection  enlarge- 
ment of  the  adrenal  gland  in  two  out  of  four  cases 
of  macrogenitosomia.  Operation  was  refused  and 
confirmation  could  not  be  obtained. 

In  1 ,000  cases  of  convulsions  in  children,  spasmo- 
philia or  tetany  accounted  for  8.9  per  cent  with  nine- 
teen cases  occurring  in  children  from  one  to  six 
months  of  age,  and  in  fifty-seven  cases  from  six  to 
thirty-six  months  of  age  (Peterman^'^). 

Friderichsen^®  reported  an  unusual  case  of  tetany 
in  a suckling  aged  five  months.  The  infant  suddenly 
collapsed,  laryngeal  spasm  was  present,  and  her 
hands  were  in  tetany  position.  The  onset  of  the 
symptom  occurred  following  two  months  of  cow’s 
milk  mixture  during  the  day  and  two  breast  feedings 
during  the  night.  The  serum  calcium  was  6.7  mg. 
per  100  cc.  calcium  chloride  15  gr.  t.  i.  d.;  Vitamin 
D,  5,000  i.u.  daily  and  200  gm.  of  the  mother’s  milk 
supplemented  by  oatmeal  soup  and  later  cow’s  milk, 
were  given.  At  the  end  of  the  second  week,  convul- 
sions and  Trousseau’s  sign  had  disappeared,  but 
laryngeal  spasm  persisted.  X-ray  of  the  infant’s 
carpus  and  ulnar  epiphysis  revealed  an  osseous  de- 
velopment of  a seventeen-month-old  infant. 

The  infant  did  not  respond  completely  to  the  tetany 
therapy,  and  the  serum  calcium  continued  low.  Two 
months  later  the  laryngeal  spasm  ceased.  The  serum 


calcium  was  now  9 mg.  and  the  serum  phosphorus 
was  8 mg.  per  100  cc.  of  blood.  Clinical  investiga- 
tion of  the  mother  was  then  undertaken  and  a diag- 
nosis of  the  hyperparathyroidism  was  made  from  the 
blood  studies  (serum  calcium  16.4  mg.,  serum  phos- 
phorus 2.5  mg.,  blood  phosphotase  0.90  (infant’s  was 
0.12)  mg.  p>er  100  cc.  of  blood)  and  X-ray  which 
revealed  bone  cysts  in  left  pelvic  bone  and  femur; 
calcium  deposits  in  kidney  calices  and  palpable  tu- 
mor in  the  region  of  the  thyroid.  This  was  removed 
by  operation  and  histologically  was  proven  as  hyper- 
plastic adenomatous  parathyroid  gland. 

The  mother’s  milk  revealed  a 33  per  cent  increase 
of  calcium  over  a normal  control.  The  author  con- 
ceives the  case  as  phosphate  tetany  due  to  hypo- 
function  of  the  infant’s  parathyroid  gland,  the  greater 
content  of  phosphorus  in  cow’s  milk  precipitating  the 
tetany. 

Taylor^®  reports  an  unsuccessful  result  in  Fragi- 
litas  Ossium  treated  with  parathyroid  extract  for  two 
months.  Improvement  occurred,  following  the  ad- 
ministration of  calcium  phosphorus  and  vitamin  D. 

The  thymus  gland  can  cause  pressure  on  the 
trachea  resulting  in  respiratory  and  expiratory 
stridor;  this  symptom  when  continuous  and  asso- 
ciated with  dyspnoea,  cyanosis,  and  dysphagia,  is 
sufficient  to  w'arrant  X-ray  examination  of  the  thy- 
mus gland.  In  the  differential  diagnosis  we  must 
consider  thyroid  colloid  goitre,  vocal  cord  lesions, 
larjngeal  and  tongue  lesions.  All  cases  showing 
th}Tnic  enlargement  do  not  evidence  symptoms. 

The  size  of  an  endocrine  gland  is  no  criterion  of 
its  hormonic  capacity.  The  several  severe  endo- 
crinopathies  associated  with  small  adenomas  of  the 
thyroid,  pancreas,  and  the  parathyroid  and  eosinoph- 
lic  and  basophilic  adenoma  of  the  pituitary  are  ample 
evidence  that  the  size  of  the  gland  is  not  indicative 
of  its  hormonic  capacity. 

In  three  cases  I have  observed,  the  X-ray  showed 
a normal  sized  shadow  after  X-ray  therapy,  yet  the 
symptoms  persisted  or  later  recurred,  requiring  fur- 
ther X-ray  therapy  to  control  the  symptoms  of  stridor, 
cyanosis,  and  convulsive  seizures. 

Evidence  of  hjqjergonadism  may  occur  as  early  as 
two  or  three  years  of  age  in  either  sex.  Besides  the 
hypergenitalism  there  is  associated  precocious  de- 
velopment of  hirsuties,  muscular  and  osseous  symp- 
toms and  voice  changes.  Fertility  may  be  advanced 
in  older  children. 

Growth  is  accelerated  early  but  the  premature 
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closure  of  the  epiphyses  due  to  the  gonadal  influence 
eventually  stops  growth  and  a short  stature  may  occur 
as  a result.  Mental  development  lags  behind  the 
computed  age  of  somatic  development. 

Hypergenitalism  usually  results  from  tumors  of 
the  testes,  ovary,  pineal,  adrenal  cortex  and  the 
pituitar}’.  The  testicular  lesions  are;  carcinoma, 
teratoma,  seminoma,  chorioepitheloma.  The  three 
latter  produce  large  amounts  of  A.  P.  L.  The  ovar- 
ian tumors  are  granulosa  cell  tumors  and  carcinoma. 

Pinealomas  produce  hypergenitalism;  however, 
more  frequently  they  do  not  produce  macrogeni- 
tosomia. Operation  and  X-ray  or  vice  versa  is  the 
best  method  of  therapy  for  pineal  tumors. 

Conclusion:  Endocrine  therapy  in  childhood,  to 
be  sucessful,  must  be  based  on  the  following  three 
requirements. 

1.  Complete  constitutional  and  endocrine  diag- 
nosis. 

2.  Knowledge  of  the  normal  physiology  of  child- 
hood— body,  metabolism,  growth,  and  sexual  devel- 
opment in  particular — and  a comprehension  of  the 
direct  and  interrelated  action  which  the  endocrine 
gland  disorders  have  on  the  aforementioned  specific 
and  general  physiologic  processes. 

3.  A knowledge  of  their  direct  therapeutic  effect  of 
the  hormone  upon  the  existing  normal  and  abnormal 
physiological  body  processes,  and  their  indirect  effect 
upon  endocrine  interrelationships. 

The  diagnosis  of  endocrine  disorders  in  children 
is  essentially  the  recognition  of  those  signs  and  symp- 
toms which  demonstrate  that  the  specific  bio- 
physiological  action  of  the  various  hormone  or  hor- 
mones on  the  developing  tissues  is  at  variance  with 
the  normal  development  and  the  considered  chron- 
ological sequences  of  the  body  development  as  a 
whole,  and  of  its  specialized  parts. 

••\n  equally  important  factor  is  that  the  type  and 
dosage  of  endocrine  therapy  administered  should  be 
the  minimal  requirement  of  the  child  undergoing 
treatment.  This  factor  is  fundamental  and  must  not 
be  minimized.  When  endocrine  therapy  is  exhibited 
in  excess  of  the  deficiency,  it  permits  the  already 
subnormal  physiological  response  of  the  gland  or 
glands  to  diminish  its  activity  with  the  result  that 
disuse  atrophy  of  the  gland  occurs. 

The  treatment  of  endocrine  disorders  in  children  is 
more  important  than  adult  disorders.  There  always 
exists  the  probability  of  over-treatment  and  the  in- 
duction of  abnormal  results,  such  as  precocious  os- 


seous development  or  genital  development.  The  ob- 
jective of  endocrine  therapy  in  children  is  to  estab- 
lish normalcy. 
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THE  PRESENT  STATUS  OF  OUR  UNDERSTANDING  OF 
CONVULSIVE  DISORDERS.* 


David  C.  Wilson,  M.D., 

University  of  Virginia, 
Charlottesville,  Virginia. 


The  statement  of  Dr.  Lennox  that  convulsive  dis- 
orders are  as  common  as  diabetes  or  active  tubercu- 
losis emphasizes  the  widespread  nature  of  these 
conditions.  This  group  of  physicians  certainly  does 
not  need  any  stimulus  to  make  them  aware  of  the 
widespread  occurrence  of  convulsions  in  the  human 
animal,  nor  of  the  difficulty  of  their  diagnosis  and 
cure.  In  every  way  the  study  of  convulsions  is  a live 
subject,  as  each  year  brings  forth  many  new  discov- 
eries in  the  field  of  patholog}-,  chemistry  and  thera- 
peutics which  are  definitely  related  to  these  disorders. 
However,  the  results  of  research,  the  clinical  observa- 
tions and  the  new  laboratory  techniques  advance  so 
fast  that  summary  is  often  needed,  so  that  it  was 
thought  worthy  of  interest  to  give  a picture  of  the 
present  status  of  these  advancing  ideas;  to  give  a 
bird's  eye  view  of  what  is  new;  and  to  attempt  to 
correlate  it  with  the  fundamental  ideas  of  the  past. 

To  make  such  a summary  of  real  value  it  is  nec- 
essary that  work  that  is  not  yet  published  be  quoted 
and  that  trends  as  well  as  actual  laboratory  findings 
be  given  interpretations — interpretations  perhaps  not 
warranted  by  the  facts,  but  which  will  pique  the  in- 
terest and  stimulate  discussion. 

In  the  beginning,  it  is  taken  for  granted  that  all 
here  are  familiar  with  the  recent  works  dealing  with 

*Presented  at  the  joint  meeting  of  the  North  Carolina 
and  Virginia  Neuropsychiatric  Societies,  at  Chapel  Hill, 
N.  C.,  October  25,  1939. 


the  disease,  so  that  all  the  references  will  be  confined 
to  ideas  brought  to  fruition  or  originally  suggested 
during  the  last  two  years.  Also,  in  order  that  the 
subject  matter  may  have  form,  the  presentation  will 
be  divided  into  four  sections.  First,  the  changes  in 
classification  are  to  be  considered  under  the  title  of 
Definition;  second,  the  Etiology  of  the  disease 
will  be  considered,  a subject  so  large  that  sub-groups 
immediately  form  under  this  heading  and  considera- 
tion must  be  given  to  cell  membranes,  electrolytes, 
and  differences  of  potention,  as  well  as  trauma,  her- 
edity and  congenital  anomalies.  The  third  division 
will  be  Diagnosis,  and  the  fourth  the  New  .Ad- 
vances IN  Treatment,  while  in  conclusion  some- 
thing will  be  said  of  Prognosis. 

At  the  time  of  the  formation  of  the  Section  on 
Convulsive  Disorders  of  the  .American  Psychiatric 
Association,  about  fifteen  years  ago,  the  consensus  of 
opinion  among  psychiatrists  was  that  there  was  no 
such  thing  as  the  disease  epilepsy,  so  it  was  thought 
best  to  get  away  from  that  term  in  order  to  escape 
all  its  historical  as  well  as  mystical  significance. 
The  epilepsies  became  the  convulsive  disorders,  and 
under  the  new  title  these  w’ere  divided  into  the  symp- 
tomatic or  .secondary,  namely  those  that  had  cause, 
and  the  idiopathic,  those  disorders  which  arose  on 
their  own,  so  to  speak.  Subsequently,  it  was  found 
that  there  were  many  types  of  convulsions;  then  the 
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convulsion  itself  began  to  be  considered  only  as  a 
symptom,  and,  finally,  it  was  realized  that  practi- 
cally half  of  the  persons  studied  had  many  of  the 
characteristics  of  persons  suffering  from  convulsions, 
but  never  had  that  motor  expression — so  the  term 
“The  Convulsive  Disorders”  is  now  to  be  discarded 
and,  perhaps,  the  word  Epilepsy,  meaning  “to  be 
seized  or  taken”  will  be  again  used  to  denote  any 
disorder  in  which  one  is  seized  suddenly  by  some 
autogenous  force.  But  now  it  will  be  necessary  to 
speak  of  the  epilepsies,  and,  as  it  is  believed  there 
is  actual  brain  damage  in  all  cases,  these  epilepsies 
or  seizures  will  be  classed  as  secondary  and  crypto- 
genic, thus  indicating  when  the  cause  is  known  and 
when  it  is  hidden. 

Drs.  Gibbs  and  Lennox  have  indicated  what  they 
consider  a more  fundamental  characteristic  of  epil- 
epsy, namely  a cerebral  dysrh}i:hmia.  They  believe 
that  all  epileptics  would  show  this  certain  abnormal 
rhythm  at  the  time  of  attack  and  that  the  diagnosis 
of  epilepsy  should  be  confined  to  disorders  which  are 
accompanied  by  this  type  of  abnormal  rhjihm.  The 
disturbance  noted  in  the  electroencephalographic 
tracing  may  be  of  three  types.  One  of  these  is  said 
to  be  characteristic  of  small  attacks,  another  of  large 
attacks  and  the  third  of  psychic  variants.  With  these 
changes  in  the  so-called  Berger  rhythm  there  may  be 
or  may  not  be  recognizable  motor  expression;  yet 
these  authors  would  call  all  persons  epileptics  or 
potential  epileptics  because  they  demonstrate  this 
cerebral  dysrhythmia.  If  this  definition  is  accepted 
it  will  probably  cause  a complete  re-arrangement  of 
terms.  Hypoglycemic  shocks,  narcolepsy,  syncope  fol- 
lowing carotid  sinus  pressure,  as  well  as  other  mo- 
mentary losses  of  consciousness,  will  have  to  be  rede- 
fined according  to  the  rhythms  produced. 

Pyknolepsy  has  already  disappeared  and  now  is 
considered  a form  of  petit  mal.  Many  old  terms  have 
fallen  by  the  wayside,  as  this  conception  has  already 
revitalized  all  the  classification  of  seizures.  It  is 
agreed  that  there  is  no  such  thing  as  epileptic  per- 
sonality, epileptic  constitution  or,  epileptic  psychosis. 
The  states  once  so  designated  exist,  but  they  are  not 
confined  to  persons  with  epilepsy  nor  are  they  con- 
sidered characteristic. 

At  the  present  moment  the  physiologist  would 
have  us  believe  that  the  cause  of  convulsions  is  the 
changing  of  the  ion  concentration  on  the  semi-per- 
meable surface  films  of  the  cells,  which  momentarily 
increases  the  permeability  of  the  cellular  surface. 


Thus,  either  of  two  situations  may  be  the  fundamen- 
tal causative  factor  of  the  convulsion;  first,  a change 
in  ion  concentration  on  the  cell  surface  which  results 
in  cell  excitation  leading  in  turn  to  convulsion,  or, 
secondly,  the  density  of  the  cell  membranes  may  be 
lowered,  thus  furthering  the  increase  in  permeability 
on  stimulation  and  increasing  the  excitability  of  the 
cell.  An  example  of  the  first  type  of  reaction  is  the 
occurrence  of  convulsions  when  the  circulation  is 
restored  after  strangulation.  The  anoxia  produced  by 
strangling  causes  one  convulsion  by  upsetting  ion 
concentration;  then  when  later  the  oxygen  is  returned 
the  newly  established  equilibrium  of  surface  ions  is 
again  upset,  so  excitation  again  occurs.  The  second 
type  of  reaction,  namely  the  lowering  of  the  density 
of  the  cell  membranes,  increases  the  permeability 
facilitating  excitation  so  normally  subliminal  stim- 
uli become  effective.  This  process  may  be  brought 
about  by  anoxia,  swelling  of  the  brain,  alkalosis  and 
hyperventilation,  while  lipoid  soluble  anesthetics  and 
hypnotics  increase  the  density  of  cell  membranes.  All 
of  which  is  translated  to  mean  that  convulsions  may 
rise  more  or  less  spontaneously  from  changes  in  ion 
concentration  on  the  surface  of  cells,  which  cause 
the  fundamental  requisite  of  convulsions — cell  ex- 
citation— or  that  the  cell  membranes  may  by  outside 
factors  be  made  more  permeable  so  that  excitation 
occurs  from  previous  non-e.xciting  factors.  In  other 
words,  we  still  have  the  old  idea  of  overpowering- 
epileptogenous  force  on  one  hand  and  a lowered 
threshold  on  the  other,  but  now  we  speak  of  in- 
dividual cells  and  measure  their  surface  tension  as 
well  as  ion  concentration. 

This  excitation  of  the  cell  probably  produces  the 
abnormal  potential  differences  appearing  as  dysrhy- 
thmias on  the  electroencephalographic  tracing  which 
Gibbs  and  Lennox  consider  so  characteristic  of  epi- 
lepsy. Erickson  has  followed  these  changes  through 
the  surface  of  the  cerebrum  and  from  one  hemisphere 
to  another  showing  that  they  follow  nerve  fibers  and 
are  not  spread  over  the  surface  of  the  brain,  while 
Penfield  indicates  that  these  differences  in  potential, 
one  setup,  seem  to  follow  habitual  pathways.  The 
convulsion  or  motor  expression,  according  to  him, 
depends  on  the  result  of  cell  excitation  reaching  the 
motor  area  of  the  cerebrum. 

Lennox  and  Merritt  suggest  a relation  between  the 
amount  of  CO2  and  the  type  of  spell.  Petit  mal 
occurs  with  lowered  COo  and  grand  mal  occurs  as 
the  COo  tension  increases — thus  the  difference  in 
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potential  is  noted  as  it  arises  in  the  cell  and  is  fol- 
lowed as  it  flows  down  the  nerve  fiber,  either  to 
reach  a motor  cell,  thus  producing  a fit,  or  to  pass 
out  only  to  be  recorded  by  the  encephalogram  as 
a dysrhythmia.  Penfield,  while  discussing  post- 
traumatic  convulsions,  admits  that  convulsions  do  not 
arise  from  a-cellular  scars,  but  describes  a zone  about 
the  post-traumatic  scar  as  well  as  about  some  ano- 
malies of  the  brain  where  the  cellular  metabolism  is 
disturbed,  indicating  that  it  is  in  these  sick  cells  in 
this  border  zone  that  the  excitation  occurs  which  may 
be  expressed  as  posttraumatic  epilepsy. 

Several  statistical  studies  of  persons  with  brain 
injuries  have  a tendency  to  change  our  viewpoint 
regarding  trauma  as  a cause.  The  probability  of  a 
head  injury,  even  though  severe,  producing  later  a 
•convulsion  is  by  no  means  so  great  as  once  feared. 
The  percentage  of  cases  in  which  convulsions  are  an 
unquestioned  sequela  is  no  more  than  3 per  cent.  An 
analysis  of  the  effect  of  vital  red  on  epileptic  pa- 
tients, on  the  other  hand,  .seems  to  indicate  that  sub- 
stances outside  of  the  central  nervous  system  may 
have  an  etiological  significance.  Robert  B.  Aird  has 
shown  that  this  dye,  which  experimentally  in  animals 
as  well  as  in  a few  human  patients  has  shown  its 
•ability  to  decrease  convulsions,  acts  by  increasing  the 
carrier  between  blood  and  spinal  fluid,  thus  indicat- 
ing that  in  some  cases  toxins  from  other  parts  of  the 
body  may  cause  convulsions.  However,  it  is  possible 
that  this  dye  acts  on  all  nerve  cells  as  well  as  the 
cells  of  the  choroid  plexus  to  effect  this  increased 
permeability,  so  that  the  surface  tension  of  the  cells 
is  still  the  deciding  factor. 

Heredity  as  a causative  factor  has  had  new  empha- 
sis. The  application  of  the  electroencephalogram  to 
the  relativ'es  of  epileptics  had  had  a profound  effect 
on  the  view's  on  heredity.  Lennox  and  others  have 
found  abnormal  waves  characteristic  of  petit  mal, 
grand  mal  and  physic  variants  in  a large  proportion 
of  the  forebears  of  epileptic  patients.  They  feel  that 
the  mating  of  two  persons  who  demonstrate  these 
characteristic  rhythms  will  in  a large  percentage  of 
in.stances  produce  a child  with  abnormal  rhythm, 
who  would  be  a potential,  if  not  an  actual  epileptic. 
It  would  seem  then  that  it  must  be  possible  for  ab- 
nonnalities  in  surface  tension  of  the  cells  or  at  least 
abnormal  differences  in  potential  of  cellular  charge 
to  be  carried  by  the  gene  and  transmitted  from  one 
generation  to  another.  At  the  present  moment  it  ap- 


pears more  important  to  know  your  fiance’s  electro- 
encephalogram than  her  Wassermann. 

Diagnosis  of  epilepsy  “at  present”  apparently 
depends  on  the  electroencephalogram,  but  obviously 
this  instrum eut  cannot  always  be  used,  and,  until 
more  is  known  regarding  the  meaning  of  brain 
rhythms,  the  older  criteria  will  be  maintained  until 
epilepsy  and  cerebral  dysrhythmia  are  found  to  be 
synonymous.  The  significance  of  the  abnormal 
waves,  however,  has  already  been  discussed.  Beyond 
this  remarkable  addition  to  our  diagnostic  technique, 
very  little  has  recently  been  added.  It  has  been 
shown  that  the  so-called  wandering  ventricle,  once 
thought  indicative  of  a cortical  scar  pulling  the  ven- 
tricle out  of  line,  is  caused  by  cortical  atrophy  alone, 
so  does  not  necessarily  indicate  scar  formation. 
Therefore,  such  a finding  in  the  pneumo-encephalo- 
gram does  not  necessitate  surgical  intervention.  Hy- 
poglycemia, formerly  considered  by  some  as  an  im- 
portant causative  factor,  is  best  studied  by  consid- 
ering the  effects  of  artificially  produced  hypogly- 
cemia rather  than  by  any  form  of  glucose  tolerance 
curve.  It  is  fairly  well  conceded  that  if  a blood  sugar 
as  low  as  fifty  is  thus  produced  in  the  patient  with- 
out the  patient  showing  characteristic  symptoms, 
spontaneous  hypoglycemia  is  not  the  cause  of  the 
attacks. 

Several  new  steps  have  been  made  in  the  treat- 
ment of  convulsive  disorders.  Bromide  therapy  has 
been  renewed  especially  in  the  treatment  of  petit  mal. 
It  is  combined  with  a low  salt  diet.  Thus  a small 
dose  can  be  given  to  produce  greater  results.  This 
therapy,  however,  must  be  w’atched  closely  by  means 
of  frequent  blood  bromides,  as  a skin  rash  is  pro- 
duced more  easily  in  the  presence  of  a low  chloride. 
Arsenic  may  be  added  in  this. case  as  a skin  pro- 
tective. Dilantin  has  apparently  come  to  stay.  The 
drug  now  in  purer  form  causes  fewer  toxic  s\-mptoms. 
It  seems  to  cause  vitamin  “C”  deficiency,  so  this 
substance  is  usually  added  when  this  drug  is  given. 
Another  new  venture  is  the  giving  of  tremendous 
doses  of  phenobarbital  to  refractory  cases  of  epilepsy, 
while  controlling  the  somnolence  with  benzedrine. 
Caffein  has  been  used  by  some  for  this  same  pur- 
pose. Metrazol  convulsions  given  in  furor  states 
shorten  the  attack. 

The  electroencephalogram  has  also  led  to  two  new 
therapeutic  attempts.  First,  when  a source  of  ab- 
normal rhythm  can  be  focalized  by  this  procedure 
in  a silent  area  of  the  brain,  that  portion  of  the  cere- 
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brum  is  removed  although  no  other  pathology  has 
been  demonstrated.  Some  success  has  been  reported 
when  the  frontal  tips  were  removed  in  this  manner. 
Second,  as  experimentally  hypoglycemia  seemed  to 
stop  the  three-minute  wave  and  spike  characteristic 
of  petit  mal,  mild  hypoglycemia  shocks  have  been 
used  for  this  purpose.  Apparently,  in  some  instances 
the  attacks  can  be  stopped  by  this  method  at  least 
for  several  days. 

Dehydration  and  the  ketogenic  diet  have  seen  their 
day  and  gone:  the  former,  because  to  be  effective  it 
had  to  be  so  severely  applied  it  was  not  practical; 
while  the  latter  was  found  to  have  verj'  little  effect 
except  in  children  in  whom  it  was  almost  impossible 
to  maintain  it  in  an  adequate  manner  for  more  than 
several  months. 

Therapeutic  surgery',  in  the  main,  is  still  confined 
to  the  post-traumatic  cases.  In  the  hands  of  Pen- 
field,  Foerster  and  a few  others  it  offers  something. 
Spurling  states  that  a five  year  follow-up  on  a se- 
lected group  of  patients  who  had  had  excision  of 
cortical  scars,  showed  7 5 per  cent  to  be  symptom-free. 
Penfield  questioned  this,  stating  that  40  per  cent  of 
cures  was  all  he  hoped  to  obtain.  He  also  stated 
that  he  used  sedation  from  one  to  two  years  after  op- 
eration. His  recent  work  on  microgyria,  as  well  as 


his  insistence  on  the  removal  of  the  irritating  border 
zone,  may  lead  to  better  results  in  this  field.  De- 
scriptions of  operations  on  the  sympathetics  to  stop 
convulsions  have  practically  disappeared  from  the 
literature. 

Several  series  of  extramural  cases  have  been  care- 
fully followed  and  a good  deal  of  work  done  on  the 
causes  of  deterioration.  From  this  work  it  is  learned 
that  deterioration  in  the  main  depends  on  actual  cell 
destruction,  which  in  turn  varies  with  the  individ- 
ual make  up,  but  not  with  the  number  of  convulsions. 
On  the  other  hand,  extramural  cases,  cases  that  main- 
tain a more  normal  life,  are  less  likely  to  show  the 
mental  changes  so  often  seen  in  an  institution. 
Nevertheless,  prognosis  in  the  epileptics  is  still  poor; 
but,  there  are  many  that  are  maintained  in  active  life 
by  properly  managed  medical  care,  while  surgerv’  is 
gradually  extending  its  usefulness,  from  considering 
only  the  tumors  and  other  obvious  lesions,  to  the 
treatment  of  a more  delicate  nature. 

In  conclusion,  from  the  above  discussion  it  is 
obvious  that  the  subject  of  convulsive  disorders  is 
a live  one.  What  seems  true  today  is  contradicted  to- 
morrow, but  each  year  heralds  a new  advance,  small 
perhaps  but  gradually  leading  toward  a final  victory 
over  epilepsy,  one  of  the  main  scourges  of  mankind. 


ENDOCRINOLOGY  BRIEFS. 
The  Testes. 


John  P.  Lynch,  M.D., 

Richmond,  Virginia. 


The  crude  physiology  of  the  testes  probably  has 
been  known  to  man  longer  than  any  other  endocrine 
function.  From  the  legend  of  the  beaver.  Castor, 
who  cut  off  his  genitals  to  escape  a pursuing  hunter, 
to  the  recent  synthesis  of  testosterone  propionate,  is 
a long  and  fa.scinating  history  including  the  work 
with  fowls  of  such  men  as  Berthold  in  1849,  and 
the  attempt  of  Brown-Sequard  at  human  rejuvena- 
tion with  animal  glands  in  1889. 

There  are  two  essential  types  of  cells  in  the  testicle, 
the  sexual  or  spermatogenic  cells  of  the  seminiferous 
tubules  and  the  supporting  or  interstitial  cells  of 
Leydig.  Experimental  work  indicates  that  each  type 
has  a hormonal  function.  The  hormone  of  the  sper- 
matogenic cells  has  not  been  isolated  nor  its  action 
defined.  The  best  known  and  most  active  hormone 


of  the  interstitial  cells  of  Leydig  is  testosterone  which 
is  chemically  related  to  progesterone  of  the  ovaries 
and  desoxycorticosterone  of  the  adrenal  gland,  both 
of  which  glands  arise  from  the  same  embryologic 
anlage  as  the  testes. 

The  pituitary  gland  produces  the  same  hormones 
for  the  stimulation  of  sex  glands  in  the  male  and 
female.  The  follicle  stimulating  hormone  acts  upon 
the  spermatogenic  cells  of  the  male  while  the  luteiniz- 
ing hormone  acts  upon  the  interstitial  cells. 

There  is  a physiological  balance  between  the 
gonadotropic  factors  of  the  pituitary  on  the  one  hand 
and  the  active  hormone  of  the  testes  on  the  other. 
If  pituitary  stimulation  is  inadequate,  the  character- 
istics resulting  from  full  gonad  development  will  be 
lacking.  If  the  gonads  themselves  fail  to  respond  to 
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normal  stimulation,  the  pituitary  l)ecomes  overactive 
and  somatic  symptoms  result,  as  in  the  male  climac- 
teric. 

The  primary  function  of  the  pituitary  as  far  as  the 
sex  organs  are  concerned  is  stimulation  of  the  gonads. 
The  actions  of  the  sex  hormone  produced  by  the  inter- 
stitial cells  of  tlie  testes  are  to  cause  growth  of  the 
]>enis,  scrotum,  prostate,  seminal  vesicles,  vas 
deferens,  epididymis,  body  hair,  beard  and  pitch  of 
the  voice,  and  to  aid  in  the  closure  of  the  epiphyses. 

T HERAPY 

Treatment  tlien  resolves  itself  into  two  approaches: 
( 1 ) I'hose  conditions  cau.sed  by  a lack  of  gonado- 
tropic stimulation,  and  (2)  those  conditions  caused 
by  a lack  of  gonadal  function  itself. 

Frbhlich  syndrome,  undescended  testes,  hypogeni- 
talism, and  certain  types  of  sterility  are  due  ])rimarily 
to  failure  of  pituitary  stimulation.  Thus  it  would 
.■ieem  logical  and  results  thus  far  obtained  are  en- 
couraging that  the  anterior  pituitary  gonadotropic 
factor  be  used  for  therapy.  This  is  not  to  be  confused 
with  the  pregnancy  urine  anterior  pituitary-like  hor- 
mones which  in  human  beings  stimulate  the  inter- 
stitial but  not  the  spermatogenic  tissue.  Recently 
|)regnant  mare’s  serum  has  been  found  potent  as  a 
stimulator  of  both  types  of  gonad  cells.  Manufac- 
turers enclose  suggested  dosage  of  both  these  products. 
Further  experience  will  alone  tell  us  what  doses  are 
effective.  .\s  a general  rule  frequent  small  dosage  is 
preferable  to  infrequent  large  amounts.  These  ma- 
terials are  given  intramuscularl}'  daily  to  weekly, 
depending  on  specific  indications.  F"n fortunately 
the  expense,  averaging  about  one  dollar  per  average 
dose,  makes  the  use  somewhat  limited  but  no  doubt 
cost  will  drop  as  new  methods  are  developed  in  their 
preparation.  So  long  then  as  there  is  any  gonadal 
tissue  present  the  stimulating  hormone  of  the  pituit- 
ary should  be  used. 

Now,  if  there  is  no  functional  testicular  ele- 
ment remaining,  substitution  therapy  with  testoste- 
rone propionate  is  in  order.  It  must  be  remembered 
that  this  hormone  suppresses  normal  testicular  de- 
velopment directly  by  inhibiting  the  testicular  ele- 
ments themselves,  and  indirectly  by  repressing 
pituitar}'  stimulation.  Thus  caution  sliould  be  ex- 
ercised in  using  the  drug  testosterone  pro])ionate  in 
young  boys  for  such  conditions  as  cryptorchidism. 
Theoretically  it  may  cause  testicular  atrophy  al- 


though secondary  sex  characteristics  may  develop  to 
the  extreme  and  testes  may  descend  though  their 
true  function  is  in  no  way  enhanced. 

There  are  several  indications  for  the  u.se  of 
testo.sterone  propionate  but  it  must  be  realized  that 
even  these  are  yet  in  the  experimental  stage  and  their 
ultimate  value  not  definitely  e.stablished. 

In  eunuchism  and  eunuchoidism  where  testicular 
function  is  absent,  improvements  in  voice,  l>ody  hair, 
genitalia,  vigor,  and  sense  of  well  being  and  aggres- 
siveness are  noted.  Large  doses,  5 to  10  mgs.  daily, 
are  necessary,  and  to  maintain  the.se  imjjrovements 
medication  must  be  kept  up  through  life.  Sevring- 
haus  questions  the  value  of  such  treatment  except  for 
relief  of  social  and  psychological  handicaps.  Few 
patients  could  afford  this  therapy  anyway. 

The  male  climacteric  occurs  on  the  average  of  ten 
years  later  than  that  of  the  female.  It  is  character- 
ized by  emotional  instability,  hot  flushes,  loss  or 
decrease  in  libido,  fatigue  and  a general  slowing  up. 
Ten  to  twenty-five  mgs.  testosterone  propionate,  two 
to  three  times  weekly,  relieve  symptoms  in  some  in- 
dividuals. The  dose  costs  from,  fifty  cents  to  one 
dollar  and  a quarter  each. 

The  treatment  of  prostatic  hypertrophy  with 
testosterone,  propionate  is  advocated  by  some  but  no 
conclusive  evidence  has  been  advithced.  Some  believe 
that  urinary  passage  is  facilitated  during  treatment 
by  an  increased  bladder  muscle  tone  rather  than  a 
decrease  in  the  size  of  the  prostate. 

Testosterone  propionate  is  being  used  experimen- 
tally for  schizophrenia  in  which  temporary  relief  is 
apparently  afforded.  At  Memorial  Hospital  in  New 
York  this  hormone  has  been  found  useful  in  con- 
trolling pain  in  cases  of  breast  carcinoma,  particu- 
larly in  women  of  premenopausal  age.  Twenty-five 
mgs.,  three  times  weekly  for  three  weeks,  and  then 
renewed  as  necessary,  has  given  encouraging  results. 

Caution  should  be  exercised  in  the  use  of  testo- 
sterone propionate  in  women  for  control  of  meno- 
pausal syndrome  or  menorrhagia.  Large  doses  over 
long  intervals  are  apt  to  cause  permanent  voice 
changes,  hair  and  genital  growth  toward  irreversible 
masculinity. 

1000  nVxt  Grace  Street..  % 

Editor’s  Note:  Second  in  a series  of  brief  summaries 
of  our  present  knowledge  of  a rapidly  changing  field 
of  diagnosis  and  therapy. 
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MALE  SEX  HORMONES  IN  THE  TREATMENT  OF  TESTICULAR 
DEFICIENCY:  CASE  REPORT.=*= 


A.  I.  Dodson,  M.D., 

Richmond,  Virginia. 


The  internal  secretion  of  the  testicles  is  known  to 
be  intimately  connected  with  the  establishment  of 
puberty  in  the  male  and  with  the  maintenance  of  the 
normal  function  of  the  reproductive  organs.  Chemi- 
cal substances  which  have  these  properties  have  been 
recovered  from  the  human  urine  and  from  the  testi- 
cles, the  blood  and  the  adrenals  of  animals.  Gal- 
lagher, Peterson,  Dorfman,  Kenyon  and  Koch^  found 
the  average  daily  excretion  in  the  urine  of  these 
substances,  known  as  androgens,  to  be  sixty-three  to 
sixty-eight  international  units  for  the  men  studied 
and  forty-two  to  fifty-six  international  units  for  the 
women  studied.  The  androgenic  content  of  the  urine 
is  decidedly  diminished  in  elderly  men  and  in  those 
with  acquired  or  congenital  testicular  deficiency.  An 
excellent  review  of  the  experimental  work  leading  to 
the  isolation  and  syntheses  of  these  extracts  has  been 
published  by  Vest  and  Howard.^ 

The  potency  and  standardization  of  such  substances 
is  evaluated  by  their  ability  to  repair  the  atrophy 
of  the  accessory  sex  organs  in  castrated  animals  and 
to  promote  the  comb  growth  in  the  capon.  For  thera- 
peutic purposes  they  are  now  produced  synthetically. 
The  most  potent  of  these  androgenic  substances  is 
testosterone  propionate.  McCullagh®  reported  ana- 
tomic and  s}Tnptomatic  improvement  in  cases  of 
prepubertal  hypogonadism  when  treated  with  ade- 
quate doses  of  testosterone  propionate.  There  was 
growth  of  the  penis  and  scrotum,  increase  in  axillary 
and  pubic  hair  and  the  tone  of  the  voice  became 
lower.  He  also  noted  symptomatic  improvement  in 
functional  hypogonadism.  Testicular  deficiency  in 
elderly  males  associated  with  irritability,  impotence 
and  melancholia  was  treated  successfully  and  cas- 
trates were  restored  to  sexual  potency.  Similar  re- 
ports have  been  made  by  Vest  and  Howard,^  Web- 
ster,^ Day,®  Hamilton,®  and  others. 

The  following  case  report  illustrates  the  efficiency 
of  androgenic  therapy  in  a patient  with  congenital 
absence  of  the  testicles: 

A.  H.  B.,  age  seventeen,  white,  was  admitted  to 
St.  Elizabeth’s  Hospital  on  June  8,  1936,  complain- 

*Frotn the  Urological  Service,  St.  Elizabeth’s  Hospital, 
Richmond,  Virginia. 


ing  of  lack  of  normal  development  of  his  external 
genitalia.  His  personal  history  and  physical  develop- 
ment were  otherwise  normal.  He  was  mentally  alert 
and  had  recently  graduated  from  high  school. 

Physical  examination  showed  a healthy  well- 
developed  boy,  five  feet  nine  inches  tall,  weighing 


Fig.  1. — Appearance  of  external  genitalia  prior  to  the 
administration  of  Perandren. 


132  pounds.  The  contour  of  his  body  was  normal. 
His  penis  was  that  of  a small  child  and  no  testicles 
could  be  found  either  in  the  scrotum  or  in  the  in- 
guinal canals.  The  vasa  could  be  felt  extending  to 
the  bottom  of  a very  small  scrotum  and  seemed  to 
be  connected  with  very  small  epididymes.  There  was 
no  evidence  of  axillary  or  fiubic  hair  and  no  change 
had  occurred  in  his  voice. 
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On  June  9,  1936,  an  exploratory  operation  was 
done  in  search  of  abdominal  testes.  An  incision  was 
made  over  the  right  inguinal  canal.  The  right  sper- 
matic cord  was  normal  and  contained  a small  vas 
deferens.  The  peritoneal  cavity  was  opened  and  a 
careful  search  made  for  abdominal  testes,  but  none 
was  found.  Convalescence  was  normal  and  he  was 
discharged  from  the  hospital  two  weeks  after  op- 
eration. 

During  the  following  twelve  months  he  was  given 
several  courses  in  gonadotropic  therapy  consisting  of 


Fig.  2. — Appearance  of  external  genitalia  following  adminstra- 
tion  of  75  milligrams  of  Perandren  a week  for  twelve  months. 

four  hundred  units  of  Antuitrin-S  a week  for  eight 
to  ten  weeks  with  rest  periods  of  a month  to  six 
weeks,  without  evidence  of  improvement.  In  October 
and  November  1937,  he  was  given  injections  of 
Androstine  “Ciba”,  one  ampoule  every  third  day. 
After  the  completion  of  this  treatment  there  was,  for 
the  first  time,  evidence  of  very  slight  improvement. 
There  was  a scant  growth  of  pubic  hair  and  some 
enlargement  of  the  penis.  (P'igure  1.) 

In  April,  1938,  I received  from  Ciba  Pharmaceu- 


tical Products,  Incorporated,  a supply  of  Perandren 
(testosterone  propionate)  for  use  in  his  case.  He 
received  25  milligrams  three  times  a week  from  April 
15,  1938,  until  May  24,  1939,  with  the  exception  of 
about  one  month.  Within  two  months  after  begin- 
ning treatment  there  was  definite  increase  in  pubic 
hair  and  there  were  rather  frequent  erections.  After 
six  months  of  treatment  there  was  some  growth  of 
axillary  hair  and  a marked  increase  in  pubic  hair 
and  in  the  size  of  his  penis.  On  March  22,  1939,  he 
reported  that  he  had  had  three  nocturnal  emissions. 
There  was  evidence  of  continued  growth  of  the  ex- 
ternal genitalia  and  his  voice  had  begun  to  change. 

On  January  11,  1939,  X-ray  pictures  of  the  joints 
showed  normal  development  except  that  the  epiphyses 
were  all  open.  Re-examination  on  March  22,  1939, 
showed  that  some  of  the  epiphyses  were  beginning  to 
unite. 

The  patient  was  last  seen  June  12-,  1939.  (Figure 
2.)  He  is  now  seventy-two  inches  tall  and  weighs 
150  pounds.  His  voice  is  still  rather  high  pitched, 
but  definitely  masculine.  He  has  a satisfactory 
growth  of  pubic  hair  and  appreciable  increase  in  the 
size  of  his  external  genitalia.  There  is  no  evidence 
of  testicles  in  the  scrotum  but  the  epididymes  have 
decidedly  increased  in  size. 

Conclusions 

The  administration  of  testosterone  propionate  75 
milligrams  a week  for  fifty-two  weeks  has  produced 
the  anatomical  and  physiological  changes  of  puberty 
in  a twenty-year-old  congenitally  eunuchoid  male. 

My  thanks  are  due  Dr.  E.  C.  Hamblen,  director 
of  the  Endocrine  Division  of  Duke  University  for 
advice  and  assistance  in  the  treatment  of  this  patient. 

The  Perandren  (testosterone  propionate)  was  sup- 
plied by  Ciba  Pharmaceutical  Products,  Incorpo- 
rated, Summit,  New  Jersey. 
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DOCTORS  OF  YESTERYEARS  IN  NORTHAMPTON  AND 
ACCOMACK  COUNTIES. 


Mrs.  Mary  M.acon  Aylett  Fitzhcgii 
(Mrs.  Wm.  Bullitt  Fitzhugh) 
Machipongo,  Virginia. 


The  lives  of  doctors  are  very  sad  as  they  seldom 
can  enjoy  the  gayeties  of  life  for  they  are  always 
noble,  self-sacrificing  with  the  sick  and  dying,  and 
if  my  paper  gives  them  any  pleasure  tonight  I shall 
be  delighted. 

Dr.  George  Lyon  Eyre  Tankard  of  ‘"Sylvan 
Scene”,  Northampton  County,  was  the  oldest  son  of 
Dr.  John  Tankard,  of  Hadlock.  He  graduated  in 
medicine  at  the  University  of  Maryland,  in  Balti- 
more, Md.,  in  1825.  He  attended  the  old  Margaret 
.\cademy  of  Pungoteague,  and  practiced  medicine 
from  “Sylvan  Scene”  until  his  death  in  1851.  Dr. 
Tankard’s  death  was  caused  by  exposure  on  a dark 
and  stormy  night  when  he  rode  to  the  bottom  of 
Church  Neck  to  see  a patient  while  very  sick  him- 
self, and  contracted  a cold  from  which  he  never  re- 
covered. His  mother  was  IMrs.  Zillah  Downing. 

•\mong  his  papers  was  found  a letter  dated  1821, 
.-Vugust  2,  with  a list  of  124  medicines  at  that  time 
in  use  in  Virginia,  .^mong  them  were  opium  (mor- 
phine, codeine,  and  j)aregoric),  mercury  (calomel), 
quinine,  iron,  digitalis,  and  magnesium. 

Dr.  Philip  Aylett  Fitzhugh  practiced  from  “Sylvan 
Scene”  fifty-eight  years,  .\fter  graduating  at  the 
^’irginia  Militar}’  Institute,  July  4,  1846,  he  entered 
the  Medical  College  of  \'irginia  at  Richmond  where 
he  graduated  in  Medicine  in  1849,  and  settled  in 
Northampton  County.  He  was  born  at  the  old  Fitz- 
hugh homestead,  “Shooters'  Hill,"  in  Middlesex, 
Virginia,  June  14,  1824.  He  died  at  “Sylvan  Scene” 
July  7,  1908.  He  was  descended  in  tlie  third  gen- 
eration from  Col.  William  Fitzhugh,  of  Bedford, 
England.  His  maternal  grandmother  was  Elizabeth 
.\ylett,  third  daughter  of  Patrick  Henry,  the  dis- 
tinguished Virginia  orator  and  statesman.  He  was 
sent  a prisoner  to  Fort  McHenr\-  for  refusing  to  take 
the  Union  oath  when  the  Federals  occupied  the 


Eastern  Shore  during  the  Civil  War.  When  he  re- 
turned they  refused  to  allow  him  to  practice  medicine 
without  taking  the  oath,  which  he  refused  the  second 
time  to  do,  so  he  practiced  medicine  in  Northampton 
free  of  charge  until  the  close  of  the  war,  and  they 
were  powerless  to  punish  him  again. 

Dr.  H.  P.  C.  Wilson,  Wilsonia  Neck,  Northamj)- 
ton  County,  moved  to  Baltimore,  Maryland,  and  be- 
came a very  celebrated  physician. 

Dr.  John  Tankard,  of  “Tankards’  Rest”,  Hadlock, 
Northampton  County,  Virginia,  being  the  oldest  doc- 
tor whose  name  is'  recorded  here,  having  been  born 
in  1752,  I thought  it  would  not  be  amiss  to  mention 
a few  experiences  in  his  life.  As  there  were  no 
medical  colleges  in  this  country  at  that  early  day, 
his  father  sent  him  to  William  and  Mary  College, 
where  the  science  was  taught  under  some  dis- 
advantages. 

The  Revolutionary  War  was  still  going  on  and  he 
was  one  of  twenty-seven  students  to  leave  William 
and  Mary  College  to  enlist  in  the  war  to  serve  as 
Surgeon  till  its  close.  He  was  in  LaFayette’s  Di- 
vision of  the  .American  .Army,  and  he  knew  him 
well.  Dr.  Tankard  had  the  happiness,-  not  only  to 
witness  the  humiliation  of  Lord  Cornwallis  at  York- 
town,  but  to  be  an  actor  in  the  scene.  Dr.  Tankard, 
desirous  of  being  fully  equipped  in  the  profession  he 
had  chosen,  decided  to  attend  the  University  of 
Edinburgh,  Scotland.  Notwithstanding  the  poverty 
of  the  colonies  at  that  time  his  father  was  able  to 
furnish  him  the  money  to  complete  his  medical  course 
at  this,  the  most  noted  University  in  the  world.  The 
old  University  of  Edinburgh  was  chartered  by  James 
VI  in  1582. 

Dr.  E.  W.  P.  Downing,  Sr.,  whose  father  was  also 
a doctor,  was  the  fatlier  in  turn  of  Dr.  .Arthur  Down- 
ing, of  Chatham,  in  Northampton  County,  and  of 
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Dr.  Stratton  Downing.  Dr.  .\rthur  Downing  was 
graduated  from  tlie  University  of  Pennsylvania  in 
1832.  He  died  in  1905.  Dr.  Stratton  Downing  was 
educated  at  William  and  Mary  College  and  grad- 
uated there  in  Medicine  at  the  age  of  thirteen,  said 
to  have  been  the  youngest  pupil  ever  to  graduate  in 
Virginia.  He  was  the  father  of  Dr.  E.  W.  P.  Downing 
still  active  in  practice  at  Franktown,  Virginia,  after 
fifty  years.  Dr.  B.  N.  Mears,  now  practicing  at  Belle 
Haven,  is  a nephew  of  Dr.  Stratton  Downing. 

Dr.  John  Simkins,  of  the  “Hermitage”  farm  near 
Cape  Charles,  was  one  of  the  old  doctors,  and  sold 
his  farm  to  a family  of  Norfolk  named  Thomas. 
Mr.  and  Mrs.  Francis  Thomas  still  live  there,  and 
Dr.  Wm.  D.  Williams,  a prominent  dentist  of  Cape 
Charles,  father  of  Mrs.  Thomas,  resides  with  them. 

Dr.  Thomas  F.  Spady,  Dr.  George  W.  Smith,  Dr. 
Dan  Wilkins,  and  Dr.  Wm.  S.  Stoakley  practiced  in 
the  Capeville  District  some  forty  years  ago. 

Dr.  Arthur  G.  Vaden  moved  from  Cape  Charles  to 
Temperanceville  several  years  ago  and  is  still  in 
active  practice.  His  brother.  Dr.  Garland  M.  Vaden 
died  in  1936. 

Dr.  G.  Fred  Floyd,  Dr.  Severn  P.  Nottingham, 
Dr.  Wm.  Lee  Dalby,  and  Dr.  Burleigh  C.  Kellam 
were  the  first  officers  of  the  Northampton  County 
Medical  Society  on  its  organization  January  15, 
1907.  Others  present,  entering  the  fraternity  were 
Dr.  Charles  Smith,  of  Exmore;  Dr.  B.  H.  Gilmer, 
of  Townsend  P.  O.;  Dr.  John  Gates  Goode,  of 
Cheriton,  and  Dr.  Garland  Paine  Moore,  of  Cape 
Charles,  and  probably  others. 

Dr.  John  T.  Wilkins,  II,  was  made  an  honorary 
member  of  the  County  Medical  Society  along  with 
Dr.  W.  W.  Wilkins  in  1913.  Dr.  John  T.  Wilkins, 
Sr.,  died  in  1908  at  the  age  of  ninety.  Dr.  W.  W. 
Wilkins  died  at  his  home  near  Eastville  in  1934. 

Dr.  Carlisle  Nottingham  practiced  in  Cape 
Charles,  and  Dr.  T.  N.  Jacob  at  Dalbys  until  their 
deaths  in  1925. 

Dr.  James  Mortimer  Lynch  has  been  active  in 
practice  in  Cape  Charles  since  1910. 

Dr.  Wm.  B.  Trower  distinguished  himself  nobly 
during  the  World  War  and  has  since  turned  from 
medicine  to  farming. 

Dr.  Sidney  Sheppard  Ames  began  practice  in  Cape 
Charles  in  1927. 

Further  up  the  county  toward  Eastville  we  have 
the  names  of  Dr.  Wm.  A.  Thom,  Dr.  John  Kerr,  Sr., 
and  Dr.  George  Kerr  who  were  active  as  surgeons 


during  the  Civil  War.  Dr.  George  F.  Wilkins,  of 
Eastville,  and  Dr.  Robert  Taylor,  of  Wilsonia  Neck, 
are  mentioned  at  a slightly  later  date.  Dr.  Griffin 
W.  Holland,  of  Eastville,  is  at  present  out-standing 
in  local  and  State  medical  affairs.  Other  names  about 
which  we  unfortunately  have  little  record  but  serving 
nobly  in  the  Eastville  territory  are;  Dr.  James 
McNutt,  Dr.  Kendall  .\ddison.  Dr.  William  Gil- 
more Smith,  Dr.  R.  B.  Carey,  Dr.  George  Yerby,  and 
Dr.  J.  E.  Nottingham. 

Dr.  John  Henderson  and  his  son.  Dr.  Potter  Hen- 
derson, after  him,  practiced  at  Bridgetown.  Dr.  Wm. 
Bell  Trow'er,  Sr.,  and  Dr.  Bagw'ell  practiced  at 
Johnstontown.  Dr.  James  H.  Mapp,  of  Machipongo, 
now  practices  at  Buena  Vista.  Dr.  Thomas  Mapp 
was  located  at  Johnstontown.  Dr.  E.  Holland  Trower 
at  Eastville  and  Dr.  J.  Walker  Jackson  at  Machi- 
pongo are  in  active  practice. 

In  the  Franktown  District  are  listed  the  names  of 
Dr.  Peter  Scott,  Dr.  J.  Wm.  Tankard,  Dr.  J.  Wm. 
Tankard,  II  (grandson),  of  Franktown,  and  Dr. 
Wm.  Brickhouse,  of  Belle  Haven,  in  addition  to  those 
before  mentioned.  Dr.  Wm.  J.  Sturgis,  Sr.,  practices 
at  Nassawadox,  and  his  son.  Dr.  Wm.  J.  Sturgis,  in 
Baltimore,  Md.  More  recently  come  to  the  territory' 
are  Drs.  H.  L.  Denoon,  John  R.  Hamilton,  W.  T. 
Green,  and  W.  Carey  Henderson  who  practice  at 
the  Hospital  at  Nassawadox,  and  Dr.  J.  E.  Glad- 
stone who  has  located  at  Exmore. 

Dr.  John  Littleton  Hamionson,  born  in  Northamp- 
ton County  in  1821,  a learned  physician,  lived  and 
practiced  in  Pungoteague.  He,  with  Dr.  Frederick 
Caesar  Augustus  Kellam,  I,  of  .Accomack  County, 
were  put  in  Accomack  Debtor’s  Prison  for  refusing 
to  take  the  Union  oath. 

Dr.  John  Robertson,  now  practicing  in  Onancock, 
states  that  his  father.  Dr.  Edgar  Robertson,  likewise 
was  imprisoned  for  the  same  cause  but  escaped  to 
Cobb’s  Island,  where  he  was  fed  by  a lady,  and 
afterwards  he  went  to  Baltimore  where  he  got  into  the 
University  of  Maryland  to  study  medicine  and  sur- 
gery. Dr.  Edgar  Robertson  died  about  twenty  years 
ago. 

Dr.  Frederick  Caesar  Augustas  Kellam,  II,  .Ac- 
comack County,  was  the  first  on  the  peninsula  to  use 
antitoxin  in  the  treatment  of  diphtheria,  a clinical 
thermometer,  a hj^podermic  syringe,  and  a cold  bath 
in  the  treatment  of  typhoid  fever. 

Dr.  Corbin  D.  Fletcher,  Accomack  County,  died 
while  serving  as  surgeon  in  the  Confederate  Army  in 
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1865.  A forebear  of  Dr.  Corbin  Fletcher  was  Dr. 
Spencer  Fletcher.  Dr.  Frank  Fletcher,  a nephew  of 
Dr.  Corbin  Fletcher,  was  father  of  Dr.  Richard 
Fletcher.  All  have  practiced  in  the  same  territory. 

Dr.  Peter  F.  Brown,  Accomack  County,  during  the 
Civil  War,  worked  in  several  hospitals. 

Dr.  Thaddeus  Fitzhugh,  Onancock,  was  sent  by 
General  R.  E.  Lee  to  capture  two  steamers,  the 
“Titan”  stationed  at  CherrA’stone  Wharf  in  North- 
ampton County,  and  the  “Harriet  Deford”  up  North 
River,  both  filled  with  provisions  for  the  Union 
soldiers  stationed  on  the  Eastern  Shore  of  Virginia. 
He  accomplished  the  feat  and  took  both  steamers 
back  to  the  western  shore  to  feed  starving  Confed- 
erate soldiers. 

Dr.  John  R.  Bowdoin,  Sr.,  was  sent  to  Fort 
McHenry  a prisoner,  but  w'as  exchanged  in  the  army 
as  a surgeon. 

Other  well  known  physicians  of  Accomack  County, 
other  than  those  now  in  practice  on  the  Eastern  Shore 
of  Virginia,  were:  Dr.  Thomas  P.  Fisher,  Dr.  Fen- 
wick Fisher,  Dr.  Wm.  T.  Bell,  Dr.  Henry  Sidney 
Fisher,  Dr.  Edwin  Leatherbury,  Dr.  Horsey,  Dr. 
Sidney  Sheppard  Kellam  (died  1933),  Dr.  Joseph 
E.  Broadwater,  Dr.  Geo.  W.  LeCato,  Dr.  Wm.  J. 
Scott,  Dr.  George  Scarbrough,  Dr.  Levin  Joynes, 
Dr.  George  Cropper,  Dr.  Fenwick  Fletcher,  Dr. 
Southey  S.  Satchell,  Dr.  John  E.  Mapp,  Dr.  John 
T.  Bell,  Dr.  Charles  W.  Byrd,  Dr.  R.  R.  Nevitte, 
Dr.  Marion  Murdock,  Dr.  John  W.  Bowdoin,  Dr. 
Wm.  Frederick  Matthews,  Dr.  Andrew  S.  Davis, 
Dr.  J.  H.  Hiden,  Dr.  John  T.  B.  Hyslop,  Dr.  C.  W. 
Colonna,  Dr.  John  Hack  Ayers,  Dr.  Edgar  Robert- 
son, Sr.,  Dr.  Fenwick  Fisher,  Dr.  Henry  Fisher,  Dr. 
Thomas  P.  Fisher,  Dr.  John  James  Henry  Wise, 
Dr.  Webster  P.  Barnes,  Dr.  Victor  K.  Young,  Dr. 
Willie  Kerns  Dix,  Dr.  John  R.  Ames,  Dr.  Geo. 
Bentley  Byrd,  Dr.  E.  T.  Ames,  Dr.  H.  H.  Wescott, 
Dr.  Turman,  Dr.  A.  F.  Wood,  Dr.  Ira  Hurst,  Dr. 
Harry  White,  and  Dr.  James  E.  Hyslop,  Dr.  E.  E. 
Kellam,  Dr.  F.  M.  West,  Dr.  John  R.  Bowdoin,  Dr. 
W.  H.  Coard,  Dr.  Thomas  S.  Taylor,  Dr.  N.  S. 
Smith,  Dr.  L.  T.  Walton,  Dr.  O.  B.  Finney,  Dr. 
H.  S.  Pitts,  Dr.  A.  Watson,  Dr.  S.  B.  Downing,  Dr. 
A.  H.  Lilliston,  Dr.  Fletcher  Drummond,  Dr.  A. 
D.  F.  Ewell,  Dr.  E.  E.  Bell,  Dr.  John  W.  Kellam, 
and  Dr.  H.  C.  Mallory. 

Still  in  practice  in  Accomack  County  are:  Drs. 
Y’m.  F.  Kellam,  James  C.  Doughty,  John  W.  Robert- 
son, Rooker  White,  J.  F.  Edmonds,  W.  L.  Cosby, 


J.  L.  DeCormis,  Geo.  Fosque,  W.  W.  Kems,  Preston 
Dix  Parks,  Glen  Parks,  Alva  Matthews,  O.  R. 
Fletcher,  Charles  E.  Critcher,  W.  M.  Burwell,  and 
C.  M.  Easter. 

If  there  are  other  names  of  Eastern  Shore  physi- 
cians which  have  been  omitted  the  omission  is  entirely 
unintentional. 

Sylvan  Scene. 


Correspondence 

Formula  for  Ringer’s  Solution  in  Treatment 
of  Bacillary  Dysentery  in  Infants. 

To  THE  Editor: 

A question  has  been  raised  by  one  of  the  subscrib- 
ers to  the  Monthly  about  the  possibility  of  a typo- 
graphical error  in  the  formula  for  Ringer's  solution 
as  reported  in  my  last  article.  Therefore,  I am  giv- 
ing the  following  explanation : 

The  formula  for  Ringer’s  Sol.,  as  reported  in  the 
articles  on  “Treatment  of  Bacillary  Dysentery  in  In- 
fants” in  May,  1937  and  March,  1940,  is  exactly  as 
we  have  used  it  for  oral  administration  during  the 
past  four  years.  It  is  a hypotonic  solution.  In  our 
experience  it  has  been  more  effective  in  maintaining 
proper  hydration  when  given  orally  than  the  iso- 
tonic solution,  which  has  a much  higher  salt  conteni. 
At  the  same  time  it  seems  to  stimulate  thirst  equally 
as  well. 

E.  K.  Marshall,  Jr.,  of  Baltimore  in  the  North 
Carolina  Medical  Journal,  Vol.  1 ; page  127,  March, 
1940,  makes  the  following  statement:  “Although 

supposed  at  first  to  be  specific  against  hemohdlc 
streptococcus  infection,  sulfanilamide  (or  allied 
drugs)  has  now  been  shown  to  be  curative  in  experi- 
mental mouse  infections  due  to  meningococcus, 
gonococcus,  E.  typhi  and  paratyphi  B.,  Clostridium 
Welchii,  some  strains  of  dysentery  bacillus  and  a 
staphylococcus.” 

March  14,  1940.  W.  E.  Keiter,  M.D. 

Kinston,  N.  C. 

Medicine  of  the  Past. 

To  THE  Editor: 

In  Chalkley’s  Abstracts  of  Augusta  County  Rec- 
ords, (vol.  2,  page  258)  is  a portion  of  a Will,  re- 
corded in  Amherst  County.  The  Will  is  that  of  Dr. 
James  Hopkins,  dated  June  17,  1799.  It  contains 
one  item  in  particular  which  I believe  would  be  of 
interest  to  your  readers.  As  I have  not  easy  access  to 
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the  Amherst  County  records  I give  the  fragment  re- 
corded in  Chalkley. 

After  other  legacies  etc.,  he  makes  provision  . . . 
“To  establish  a hospital,  patients  to  be  poor  and 
afflicted,  one  with  consumption,  one  with  the  yaws  or 
venereal  disease,  and  one  with  stone  in  the  bladder 
or  kidney.  The  physician  to  use  his  best  efforts  to 
effect  a cure.  If  he  is  successful,  or  if  he  is  so  in  one 
instance  of  the  three  in  one  year,  then  the  physician 
is  to  enjoy  the  occupancy  of  the  farm  and  building 
for  another  year  gratis,  and  so  on  from  year  to  year; 
but  if  he  is  not  successful  in  curing  two  of  the  pa- 
tients in  the  second  year,  or  in  one  of  the  two  first 
years,  he  shall  for  the  third  year  cure  two  patients  ill 
of  one  of  the  said  disorders  (four  in  all)  for  that 
year;  and  if  he  fail  that  year  to  cure  two  out  of  the 
four  then  the  Trustees  shall  have  discretion  to  dis- 
miss him. 


“The  farm  hospital  is  to  be  located  in  Bucking- 
ham, Campbell,  or  Bedford  County.  Contributions 
are  to  be  asked  to  enlarge  the  hospital,  and  to  es- 
tablish bounties  for  the  cure  of  the  species  of  de- 
plorable disorders  such  as  hydrophobia,  and  on  the 
discovery  of  any  useful  medicine  of  native  American 
plants  or  vegetables  or  if  of  foreign  origin,  etc. 
Trustees:  Wilson  Cary  Nicholas,  Wm.  Lewis,  Wm. 
Callaway,  E.  Smith,  and  Sam’l  Calland. 

“The  hospital  is  not  to  be  more  than  12-15  miles 
from  James  River  or  from  the  town  of  New  London. 
Two  acres  to  be  purchased  and  house  built,  then 
conveyed  to  John  Shephard,  preacher  of  the  Gospel, 
Tandy  Key,  and  Richard  Breedlove  members  of  the 
Methodist  Society.  To  be  called  Christ  Church.  To 
be  open  to  any  other  denomination.” 

Lexington,  Va.,  E.  P.  Toivipkins,  M.D. 

February  24,  1940. 


Miscellaneous 


Group  Health  Service  Under  the  Farm  Secu- 
rity Administration. 

The  Farm  Security  .Administration  had  medical 
programs  worked  out  with  physicians’  groups  in  dif- 
ferent parts  of  the  State,  involving  nineteen  counties, 
early  enough  last  year  so  that  all  of  these  were  in 
actual  operation  before  or  by  July  1.  This  program 
is  such  that  it  is  not  easy  to  arrange  with  families 
for  beginning  anything  of  this  kind  in  the  fall 
months,  so,  during  the  latter  months  of  the  year,  ac- 
tivities consisted  chiefly  of  meeting  groups  of  physi- 
cians for  a discussion  of  these  programs,  and  getting 
them  adopted  for  development  and  actual  operation 
during  this  calendar  year. 

Medical  Care 


Health  Service 

Period 

No. 

Bills 

Unit 

Months 

Persons 

incurred 

Accomac 

1-6 

212 

$1,084.50 

7-12 

312 

1,187.50 

Northampton 

1-6 

(?) 

(256.50) 

7-12 

65 

299.00 

Halifax 

7-12 

172 

809.40 

Shenandoah 

7-12 

592 

1,781.93 

(5  Co’s.) 

Pittsylvania 

7-12 

180 

589.65 

Lunenburg 

7-12 

86 

344.00 

Southwest  Va. 

7-12 

945 

3,956.75 

(9  Co’s.) 

Totals 



2,564 

$10,052.73 

Ave. 

366 

1,436.10 

(for  state) 

The  programs  have  actually  begun  to  operate  in 
February  and  March  in  Patrick,  Henry  and  Frank- 
lin Counties.  They  are  expected  to  begin  operation 
by  April  1 in  the  additional  counties  of  Alleghany 
and  Bath,  Charlotte,  Prince  Edward,  and  five  coun- 
ties in  the  Peninsula,  namely:  New  Kent,  Charles 
City,  James  City,  York,  and  Warwick. 

In  addition  to  the  above  named  counties,  there  are 
eleven  other  groups  in  which  the  program  has  been 
approved  and  accepted  by  the  physicians.  In  these 
eleven,  the  program  may  begin  by  May  1 or  it  might 
be  postponed  until  July  1. 

The  following  table  gives  the  “Medical  Care  Sum- 
mary” of  the  Farm  Security  Health  Service  Units  in 
Virginia  for  the  year  1939: 


Hospitalization 


Bills 

No. 

_ Bills 

Bills 

Paid 

Pers. 

incurred 

Paid 

$561.13 

6 

$210.40 

$182.53 

690.91 

7 

165.00 

131.76 

(178.00) 

(?) 

(97.25) 

(60.30) 

199.33 

3 

25.00 

18.60 

728.70 

3 

99.70 

99.70 

1,146.58 

No 

hospitalization 

517.62 

3 

114.00 

55.78 

258.94 

No 

hospitalization 

2,310.62 

(?) 

(864.01) 

(558.24) 

$6,413.83 

22 

$614.10 

$488.37 

916.26 

3 

87.73 

69.77 
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Medical  Society  of  Virginia 
Special  Meeting  of  Council 


A special  meeting  of  the  Council  was  held  on  Feb- 
ruary IS,  19+0,  at  12  noon,  at  the  Society  headquarters. 
Dr.  Trout  being  unable  to  attend  because  of  illness, 
Dr.  Walter  B.  Martin  president-elect,  presided.  Others 
present  were:  Dr.  Karl  S.  Blackwell,  first  vice-president; 
Drs.  Julian  L.  Rawls,  Roshier  W.  Miller,  C.  E.  Martin, 
and  John  Hundley,  councilors;  Dr.  I.  C.  Riggin,  State 
Health  Commissioner;  Dr.  Wyndham  B.  Blanton,  editor 
of  the  Monthly;  Dr.  J.  Morrison  Hutcheson,  chairman  of 
the  Legislation  Committee;  Drs.  J.  Powell  Williams, 
J.  K.  Hall,  and  H.  U.  Stephenson;  and  the  secretary. 

Dr.  Martin  said  the  special  object  of  this  meeting  was 
to  discuss  certain  legislative  questions  but  that  several 
other  matters  might  be  disposed  of  first.  One  of  these 
was  to  have  the  opinion  of  the  Council  as  to  when  new 
officers  and  committeemen  should  take  office,  in  view  of 
the  fact  that  the  meeting  will  be  held  a little  more 
than  two  months  earlier  than  usual.  As  the  Constitution 
provides  that  the  term  of  office  shall  be  for  one  year. 
Dr.  Rawls  offered  a motion,  which  was  adopted,  that  the 
Council  shall  meet  in  October  and  officers  and  committees 
shall  hold  until  then. 

It  was  stated  the  President  of  the  Woman’s  Auxiliary 
had  written  Dr.  Trout  in  regard  to  plans  for  their  joint 
meeting  with  the  West  Virginia  Auxiliary  and  it  was 
felt  they  would  need  some  financial  help  in  putting  on 
their  program.  Dr.  Miller  moved  that  $100.00,  or  such 
part  as  may  be  needed  be  allowed  the  Auxiliary  to  help 
in  their  expenses  for  this  meeting. 

Dr.  Martin  next  read  a letter  from  Dr.  Trout,  en- 
dorsing the  work  of  the  Legislation  Committee  and  sug- 
gesting that  the  Committee  be  allowed  an  additional  ap- 
propriation, up  to  $500.00  if  necessary,  for  its  expenses. 
Dr.  Hutcheson  had  advised  him  that  he  felt  it  necessary 
to  have  legal  advice  in  regard  to  the  chiropractic  bill, 
before  the  General  Assembly,  and  he  had  authorized  him 
to  consult  an  attorney  and  was  confident  the  Council 
would  make  an  appropriation  for  this  purpose.  Dr. 
Miller  moved  that  the  action  of  the  President  be  ap- 
proved. Dr.  Hutcheson  said  he  had  several  conferences 
with  a lawyer  and  secured  some  valuable  and  helpful 
advice.  When  he  asked  about  compensation,  the  lawyer 
stipulated  no  fee,  leaving  this  to  Dr.  Hutcheson.  Per- 
sonally, he  felt  he  should  be  paid.  Dr.  Miller’s  motion 
was  then  seconded  and  adopted,  and  Dr.  Hutcheson  was 
given  permission  to  use  such  part  of  the  additional  $500.00 
appropriation  as  he  might  find  necessary  in  his  legisla- 
tive work. 

Dr.  Hutcheson  explained  that  the  Chiropractic  Bill 
came  up  in  committee  before  doctors  were  aware  of  such 
legislation  and  he  and  other  doctors  had  opposed  it 
there,  in  spite  of  which  it  was  passed  out  of  committee. 
Then  they  had  worked  harder  and  had  succeeded  in  hav- 


ing it  re-committed  from  the  floor  of  the  House.  He 
understood  it  would  be  presented  in  the  Senate.  In  the 
discussion  following,  it  was  said  a number  of  chiro- 
practors had  openly  boasted  that  they  are  violating  the 
law,  and  they  should  be  convicted. 

The  question  of  imposing  a license  tax  on  physicians 
was  next  discussed  and  most  of  those  present  thought 
it  would  compromise  the  doctors  position  on  other  legisla- 
tion to  oppose  the  placing  of  such  a tax  at  this  time.  As 
opposition  to  this  tax  had  been  registered  by  a number 
of  doctors,  however,  the  question  was  asked  if  doctors 
might  be  paid  for  signing  certificates  to  be  sent  the 
Health  Department  and  Bureau  of  Vital  Statistics,  as 
is  done  in  some  states.  Dr.  Riggin  said  there  were  both 
good  and  bad  points  to  this  but  he  did  feel  that  opposing 
a license  tax  at  this  time  would  greatly  weaken  the 
doctors'  cause.  Dr.  W.  B.  Martin  said  the  Norfolk 
County  Medical  Society  voted  officially  not  to  oppose 
the  tax  unless  it  were  done  by  individuals.  Dr.  C.  E. 
Martin  said  a number  of  doctors  in  the  Fourth  District 
were  opposed  to  the  tax,  while  some  felt  it  wiser  to  take 
no  action. 

Dr.  Stephenson  was  opposed  to  the  license  tax  as  a 
matter  of  principle,  because  the  Society  had  fought  it 
and  secured  exemption  some  years  ago,  but  felt  an  annual 
registration  might  be  required  of  doctors  and  a fee 
charged  for  this. 

Dr.  Miller  moved  that  the  Legislation  Committee  be 
instructed  not  to  oppose  the  license  tax  bill  but  be  re- 
quested to  bring  out  certain  facts  as  to  work  done  by 
physicians,  if  necessary.  This  was  seconded  by  Dr. 
Rawls. 

Dr.  Powell  Williams  said  the  Board  of  the  Richmond 
Academy  of  Medicine  was  in  favor  of  accepting  the  tax 
but  a number  of  members  had  phoned  and  talked  with 
him  as  being  opposed  to  it. 

Dr.  Blackwell  had  heard  much  opposition  to  the  tax 
in  spite  of  the  action  of  the  Board. 

Drs.  Blanton  and  Riggin  felt  it  unwise  to  oppose  the 
bill  but  Dr.  Hall  was  opposed  to  the  taxation  and  felt 
if  doctors  submitted  to  this,  they  would  have  less  in- 
fluence than  now.  He  did  not  think  they  had  been 
shown  any  special  consideration  in  medical  matters. 

Dr.  Hundley  felt  public  resentment  against  the  med- 
ical profession  had  been  greatly  increased  because  they 
appeared  to  oppose  everything.  Personally,  he  did  not 
wish  to  pay  the  tax  but  felt  opposition  would  hurt.  He 
did  not  think  there  would  be  any  wide  opposition  when 
the  situation  was  explained  to  doctors. 

Dr.  Miller’s  motion  being  put  to  vote  was  approved 
by  Drs.  Miller,  Hundley,  and  Rawls,  and  opposed  by 
Dr.  C.  E.  Martin. 

A letter  was  read  by  Dr.  Martin,  chairman,  from  the 
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Work  Projects  Administration  representative  in  this 
State,  requesting  that  some  one  be  appointed  by  the  So- 
ciety to  arrange  for  an  equitable  distribution  among  its 
membership  of  injury  cases  arising  from  W.  P.  A.  em- 
ployment. Dr.  Hundley  felt  no  one  doctor  would  have 
time  to  give  to  this  work  and  moved  that  the  W.  P.  A. 
office  should  report  complications  to  the  local  societies 
and  have  them  pass  on  questions  in  their  respective  juris- 
dictions. This  was  seconded  and  adopted. 

Before  closing,  Dr.  Blanton  told  of  the  Governor’s  pro- 
posal for  reorganizing  the  State  Hospital  Board,  by 
which  the  Governor  would  have  the  power  to  appoint 
the  director,  thus  being  able  to  depose  him  at  will. 
He  thought  the  Director  should  be  a licentiate  of  the 
Board  of  Licensure  of  the  American  Psychiatric  Associa- 
tion and  he  should  be  appointed  by  the  Governor  on 
recommendation  of  the  State  Hospital  Board,  and  that 
he  should  not  be  dismissed  except  on  recommendation 
of  a majority  of  that  Board. 

Following  this.  Dr.  Rawls  moved  that  the  Legislation 
Committee  be  directed  to  examine  the  bill  proposed  by 
the  Governor  with  regard  to  appointment  of  the  Director 
of  the  State  Hospital  Board  and  suggest  such  changes 
as  they  think  necessary,  after  consultation  with  Dr.  Gayle 
and  others  of  the  Hospital  Board.  This  was  adopted, 
after  which  the  Council  adjourned. 

Acmes  V.  Edwards, 

Secretary. 


Public  Health  Statistics 

I.  C.  Rigcin,  M.  D. 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  Feb- 
ruary, 1940,  compared  with  the  same  month  in  1939, 


follows: 

mo  1939 

Typhoid  and  Paratyphoid  Fever 6 13 

Diphtheria  60  70 

Scarlet  Fever 142  170 

Measles  123  600 

Meningitis  10  4 

Poliomyelitis  2 4 

Rocky  Mountain  Spotted  Fever 0 0 

Typhus  Fever  1 1 

Undulant  Fever 3 1 

Tularaemia  5 1 


The  Premarital  Examination  Bill 
Recently  the  premarital  examination  bill,  spon- 
sored by  the  State  Medical  Society,  was  passed  by  the 
General  Assembly  and  signed  by  the  Governor.  This 
new  law  becomes  effective  August  1,  1940,  and  will 
require  that  a standard  serologic  test  be  made  on 
each  applicant  as  a prerequisite  for  marriage.  It 


further  requires  that  these  tests  be  made  in  labora- 
tories approved  by  the  State  Health  Commissioner. 
We  quote  section  (d)  of  the  Premarital  Law: 

“Serological  tests  required  by  this  section  shall  be 
made  by  the  State  Department  of  Health  or  by  a 
laboratory  approved  for  such  purpose  by  the  State 
Health  Commissioner;  serological  tests  used  shall  be 
such  as  are  approved  by  the  State  Health  Commis- 
sioner.” 

In  order  that  city,  private,  and  semi-private  lab- 
oratories can  achieve  approval  to  participate  in  this 
program,  the  State  Health  Department  last  month 
began  a serologic  evaluation  survey  of  all  labora- 
tories by  invitation.  It  is  hoped  that  this  survey  can 
be  completed  within  this  month  and  will  be  of  as- 
sistance and  value  to  the  cooperating  laboratories  de- 
siring to  be  approved  for  premarital  serologic  tests. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Henry  A.  Latane,  Alexandria. 
President-Elect — Mrs.  Griffin  Holland,  Eastville. 
Recording  Secretary — Mrs.  T.  N.  Hunnicutt,  Newport 
News. 

Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 
Parliamentarian — Mrs.  Joseph  Bear,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 


The  Auxiliary  to  the  Northampton-Accomac 

Medical  Societies 

Held  its  first  regular  meeting  of  the  year  at  the 
home  of  Mrs.  S.  S.  Kellam,  in  Cape  Charles,  on 
January  9.  Mrs.  J.  M.  Lynch,  also  of  Cape  Charles, 
was  co-hostess.  There  were  twenty  members  present, 
including  the  State  President-Elect,  Mrs.  Griffin 
Holland,  Sr.,  of  Eastville. 

The  meeting  was  opened  by  the  new  president, 
Mrs.  W.  B.  Trower  of  Cape  Charles,  who  presented 
a Constitution  and  By-Laws,  to  be  voted  on  at  the 
next  regular  meeting. 

Objectives  for  the  year  were  presented  and  these 
included  donations  to  the  Northampton- Accomac 
Hospital,  subscriptions  to  Hygeia,  contributions  to 
several  funds,  and  support  of  the  Women’s  Field 
Army  for  the  Control  of  Cancer. 

A suggested  program  of  work  for  the  coming  year 


248 


Virginia  Medical  Monthly 


[April, 


and  a budget  were  adopted,  as  was  also  a suggested 
entertainment  for  the  hospital. 

An  invitation  to  dinner  with  the  Accomac- 
Northampton  Count}'  Societies  was  extended  the 
-\uxiliary  and  this  was  unanimously  accepted. 

There  were  two  speakers — first,  a talk  on  Cancer 
Control  by  Mrs.  S.  K.  Ames  of  Cape  Charles,  and, 
second,  a talk  on  Syphilis  by  Dr.  W.  Y.  Garrett, 
County  Health  Officer  of  Northampton  County. 

These  were  followed  by  several  musical  selections 
by  Mr.  Henri  Emurian,  a graduate  of  the  \\'estmin- 
ister  Choir  School  of  Music,  who  is  not  only  an 
artist  but  a composer  as  well. 

A delightful  social  hour  followed  and  was  greatly 
enjoyed. 

Catherine  R.  Trower, 
Chairman,  Press  and  Publicity. 

Petersburg  Auxiliary. 

The  regular  meeting  of  the  Petersburg  Unit  of  the 
W oman’s  Auxiliary  to  the  Fourth  District  Medical 
Society  was  held  on  February  27.  Mrs.  W.  B. 
^icllwaine.  President,  presided  at  the  business  meet- 
ing. Mrs.  Louis  Kolipinski  was  appointed  chairman 
of  the  Jane  Todd  Crawford  Memorial  and  ISIrs. 
E.  L.  McGill  chairman  of  the  nurses’  tea  to  be  held 
March  26. 

Representatives  from  various  churches  w’ere  pres- 
ent at  the  linen  shower  which  followed.  Mrs.  H.  M. 
Snead  served  as  chairman,  with  each  member  of  the 
.Auxiliary  working  with  the  various  churches.  There 
was  a splendid  display  of  linens  for  the  hospital,  with 
a valuation  of  $313.60.  The  guest  speakers  were  Dr. 
Herbert  Jones  and  Rev.  Roscoe  IM.  White,  pastor  of 
Washington  Street  IMethodist  Church.  A social  hour 
followed  with  the  Nurses’  Alumnae  serving  tea. 

Martha  A.  Wright, 

(Mrs.  Fletcher  J.  Wright,  Jr.) 

Chairman,  Press  and  Publicity. 

Have  You  Made  Your  Reservations 

For  the  18th  Annual  Convention  of  the  Woman’s 
■Auxiliary  to  the  American  Medical  Association 
which  will  be  held  in  New  York  City,  June  10-14, 
1940?  The  headquarters  are  at  the  Hotel  Pennsyl- 
vania and  we  are  sure  you  will  not  want  to  miss  this 
convention  which  promises  to  be  an  outstanding  one. 
Mail  your  reservation  today  to  Dr.  Peter  Irving, 
Housing  Bureau,  Room  1036,  233  Broadway,  New 
York  City. 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 
Abbott  Laboratories. 

Tablets  Barbital — Abbott,  S grains. 

Capsules  Estriol — Abbott,  0.24  mg. 

Gilliland  Laboratories,  Inc. 

Antipneumococcic  Rabbit  Serum,  Type  I. 

Antipneumococcic  Rabbit  Serum,  Type  II. 

Antipneumococcic  Rabbit  Serum,  Type  V. 

Antipneumococcic  Rabbit  Serum,  Type  VII. 

Antipneumococcic  Rabibt  Serum,  Type  VIII. 

Eli  Lilly  & Co. 

Pulvules  Sulfanilamide,  0.13  Gm.  (2  grains). 

Pulvules  Sulfanilamide,  0.325  Gm.  (5  grains). 

Parke,  Davis  & Co. 

Tablets  Sulfapyridine — P.  D.  & Co.,  0.5  Gm.  (7.7 
grains) . 

Bismuth  Salicylate  in  Oil — P.  D.  & Co.,  30  cc.  bottle. 

Bismuth  Salicylate  in  Oil — P.  D.  & Co.,  500  cc.  bottle. 
E.  R.  Squibb  & Sons. 

Antipneumococcic  Rabbit  Serum,  Type  I. 

The  Upjohn  Co. 

Amopules  Sodium  Cacodylate — Upjohn,  0.05  Gm.  (% 
grain),  1 cc. 

Ampoules  Sodium  Cacodylate — Upjohn,  0.1  Gm.  (1J4 
grains),  1 cc. 

.■\mpoules  Sodium  Cacodylate — Upjohn,  0.2  Gm.  (3 
grains),  1 cc. 

.Ampoules  Sodium  Cacodylate — Upjohn,  0.32  Gm.  (5 
grains),  1 cc. 

Amopules  Sodium  Cacodylate — Upjohn,  0.45  Gm,  (7 
grains),  1 cc. 

Ampoules  Sodium  Cacodylate — Upjohn,  0.97  Gm.  (15 
grains),  2 cc. 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  oil  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Nonofficiat 
Remedies: 

Mixed  Grass  Concentrated  Pollen  Extract — Abbott 
(Blue  Grass,  Timothy,  Orchard  Grass,  Red  Top,  and 
Sweet  Vernal  Grass  in  equal  parts).  .Abbott  Laboratories, 
North  Chicago,  111. 

Propaganda  for  Reform 

Lipoid  Pneumonia. — While  the  use  of  unsaponifiable 
oils,  especially  for  nasal  inhalation,  have  been  known  to 
cause  irritation  of  the  lungs,  yet  recent  reports  emphasize 
the  increasing  danger  of  these  substances  as  the  cause 
of  lipoid  pneumonia.  The  chief  ingredient  in  these  prep- 
arations is  generally  light  liquid  petrolatum,  frequently 
used  in  “nose  sprays”  and  “nose  drops.”  The  subject  is. 
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extensively  discussed  in  this  editorial.  (J.A.M.A.,  Jan. 
20,  1940,  p.  252.) 

Vitamin  P. — In  1936  Szent  Gyorgi  and  his  collaborators 
established  the  presence  in  extracts  of  Hungarian  red 
papper  and  later  in  lemon  juice  of  substances  other  than 
ascorbic  acid  which  could  control  the  hemorrhage  that 
occurs  in  the  course  of  a variety  of  conditions.  Ascorbic 
acid,  even  in  excess,  was  ineffective.  Later  it  was  re- 
ported from  the  same  laboratory  that  fractionation  of  the 
curative  extracts  had  demonstrated  that  the  active  sub- 
stance was  present  in  a fraction  consisting  of  practically 
pure  flavone  or  flavone  glucoside.  The  name  vitamin  P 
was  given  to  the  substance  responsible  for  the  action  on 
vascular  permeability.  The  flavones  should  not  be  con- 
fused with  the  flavins,  one  of  which,  in  combination  with 
carbohydrate,  is  vitamin  B^.  The  claim  for  the  vitamin- 
like nature  of  the  flavones  appeared  to  be  supported  by 
the  experimental  demonstration  in  guinea  pigs  of  an  in- 
creased survival  time  in  animals  on  a scorbutic  diet  that 
received  supplements  of  vitamin  P concentrates.  There 
were  fewer  hemorrhages  present  at  necropsy  in  the 
treated  animals  than  in  control  guinea  pigs  that  received 
the  unsupplemented  diet.  However,  efforts  to  confirm 
these  data  in  experimental  animals  yielded  conflicting 
results.  Further  clinical  data  are  now  available  in  the 
recent  experiments  of  Scarborough.  The  patients  used 
in  this  investigation  all  had  abnormally  increased  capil- 
lary fragility,  which  appeared  to  be  definitely  related  to 
a dietary  deficiency.  The  degree  of  capillary  fragility 
was  established  for  each  case  and  the  diet  then  ad- 
justed to  contain  supplements  of  either  fresh  fruit,  a mix- 
ture of  vitamins  A (oral),  (parenteral),  C (oral)  and 
D (oral),  a crude  flavone  fraction  from  orange  juice,  a 
purified  flavone  preparation,  or  a solution  of  flavones 
prepared  from  orange  peel  according  to  the  method  of 
Szent-Gyorgi.  A definite  increase  in  the  resistance  of 
capillary  walls  to  the  application  of  pressure  (both  nega- 
tive pressure,  suction  and  positive  pressure  tests  were 
employed)  was  obtained  only  in  those  instances  in  which 
the  flavone-containing  extracts  were  employed.  The  ad- 
ministration of  ascorbic  acid  by  mouth  or  by  injection 
failed  to  produce  this  beneficial  effect.  The  experiments 
of  Scarborough  appear  to  establish  more  definitely  the 
possible  existence  of  a dietary  factor  that  is  essential 
for  the  maintenance  of  capillary  resistance.  (J.A.M.A., 
Jan.  6,  1940,  p.  43.) 

Acceptance  of  Sunlamps. — After  extensive  investigation 
and  inquiry,  the  Council  on  Physical  Therapy  has  adopted 
and,  until  a more  practical  procedure  is  proposed,  will 
use  the  erythemal  reaction  as  a basis  for  judging  the 
effectiveness  of  ultraviolet  lamps  for  two  important  rea- 
sons: (1)  In  the  case  of  exposure  to  intense  sources  of 
ultraviolet  radiation  it  is  a simple  and  practical  means 
of  preventing  severe  burns,  and  (2)  in  the  case  of  weak 
sources  of  ultraviolet  radiation  it  is  an  efficient  safe- 
guard against  possible  fraudulent  sale  of  lamps  that  are 
deficient  in  ultraviolet  radiation.  The  chief  difference 
between  sunlamps  and  therapeutic  lamps  is  that  the 
spectral  radiation  characteristics  of  acceptable  sunlamps 


are  such  that  they  are  suitable  for  home  use  without  the 
supervision  of  a physician,  whereas  therapeutic  lamps 
have  spectral  emission  characteristics  which  necessitate 
professional  supervision  or  control  to  avoid  hazards  of 
over-exposure.  In  accepting  sunlamps,  the  Council  re- 
quires physical  evidence  of  their  production  of  energy 
from  2,800  to  3,200  angstroms  in  wavelength  at  an  in- 
tensity sufficient  to  produce  a minimum  perceptible  ery- 
thema on  the  average  untanned  skin  in  not  more  than 
sixty  minutes  at  a minimum  acceptable  operating  distance 
of  twenty-four  inches.  It  has  been  demonstrated  both 
clinically  and  experimentally  that  adequate  ultraviolet  en- 
ergy betwen  2,800  and  3,200  angstroms  plays  an  impor- 
tant role  in  deposition  of  calcium  and  may  prevent 
rickets  and  may  be  an  effective  aid  in  promoting  the 
soundness  of  bones  and  teeth.  There  is  no  warrant  for 
the  claim,  however,  that  ultraviolet  rays  will  insure 
normal  tooth  structure  or  that  ultraviolet  rays  will  pre- 
vent dental  caries.  Direct  exposure  of  the  skin  to  ultra- 
violet rays  from  the  sun  or  from  artificial  sources  re- 
sults in  the  formation  of  vitamin  D within  the  organism 
but  the  Council  cannot  recognize  statements  or  implica- 
tions that  vitamin  D has  all  the  beneficial  effects  of  ex- 
posure to  sunshine.  Advertising  claims  for  sunlamps  con- 
taining statements  that  exposure  to  ultraviolet  radiation 
increases  or  improves  the  tone  of  tissues  of  the  body  as 
a whole,  stimulates  metabolism,  acts  as  a tonic,  increases 
mental  activity  or  tends  to  prevent  colds  are  not  accept- 
able to  the  Council.  (J.A.M.A.,  Jan.  27,  1940,  p.  325.) 


Book  Announcements 

Men  Past  Forty. 

In  the  month  of  December,  1938,  there  appeared 
in  the  Virginia  Medical  Monthly  a review  of  the 
book  “Men  Past  Forty”  written  by  A.  F.  Niemoeller. 

Following  my  superficial  review  of  the  book,  I 
made  a detailed  examination  on  the  basis  of  which  I 
am  recalling  my  review  as  then  published. 

R.  W.  Miller. 

Diseases  of  the  Skin.  By  RICHARD  L.  SUTTON, 
M.D.,  Sc.D.,  LL.D.,  F.R.S.  (Edin.),  Professor  of 
Dermatology,  University  of  Kansas,  School  of  Medi- 
cine. And  RICHARD  L.  SUTTON,  JR.,  A.M.,  M.D., 
L.R.C.P.  (Edin.),  Associate  in  Dermatology,  Uni- 
versity of  Kansas,  School  of  Medicine.  Tenth  Edi- 
tion. Revised,  Enlarged  and  Reset.  St.  Louis.  The 
C.  V.  Mosby  Company.  1939.  Octavo  of  xiv-1,549 
pages.  With  1,542  Text  Illustrations  and  21  Color 
Plates.  Cloth.  Price,  $15.00. 

The  new  edition  (tenth)  of  this  standard  work  in 
dermatology  has  been  completely  revised. 

In  this  edition  a short  chapter  is  devoted  to 
embryology,  and  the  chapter  on  physiology  has  been 
expanded. 

Anaphylaxis  and  allergy  have  been  brought  up  to 
date.  The  allergic  diseases  in  so  far  as  they  are  re- 
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lated  to  the  skin  are  defined.  The  various  types  of 
skin  tests  and  their  significance  are  considered.  The 
Schwartzmann  phenomena  is  invoked  as  a possible 
explanation  of  Andrews’  pustular  bacterids.  There 
is  an  abbreviated  diet  list. 

Under  general  treatment  there  is  a good  discussion 
of  the  drugs  used  in  dermatology,  especially  the  anti- 
syphilitic remedies.  X-ray  therapy  and  hyperpyrexia 
receive  brief  mention. 

There  is  a thought  provoking  review  of  dermatitis 
venenata  (contact  dermatitis).  Burns  of  the  scalp 
following  “permanent  waves”  are  mentioned. 

The  metabolic  diseases  are  amply  commented  on 
in  the  light  of  newer  knowledge.  The  etiology  and 
treatment  of  acne  vulgaris  is  considered  at  length. 

The  keratoses  and  carcinomas  are  treated  rather 
fully.  We  feel  that  not  every'  one  will  agree  with 
authors’  conception  of  the  origin  of  cutaneous  malig- 
nancies. The  authors  voice  their  objections  to  the 
application  of  the  word  precancerous  to  senile  kera- 
tosis; they  regard  them  as  epidermal  neoplasms  with 
various  rates  of  growth.  The  clinical  descriptions  of 
these  conditions  are  good. 

The  authors  suggest  that  sulfanilamide  may  be- 
come the  drug  of  choice  in  the  treatment  of  ery'sipelas. 
They  favor  the  conservative  treatment  of  furuncles. 

The  diseases  due  to  fungi  are  well  described.  An 
excellent  dissertation  on  moniliasis  is  included. 

Diseases  of  the  nails  is  the  outstanding  section  un- 
der diseases  of  the  appendages. 

This  textbook  is  one  of  the  best  to  appear  in  re- 
cent years.  The  clinical  descriptions  are  good,  and 
the  book  is  replete  with  many  excellent  illustrations. 
There  are  a good  number  of  colored  plates.  Treat- 
ment receives  special  attention.  The  authors  are 
frank  in  expressing  their  own  views.  They  supply 
the  reader  with  a detailed  bibliography  on  all  sub- 
jects, especially  the  controversial  ones.  This  book  has 
a definite  place  in  the  library  of  the  general  practi- 
tioner as  well  as  the  specialist. 

Allen  Pepple,  M.D. 

Shock.  Blood  Studies  as  a Guide  to  Therapy.  By 
JOHN  SCUDDER,  M.D.,  Med.Sc.D.,  F.A.C.S.,  From 
the  Surgical  Pathology  Laboratory  of  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  and 
the  Department  of  Surgery,  the  Presbyterian  Hos- 
pital, New  York.  Philadelphia.  J.  B.  Lippincott 
Company.  1940.  Octavo  of  xvii-315  pages.  55  II- 
lusti’ations,  Five  Plates,  Three  of  Which  are  in 
Color.  Cloth.  Price,  .$5.50. 

Reviewed  editorially  in  this  issue  of  the  Monthly. 


Fractures.  By  PAUL  B.  MAGNUSON,  M.D.,  F.A. 
C.S.,  Associate  Professor  of  Surgery.  Northwestern 
University  Medical  School;  Attending  Surgeon, 
Passavant  Memorial  Hospital  and  Wesley  Memorial 
Hospital,  Chicago.  Third  Edition,  Revised  and  En- 
larged. Philadelphia.  J.  B.  Lippincott  Company. 
Octavo  of  xxii-511  pages.  317  Illustrations.  Cloth. 
Price,  $5.00. 

This  is  a 500-page  book  in  its  third  edition,  sent 
to  press  in  September,  1939. 

The  book  presents  the  subject  of  fractures  in  a 
way  that  is  desired  by  two  groups  of  practitioners. 
For  those  wishing  to  develop  great  skill  in  treatment 
of  fractures  it  gives  in  detail  the  fundamentals  of 
fracture  patholog}-  and  treatment  which  are  hard  to 
find  in  most  books  and  it  therefore  gives  an  excel- 
lent foundation  to  be  followed  by  a more  thorough 
study.  For  the  practitioner  wishing  to  treat  his 
simple  fractures  and  to  understand  the  more  difficult 
ones  the  subject  is  presented  in  the  best  possible  man- 
ner. It  would  appear  that  all  those  interested  in 
fractures  would  find  the  information  in  this  book 
very'  sound  and  of  great  value. 

The  book  is  splendidly  planned  and  the  material 
presented  excellently  so  that  the  information  con- 
tained is  easy  to  find  for  reference  purposes  or  easy 
to  acquire  by  continuous  reading. 

This  book  can  be  unhesitatingly  recommended. 

Thomas  Be.ath,  M.D. 


Outline  of  Roentgen  Diagnosis.  An  Orieniaiion  in  the 
Basic  Principles  of  Diagnosis  by  the  Roentgen 
Method.  By  LEO  G.  RIGLBR,  B.S.,  M.B.,  M.D.,  Pro- 
fessor of  Radiology,  University  of  Minnesota,  Min- 
neapolis, Minnesota.  Atlas  Edition.  254  Illustra- 
tions Shown  in  227  Figures,  Presented  in  Drawings 
and  Reproductions  of  Roentgenograms.  Philadel- 
phia. J.  B.  Lippincott  Company.  Octavo  of  vii-212 
pages,  in  addition  to  Pictorial  Atlas.  Cloth.  Price, 
$6.50.  This  book  may  also  be  obtained  in  a Student’s 
Edition,  from  whch  the  Atlas  of  Roentgenology  has 
been  omitted  but  to  which  all  figure  references  have 
been  retained  in  the  text.  Paper  cover.  Price,  $3.00. 

The  outline  is  a very  clear  presentation  of  the 
fundamentals  of  roentgen  diagnosis.  The  atlas  con- 
tains excellent  illustrations  of  common  pathologic 
conditions  demonstrated  by  the  roentgen  method. 
From  the  standpoint  of  teaching,  one  might  question 
the  amount  of  this  material  which  the  student  might 
absorb  from  this  sort  of  presentation.  As  a reference 
for  students,  it  seems  commendable.  .\s  a reference 
for  radiologists,  it  is  too  elementary.  It  is  probably 
one  of  the  better  text  books  for  undergraduate  medi- 
cal students,  but  its  final  value  would  depend  on  the 
course  in  radiology  which  it  supplements. 

F.  B.  M. 


1940] 


Virginia  Medical  Monthly 


251 


Virginia  Medical  Monthly 


Founded  by  Landon  B.  Edwards,  M.  D.,  April,  1874 
Owned  by  Medical  Society  of  Virginia  since  November,  1919 
Wyndham  B.  Blanton,  M.  D.,  Editor 
Agnes  V.  Edwards,  Richmond,  Business  Manager 


PUBLICATION  COMMITTEE 
Wyndham  B.  Blanton,  M.  D.,  Richmond,  Chairman 
J.  Edwin  Wood,  Jr.,  M.  D.,  University  H.  S.  Daniel,  M.  D.,  Louisa. 


All  correspondence  regarding  editorial  matters,  articles,  advertisements,  subscription  rates,  etc.,  should  be  addressed  to  the  Monthly, 

1200  East  Clay  Street,  Richmond,  Va. 

This  journal  is  not  responsible  for  the  opinions  and  statements  of  its  contributors. 

All  advertisements  are  received  subject  to  the  approval  of  the  Council  on  Pharmacy  and  Chemistry  of  the  American  Medical 

Association. 


Subscription  Price;  $2.00  per  annum  in  advance.  Single  Copies  25c. 


VoL.  67.  APRIL,  1940.  No.  4. 


Editorial 


The  Future  of  American  Hospitals. 

Nearly  every  plan  to  improve  hospital  service  in 
this  country  that  has  been  advanced  by  persons  out- 
side the  ranks  of  the  A.  M.  A.  has  included  provi- 
sions for  the  radical  extension  of  such  service.  The 
original  report  of  the  so-called  “Technical  Com- 
mittee” advised  the  expenditure  over  a period  of  ten 
years  of  more  than  a billion  dollars  for  hospital  con- 
struction, designed  to  increase  the  nation’s  hospital 
facilities  by  360,000  beds.  More  conservatively, 
President  Roosevelt  has  recently  proposed  one  hun- 
dred $100,000  hospitals  to  be  erected  at  government 
expense  in  communities  where  need  exists,  and  Sena- 
tor Wagner  has  included  in  a new  bill  before  the  Sen- 
ate an  appropriation  of  $10,000,000  for  this  purpose. 
The  present  Wagner  Bill  appears  to  be  much  more 
specific  than  the  much  criticized  measure  wdiich  was 
before  the  last  Congress.  It  would  put  the  responsi- 
bility of  locating  and  supervising  these  hospitals 
upon  the  United  States  Public  Health  Service,  as- 
sisted by  an  advisory  board.  On  the  face  of  it,  it 
seems  a modest  enough  beginning  with  few  objection- 
able features. 

The  A.  M.  A.  has  until  now  maintained  that  what 
was  needed  was  not  more  hospital  beds  but  the  filling 
of  the  existing  empty  beds,  many  sick  people  at  pres- 
ent being  unable  to  afford  hospitalization.  The  an- 
sw'er  to  this  part  of  the  question  is  almost  at  hand. 
Hospital  insurance  with  its  4,500,000  enrollment  is 


rapidly  expanding.  Institutions  which  formerly  wor- 
ried over  unoccupied  beds  can  now  in  many  instances 
barely  accommodate  those  applying  for  admission. 
If  hospital  insurance  continues  to  spread,  an  acute 
deficiency  in  hospital  beds  is  a contingency  that  will 
soon  have  to  be  faced.  Obviously  the  100  small  hos- 
pitals planned  by  the  government  will  not  meet  this 
need. 

The  measure  before  Congress  may  well  prove  an 
entering  w'edge  to  Government  management  of  our 
hospitals  on  a much  wider  basis  than  the  present 
Wagner  Bill  suggests.  Against  such  an  eventuality 
it  is  possible  to  conserve  hospitals  beds  by  recasting 
the  rules  under  which  the  insured  now  sometimes  are 
unnecessarily  admitted  to  hospitals.  It  may  prove 
wise  for  local  communities  to  canvass  the  possibility 
of  expanding  their  own  hospital  facilities,  inde- 
pendent of  government  aid.  It  would  seem  safer  to 
adopt  the  latter  alternative. 

Canned  Blood. 

In  view  of  two  recent  references  in  these  columns 
to  the  use  of  stored  blood  for  the  purposes  of  trans- 
fusion, an  article  by  Scudder,  Corcoran  and  Drew 
{Surgery,  Gynecology  and  Obstetrics,  Januarj’, 
1940)  is  of  interest.  It  appears  that  whereas  stored 
blood  may  prove  extremely  useful  at  times,  the  fact 
must  not  be  lost  sight  of  that  fresh  blood  is  better 
and  that  real  danger  may  lurk  in  the  preserved  pool. 


252 


Virginia  Medical  Monthly 


[April, 


Keeping  qualities  may  be  improved  by  care  to  com- 
pletely fill  containers,  thus  minimizing  agitation;  by 
preservation  in  flasks  so  shaped  that  they  reduce 
greatly  the  inter  surface  between  plasma  and  cells; 
and  possibly  by  storage  in  an  atmosphere  rich  in 
COo.  Up  to  the  present  time,  even  by  these  methods, 
a slow  distintegration  has  not  been  prevented,  a dis- 
integration in  which  all  the  cellular  elements  as  w'ell 
as  the  prothrombin  and  blood  sugar  share.  Increas- 
ing concentration  of  the  potassium,  ammonia,  phos- 
phorus, and  haemoglobin  of  the  pla.sma  associated 
with  a fall  in  H-ion  concentration  bespeak  changes 
which  may  prove  dangerous  to  recipients  of  such 
blood.  It  would  appear  especially  hazardous,  for 
example,  to  give  a transfusion  of  pooled  blood  high 
in  potassium  to  a patient  in  shock  whose  own  blood 
is  already  overladen  with  the  same  element. 

New  Light  on  Shock. 

John  Scudder’s  book  on  Shock  (J.  B.  Lippincott 
and  Co.,  1940)  is  a thought-provoking  monograph 
which  would  repay  every  surgeon’s  reading.  The 
author  has  indefatigably  pursued  his  problem  in  the 
wards  of  the  Presbyterian  Hospital,  New  York  City, 
and  has  developed  methods  and  a critique  of  definite 
therapeutic  value.  The  claim  of  a 52  per  cent  survi- 
val rate  in  otherwise  moribund  patients  who  had 
failed  to  respond  to  such  usual  procedures  as  trans- 
fusion, oxygen  and  saline,  deserves  more  than  pass- 
ing notice. 

This  investigator,  while  recognizing  the  value  of 
blood  pressure  determinations  in  the  diagnosis  of 
surgical  shock,  believes  that  venous  pressure  and  the 
specific  gravity  of  a drop  of  peripheral  blood  will 


foretell  hours  earlier  the  advent  of  vasoconstriction 
and  hemoconcentration.  While  still  advocating  er}’- 
throcyte  counts  and  hemoglobin  estimations,  he  be- 
lieves the  determination  of  the  specific  gravity  of  the 
blood  is  a superior  method  of  diagnosis.  He  lays 
stress  upon  the  value  of  cell  volume  and  plasma 
proteins.  Special  emphasis  is  placed  upon  the  con- 
centration of  plasma  potassium,  the  chief  base  in 
intracellular  water  (sodium  being  the  chief  base  of 
extracellular  water)  which  is  liberated  in  shock  and 
which  as  a hyperpotassemia  has  its  effect  upon  the 
nervous  system  and  heart  muscle,  and  serves  as  a 
valuable  index  of  the  degree  of  cellular  injury  in 
shock.  In  the  experience  of  the  author,  potassium 
values  increased  as  much  as  100  per  cent  were  uni- 
versally fatal. 

The  author,  upon  the  basis  of  wide  experience  and 
experimentation,  concludes  that  heat,  the  administra- 
tion of  adequate  fluids  and  the  control  of  pain  are 
still  of  great  importance  in  the  relief  of  vasocon- 
striction. While  transfusions  are  still  indicated,  the 
combined  use  of  them  with  salt  solution  will  give 
better  results.  The  use  of  cortical  extract  (Eschatin) 
is  advocated  in  cases  of  hypopotassemia,  but  not  in 
cases  in  which  there  is  a low  concentration  of  the 
potassium  ion. 

This  monograph  brings  out  the  importance  of  pre- 
liminar}'  study  and  the  careful  evaluation  of  physi- 
ological factors  in  cases  of  shock  due  to  surgery, 
hemorrhage,  burns,  intestinal  obstruction  and  acute 
pancreatitis,  and  emphasizes  the  importance  of  de- 
laying operation  until  more  normal  values  for  cell 
volume,  specific  gravity  and  plasma  proteins  indicate 
the  control  of  dehydration. 


Department  of  Clinical  and  Medical  Education 

of  the 


Medical  Society  of  Virginia 


Postgraduate  Courses. 

During  the  late  winter  two  short  courses  have  been 
conducted  in  Internal  Medicine  and  Surgery  at 
Alexandria  and  Newport  News.  The  complete  pro- 
grams and  speakers  are  as  follows: 

Alexandria 

Management  of  Head  Injuries — Dr.  J.  M.  Meredith, 
University  of  Virginia. 


Prevention  of  Abdominal  Adhesions  with  Heparin — 
Dr.  Edwin  P.  Lehman,  University  of  Virginia. 
Toxemias  of  Pregnancy — Dr.  M.  P.  Rucker,  Rich- 
mond. 

Newer  Phases  of  Pneumonia  Treatment — Dr.  Harry 
Walker,  Medical  College  of  Virginia. 

The  Newer  Aspects  of  Hematology — Dr.  J.  Hamilton 
Scherer,  Medical  College  of  Virginia. 

Sterility — Dr.  Howard  F.  Kane,  Washington,  D.  C. 
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Newport  News 

Clinical  Classification  of  Renal  Disease — Dr.  Wil- 
liam B.  Porter,  Medical  College  of  Virginia. 

Some  Observations  on  the  Clinical  Employment  of 
THE  Newer  Endocrine  Preparations — Dr.  Edwin  C. 
Hamblen,  Duke  University. 

Urological  Problems  in  Children — Dr.  E.  W.  Kirby, 
University  of  Virginia. 

Headache  as  a Symptom  of  Neuro-Surgical  Disease — 
Dr.  C.  C.  Coleman,  Medical  College  of  Virginia. 

Clinical  Acidosis,  Alkalosis,  and  Dehydration — Dr. 
H.  B.  Mulholland,  University  of  Virginia. 

Management  of  Gall-Bladder  Disease — Dr.  Staige 
D.  Blackford,  University  of  Virginia. 

University  of  Virginia  Twenty-Fifth  Post- 
graduate Clinic. 

The  full  program  of  the  spring  clinic  to  be  held 
in  Charlottesville  on  April  5 and  6 follows.  It  will 
be  noted  that  speakers  of  national  prominence  have 
been  obtained  for  this  program.  It  is  proper  also  to 
call  attention  to  the  first  of  the  James  Carroll  Flippin 
Memorial  Lectures  to  be  delivered  by  Dr.  William 
James  of  Panama. 

The  Present  Status  of  Influenza  Research — Dr. 
John  William  Oliphant,  Passed  Assistant  Surgeon, 
U.  S.  Public  Health  Service. 

Tularemia — Dr.  Edward  Francis,  Medical  Director, 
U.  S.  Public  Health  Service. 

Amebiasis — Dr.  William  McCully  James,  The  Herrick 
Clinic,  Panama,  R.  P. 

Clinical  Demonstration  of  Electroencephalography 
(also  tracings  will  be  made  on  visitors,  if  desired). 

The  James  Carroll  Flippin  Memorial  Lecture:  Obser- 
vations OF  Malaria — Dr.  William  McCully  James, 
University  of  Virginia  Medical  Department,  1906. 

Undulant  Fever — Dr.  Albert  Victor  Hardy,  Assistant 
Professor  of  Epidemiology,  Columbia  University. 

Syphilis — Dr.  Joseph  Earle  Moore,  Baltimore,  Md. 

The  Rickettsial  Diseases — Dr.  Rolla  Eugene  Dyer, 
Senior  Surgeon,  U.  S.  Public  Health  Service. 

Program  for  Medical  College  of  Virginia 

Spring  Clinic. 

The  Board  of  Visitors,  the  President,  and  the 
Faculty  of  the  Medical  College  of  Virginia  cordially 
invite  you  to  attend  the  eleventh  annual  Stuart 
McGuire  Lecture  series,  with  which  the  spring  post- 
graduate clinics  have  been  combined  for  1940. 

The  McGuire  lectures  will  be  given  by  Dr.  C. 
Frederic  Fluhmann  of  Stanford  University,  Cali- 
fornia. 

Program 

(In  cooperation  with  the  Department  of  Clinical  and 
Medical  Education,  Medical  Society  of  Virginia.) 


Tuesday,  April  16 

8:30  P.M.  Stuart  McGuire  Lecture,  “Anaesthesia  and 
Analgesia  in  Obstetrics” — Dr.  C.  Frederic  Fluh- 
mann, Associate  Professor  of  Obstetrics,  Stanford 
University. 

W ednesday,  April  17 

10:00  A.M.  The  Treatment  of  the  Toxemias  of  Preg- 
nancy— Dr.  Louis  H.  Douglass,  Professor  of  Ob- 
stetrics, University  of  Maryland. 

11:00  A. M.  The  Partial  or  Complete  Separation  of  the 
Placenta  in  Toxemia  Patients — Dr.  Bayard  L. 
Carter,  Professor  of  Obstetrics  and  Gynecology, 
Duke  University. 

Movie:  Repair  of  Vesico-Vaginal  Fistulas. 

1:15  P.M.  Luncheon. 

2:00  P.M.  The  Incidence  of  Hypertension  Following 
THE  Toxemias  of  Late  Pregnancy — Dr.  T.  J.  Wil- 
liams, Professor  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Virginia. 

3 :00  P.M.  The  Causes  of  Death  in  Toxemias  of  Preg- 
nancy— Dr.  Nicholas  J.  Eastman,  Professor  of  Ob- 
stetrics, Johns  Hopkins  University. 

4:00  P.M.  Round  Table  Discussion. 

8:30  P.M.  Stuart  McGuire  Lecture,  “The  Problem  of 
Abnormal  Uterine  Bleeding” — Dr.  C.  Frederic 
Fluhmann,  Associate  Professor  of  Obstetrics,  Stan- 
ford University. 

The  lectures  and  clinics  will  be  held  in  the  Simon 
Baruch  Auditorium. 

Summer  Short  Course. 

The  Department  of  Internal  Medicine  of  the  Uni- 
versity of  Virginia  Hospital,  in  conjunction  with  the 
Department  of  Clinical  and  Medical  Education  of 
the  Medical  Society  of  Virginia  plans  to  offer  a 
course  on  “The  Recent  Advances  in  Internal  Medi- 
cine” at  the  University  of  Virginia  Medical  School 
and  Hospital  from  June  17  through  June  22,  1940. 

registration  fee  of  $15.00  will  be  charged  and  the 
enrollment  will  be  limited  to  about  twenty  physicians 
in  order  to  allow  ward  work. 

This  is  the  first  time  this  course  has  been  offered. 
If  you  have  any  suggestions  to  make  regarding  its 
content  or  if  you  are  interested  in  receiving  further 
details  when  plans  are  more  definite,  you  are  re- 
quested to  write  to  Dr.  S.  D.  Blackford,  P.  O.  Box 
1174,  University  Station,  Charlottesville,  Virginia, 
before  April  15,  1940. 

The  Executive  Secretary  will  be  glad  to  furnish 
further  information  about  any  of  the  services  of  the 
Department  and  to  assist  in  the  organization  of  spe- 
cial courses  for  local  societies. 

G.  B.  Zehmer, 
Executive  Secretary. 


254 


Virginia  Medical  Monthly 


[April, 


Proceedings  of  Societies 


The  Virginia  State  Board  of  Medical  Ex- 
aminers. 

At  the  December  meeting  of  the  Board,  the  follow- 
ing doctors  were  licensed  to  practice  medicine  in 
Virginia : 

Dr.  Russell  A.  Anthony,  University. 

Dr.  John  N.  Andrews,  Takoma  Park,  Md. 

Dr.  Edward  Phelps  Ambrose,  Jr.,  Christiansburg. 

Dr.  Edward  Randolph  Archer,  Washington,  D.  C. 

Dr.  Webster  William  Bennett,  Washington,  D.  C. 

Dr.  Ben  Lynn  Boynton,  Norfolk. 

Dr.  Harry  Brick,  Richmond. 

Dr.  John  F.  Cadden,  Jr.,  Roanoke. 

Dr.  Theodore  Elias  Corprew,  Washington,  D.  C. 

Dr.  Philip  Robert  Cronlund,  Jonesville. 

Dr.  Samuel  C.  DeLaura,  Norfolk. 

Dr.  Sandidge  Evans,  McClure. 

Dr.  Harry  Birch  Franchere,  North  Alexandria. 

Dr.  Eugene  Miles  Fusco,  Grundy. 

Dr.  Robert  McCulley  Halbach,  Roanoke. 

Dr.  Thomas  Hamilton  Hogshead,  Staunton. 

Dr.  Chester  Frederick  Hogan,  Richlands. 

Dr.  Charles  Amos  Holley,  Washington,  D.  C. 

Dr.  Eugene  Markley  Landis,  University. 

Dr.  Norbert  N.  Linder,  Clifton  Forge. 

Dr.  Ralph  Meredith  McComas,  Dahlgren. 

Dr.  Heinz  Meyer,  Konnarock. 

Dr.  Edith  Irene  Miller,  Petersburg. 

Dr.  Leland  Conner  Moss,  Washington,  D.  C. 

Dr.  Arthur  Nachlas,  Washington,  D.  C. 

Dr.  Samuel  Irving  Nichols,  Seco,  Ky. 

Dr.  James  Harold  Nickens,  Washington,  D.  C. 

Dr.  Samuel  M.  Novak,  Alexandria. 

Dr.  Bernard  Eugene  Paletz,  Richmond. 

Dr.  Alvin  F.  Robinson,  McLean. 

Dr.  Alfred  Robert  Stork,  Norton. 

Dr.  De  Villo  Otis  Todd,  Tafford,  Pa. 

Dr.  David  J.  Van  Landingham,  Patterson. 

Dr.  J.  Ogle  Warfield,  Washington,  D.  C. 

Dr.  Frank  Anthony  Zack,  Newport  News. 

Dr.  F rancis  Buerk  Zimmerman,  Dunbar. 

Norfolk  County  Medical  Society. 

Because  of  a change  in  By-Laws,  Dr.  Lockburn 
B.  Scott,  secretary,  advises  that  Dr.  D.  I.ee  Hirsch- 
ler,  vice-president,  has  succeeded  Dr.  Harvie  S. 
Baker,  deceased,  as  president  of  this  Society,  and 
Dr.  James  W.  Anderson  continues  as  president-elecl 
instead  of  taking  office  at  this  time,  as  first  thought 
would  be  the  case. 

Dr.  I.  S.  Ravdin,  Harrison  Professor  of  Surgery 
at  the  University  of  Pennsylvania,  Philadelphia,  was 


guest  speaker  before  the  Society  on  March  18,  his 
subject  being  “Gallbladder  Disease”. 

At  the  meeting  on  March  25,  Dr.  Richard  B. 
Nicholls  presented  a paper  on  “Obstetric  Complica- 
tions and  Sterility”  and  Dr.  C.  J.  Andrews  gave  a 
paper  on  “Management  of  the  Third  Stage  of  Labor, 
with  Description  of  a New  Technic  for  Delivery  of 
the  Placenta”. 

It  is  announced  that  the  Society’s  Annual  Spring 
Clinic  will  be  held  in  April  as  usual. 

Southwestern  Virginia  Medical  Society. 

The  annual  spring  meeting  of  this  Society  will  be 
held  in  Radford,  April  17. 

Dr.  I.  A.  Bigger,  Professor  of  Surgery,  and  Dr. 
W.  B.  Porter,  Professor  of  Medicine  of  the  Medical 
College  of  Virginia,  will  conduct  a joint  round  table 
discussion  on  “Infection.s — General  and  Local — 
From  the  Surgical  and  Medical  Aspects”.  This  ]>ro- 
gram  will  begin  at  1 :30  P.  M. 

Members  of  the  Society  will  be  the  dinner  guests  of 
Saint  Albans  Sanatorium  at  6:30,  following  which 
Dr.  H.  W.  Bachman,  Bristol,  will  present  a paper 
on  “Fibroma  of  the  Thyroid  Gland”. 

The  guest  speaker  for  the  evening  will  be  Dr. 
Walter  C.  .Alvarez,  Professor  of  Medicine,  University 
of  Minnesota  (Mayo  Foundation),  Rochester.  His 
subject  is  “Hints  in  the  Treatment  of  Indigestion”. 

Drs.  Porters  and  Bigger  are  well  known  through- 
out Southwestern  Virginia.  Dr.  Alvarez  is  a national 
authority  on  gastro-intestinal  diseases.  Aside  from 
his  connection  with  the  Mayo  Clinic,  he  is  past 
president  of  the  American  Gastro-Enterological  .Asso- 
ciation, Editor  of  The  American  Journal  of  Digestive 
Diseases,  and  author  of  many  books  and  articles  on 
digestive  diseases. 

James  P.  King, 

Secretary-Treasurer. 

Lynchburg  Academy  of  Medicine. 

The  .Academy  held  its  regular  meeting  February 
5,  in  the  Elks’  Club  with  the  President,  Dr.  E.  G. 
Scott,  presiding. 

The  Secretary  was  instructed  to  write  Repre- 
.sentative  Woodrum  opposing  President  Roosevelt’s 
recommendation  for  the  building  of  hospitals  in 
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under- privileged  areas  on  the  basis  that  the  erec- 
tion of  hospitals  is  a small  item  as  compared  to  the 
maintainance  and  upkeep  which  would  always  re- 
main a burden  on  the  tax  payer  besides  opening  a 
new  avenue  for  Federal  management  and  control, 
with  the  paralyzing  effect  of  bureaucratic  manage- 
ment, the  wasting  of  funds,  and  the  regimentation  of 
physicians  with  the  loss  of  initiative. 

A written  report  for  Prepaid  Medical  Care  was 
offered  by  Dr.  James  Gorman  and  a special  meeting 
called  for  its  complete  discussion  with  the  Industrial 
Group. 

Dr.  Holcombe  Hurt  announced  the  Health  and 
.Accident  Insurance  carried  by  the  Provident  Life  and 
•Accident  Insurance  Company  of  Chattanooga,  Tenn., 
is  now  in  effect. 

Dr.  Gorman  in  a most  thorough,  timely  and  well 
written  paper  discussed  “Some  Observations  in  Oto- 
laryngolog)-  of  Help  to  the  General  Practitioner”, 
with  special  emphasis  on  proper  local  applications 
and  the  harm  that  might  follow  many  of  the  better 
advertised  remedies.  This  complete  work  was  well 
received  and  generally  discussed  by  Drs.  Tompkins, 
Morrison,  Echols  and  Patterson.  Dr.  Gorman  an- 
swered many  questions  in  closing. 

Dr.  W.  F.  Thornton  presented  an  interesting  movie 
on  Pathology  of  Breast  Tumor. 


Dr.  Scott  also  presided  at  the  regular  meeting  on 
March  4. 

Mr.  T.  Spencer,  Jr.,  Commonwealth  Attorney, 
presented  a very  interesting  and  practical  paper  on 
“Doctors  in  Court.” 

In  response  to  question  discussed  at  the  meeting  of 
the  Council  of  the  State  Society,  the  Academy  was  in 
favor  of  having  colored  physicians  attend  the  scien- 
tific programs,  provided  such  arrangements  could  be 
made. 

It  was  decided  to  continue  the  Health  Broadcasts, 
but  to  make  them  weekly  instead  of  bi-weekly,  and 
also  to  give  the  doctors  the  option  of  writing  their 
own  papers  or  using  those  written  by  the  State  Public 
Health  Board. 

C.  E.  Keefer, 
Secretary-  T reasurer. 

The  Roanoke  Academy  of  Medicine 

Held  its  regular  meeting  on  March  4,  at  which 
time  the  following  scientific  program  was  presented: 

Treatment  of  Serious  Staphylococcic  Infections 
with  Sulfapyridine  and  Its  Sodium  Salts  by  Dr. 
Walter  B.  Martin,  guest  of  Norfolk. 

The  Roentgen  Diagnosis  of  Gastro-Intestinal 
Hemorrhage  by  Dr.  W.  Allen  Barker,  Roanoke. 


News  Notes 


The  White  Sulphur  Meeting. 

Much  interest  has  been  manifested  by  members  ana 
plans  are  well  under  way  for  the  Joint  meeting  of 
the  Medical  Society  of  Virginia  and  the  West  A^ir- 
ginia  State  Medical  Association  at  AVhite  Sulphur 
Springs,  W.  \'a.,  July  29,  30  and  31. 

In  the  arrangement  of  the  scientific  program,  the 
program  committees  from  the  two  societies  decided  to 
have  all  papers  presented  by  guest  speakers,  there  to 
be  three  at  each  morning  session,  with  a member  from 
each  Society  to  give  a short  discussion.  The  after- 
noons will  be  given  over  to  round  table  discussions, 
the  guests  at  the  morning  sessions  to  conduct  these. 
In  addition,  there  will  be  two  orations — one  on 
Medicine  by  Dr.  Paul  Dudley  White  of  Boston,  and 
one  on  Surgery  by  Dr.  Irvin  Abell  of  Louisville.  The 
following  have  accepted  invitations  to  speak  at  the 
morning  sessions: 


Dr.  Harvey  B.  Stone  of  Baltimore  on  surgery; 

Dr.  Walter  Alvarez  of  Rochester,  Minn.,  on  in- 
ternal medicine ; 

Dr.  Ross  Golden  of  New  York  City  on  radiology; 

Dr.  Ralph  M.  Tyson  of  Philadelphia  on  pedia- 
trics ; 

Dr.  Wesley  C.  Bowers  of  New  York  City  on  eye, 
ear,  nose  and  throat; 

Dr.  A.  I.  Folsom  of  Dallas  on  urology; 

Dr.  George  E.  Bennett  of  Baltimore  on  orthopedic 
surgery; 

Dr.  Karl  M.  Bowman  of  New  York  City  on  neuro- 
psychiatry; and 

Dr.  Frederick  C.  Irving  of  Boston  on  obstetrics 
and  gynecology. 

Old  friends  among  commercial  e.xhibitors  will  be 
with  us  again  this  year  and  there  will  also  be  a 
number  of  scientific  exhibits.  Golf  and  other  diver- 
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sions  may  be  enjoyed,  a golf  tournament  having 
been  arranged  for  Sunday  afternoon  just  prior  to  the 
meeting.  A banquet  at  which  it  is  hoped  the  Gov- 
ernors of  both  States  may  be  present  will  close  the 
meeting. 

There  will  be  ample  accommodations  but  reserva- 
tions should  be  made  in  advance  if  possible. 

Mark  dates  of  this  meeting  on  your  calendar,  that 
they  may  be  included  in  your  summer  vacation.  The 
latter  part  of  July  will  be  an  ideal  time  of  the  year 
for  a visit  to  the  Greenbrier  at  White  Sulphur 
Springs. 

Academy  of  Physical  Medicine 

Is  to  hold  its  scientific  session  in  Richmond  April 
24  to  27,  inclusive,  under  the  presidency  of  Dr. 
Harold  D.  Corbusier  of  Plainfield,  N.  J.  Head- 
quarters will  be  John  Marshall  Hotel  and  Dr. 
Thomas  Wheeldon  is  chairman  of  the  Committee  of 
Arrangements.  The  program  had  not  been  completed 
at  the  time  of  our  going  to  press,  but  it  is  understood 
there  will  be  clinics  as  well  as  scientific  papers.  The 
time  selected  will  be  during  Garden  Week  so  as  to 
give  visiting  ladies  an  opportunity  to  visit  many  of 
the  lovely  gardens  in  this  section. 

Informatmn  about  the  program  may  be  secured 
from  Dr.  Wheeldon,  318  West  Franklin  Street,  Rich- 
mond, or  from  Dr.  William  D.  McFee,  chairman  of 
the  Program  Committee,  41  Bay  State  Road,  Boston, 
Mass. 

All  members  of  the  Medical  Society  of  Virginia  are 
cordially  invited  to  attend  the  various  sessions. 

American  Proctologic  Society. 

The  annual  meeting  of  this  Society  is  to  be  in 
Richmond,  June  9,  10  and  11,  with  headquarters  at 
Jefferson  Hotel.  Dr.  Martin  S.  Kleckner  of  Allen- 
town, Pa.,  is  president  and  Dr.  Curtice  Rosser  of 
Dallas,  Texas,  secretary.  Scientific  sessions  will  be 
held  on  Monday  morning  and  afternoon  and  Tues- 
day morning.  On  Tuesday,  the  members  and  visitors 
will  be  guests  of  the  Medical  College  of  Virginia  for 
lunch,  following  which  there  will  be  a round  table 
discussion. 

The  local  committee  in  charge  is  composed  of 
Drs.  E.  H.  and  Robert  V.  Terrell  and  Dr.  W.  W. 
Rixey.  Pleasant  entertainment  is  also  being  arranged 
for  the  visiting  ladies  by  a committee  composed  of  the 
wives  of  the  doctors’  committee  and  Mrs.  Austen 
Sydnor  and  Mrs.  Stuart  Cooke,  Jr. 


Mental  Hygiene  Program  at  Virginia  Con- 
ference of  Social  Work. 

During  the  meeting  of  the  Virginia  Conference  of 
Social  Work  in  Roanoke,  April  16-19,  the  Mental 
Hygiene  Society  of  Virginia  is  sponsoring  the  fol- 
lowing program  to  be  given  on  the  19th  at  Hotel 
Roanoke,  under  the  chairmanship  of  Dr.  Howard  R. 
Masters  of  Richmond : 

9:30  A.  M. 

Treatment  in  State  Hospitals: 

1.  Intra-  and  Extra-Mural  Clinics — Dr.  J.  E.  Bar- 

rett, Marion. 

2.  Social  Welfare  Activities — Miss  Hester  Crutcher, 

Director  Social  Work,  N.  Y.  Department  Mental 
Hygiene. 

3.  Occupational  Therapy — Miss  Mary  Junkin,  Occu- 

pational Therapist,  Richmond. 

2:00  P.  M. 

Mental  Hygiene  in  the  Community: 

1.  The  General  Practitioner  Looks  at  Mental  Hygiene 

— Dr.  F.  P.  Fletcher,  Richmond. 

2.  The  Pediatrician  Looks  at  Mental  Hygiene — Dr. 

Basil  B.  Jones,  Richmond. 

Round  Table  Discussion:  Dr.  Howard  R.  Masters, 

Moderator. 

6:30  P.  M. 

Mental  Hygiene  Section  Dinner  at  Hotel  Roanoke. 

The  Tri-State  Medical  Association 

Of  the  Carolinas  and  Virginia  held  its  annual 
meeting  in  Richmond,  February  26  and  27,  under 
the  presidency  of  Dr.  A.  E.  Baker,  Charleston,  S.  C. 
Dr.  C.  J.  Andrews,  Norfolk,  succeeded  to  the  presi- 
dency, and  the  following  officers  were  elected;  presi- 
dent-elect, Dr.  A.  G.  Brenizer,  Charlotte,  N.  C.;  vice- 
presidents,  Dr.  R.  B.  Davis,  Greensboro,  N.  C.,  Dr. 
J.  W.  Davis,  Jr.,  Lynchburg,  and  Dr.  G.  R.  Wilkin- 
son, Greenville,  S.  C.;  and  secretary-treasurer.  Dr. 
J.  M.  Northington  (re-elected)  Charlotte,  N.  C.  Drs. 
J.  R.  Young,  Anderson,  S.  C.;  R.  P.  Morehead, 
Wake  Forest,  N.  C. ; and  O.  B.  Darden,  Richmond; 
were  named  to  fill  vacancies  on  the  council. 

The  1941  meeting  will  be  held  in  North  Carolina. 

The  Southeastern  Surgical  Congress, 

Meeting  in  Birmingham,  March  11-13,  installed 
Dr.  Irvin  Abell  of  Louisville  as  president,  succeed- 
ing Dr.  R.  L.  Sanders  of  Memphis,  and  selected 
Richmond  as  the  1941  convention  city.  Dr.  Julian 
L.  Rawls  of  Norfolk  was  named  president-elect  to 
take  office  in  Richmond. 
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Married. 

Dr.  Morgan  Burgess  Raiford  of  Franklin  and 
Miss  Beulah  Mason  Daves  of  Goochland  County, 
March  16. 

Dr.  Richard  Williamson  Fowlkes  of  Richmond 
and  Mrs.  Ferebee  Fenner  Cooper  of  Henderson, 
N.  C.,  March  1. 

Dr.  William  Parker  Terry,  class  of  ’38,  Medical 
College  of  Virginia,  and  Miss  Florence  Mahone  of 
Richmond,  February  24.  Dr.  Terry  is  now  located 
at  Lawrenceville,  where  he  is  Assistant  Health  Of- 
ficer of  the  Brunswick,  Greensville-Mecklenburg 
Health  District. 

Medical  College  of  Virginia  News. 

Dr.  John  E.  Gurley  of  San  Francisco  spoke  to  the 
faculty  and  student  body  on  IMarch  8.  His  subject 
was  Dentistry  in  a Scientific  Era.  The  talk  was 
sponsored  by  Psi  Omega  fraternity  of  the  dental 
school. 

Phi  Beta  Pi  medical  fraternity  brought  Dr.  L.  B. 
Arey  of  Northwestern  University  to  the  college  on 
March  16  to  give  the  initial  lecture  of  a lectureship 
recently  established  here  by  this  fraternity.  Dr. 
Arey’s  subject  was  Wound  Healing. 

grant  of  $1,000.00  has  been  received  from  the 
Carnegie  Corporation  for  the  continuation  of  an 
artist  in  residence.  This  brings  the  total  gifts  and 
grants  for  the  current  session  to  $185,737.00. 

Dr.  Harvey  B.  Haag,  professor  of  pharmacology; 
Dr.  Rolland  J.  Main,  associate  professor  of  physiol- 
ogy, Dr.  Ernst  Fischer,  associate  professor  of  physiol- 
ogy; Dr.  Paul  Larson,  Dr.  Clair  R.  Spealman,  and 
Dr.  E.  I.  Evans,  instructors  in  physiology  and  phar- 
macology, and  Dr.  J.  C.  Forbes,  associate  professor 
of  biochemistry,  attended  the  annual  meeting  of  the 
Federation  of  American  Societies  for  Experimental 
Biology  in  New  Orleans,  March  13-16. 

Dr.  E.  H.  Ingersoll,  associate  professor  of  anat- 
omy, and  Dr.  Alton  D.  Brashear,  assistant  professor 
of  anatomy,  attended  the  annual  meeting  of  the 
.American  Association  of  Anatomists  in  Louisville, 
Kentucky,  March  20-22.  Dr.  Ingersoll  gave  a paper 
on  The  Eff  ect  of  Morphine  on  Nerve  Cells. 

Dr.  A.  G.  Dumez,  dean  of  the  school  of  pharmacy, 
University  of  Maryland,  and  president  of  the  Ameri- 
can Pharmaceutical  Association,  spoke  to  the  phar- 
macy student  body  recently. 


Dr.  Patrick  H.  Drewry,  Jr.,  assistant  professor  of 
neuropsychiatry,  arrived  here  March  1 to  take  up  his 
new  duties.  Dr.  Drewry  has  been  in  London  and 
Baltimore  for  a year  under  a fellowship  from  the 
Rockefeller  Foundation. 

The  ex-internes  of  the  hospital  division  will  hold 
their  annual  reunion  during  the  Stuart  McGuire 
lecture  period,  April  16  and  17.  The  program  for  the 
lectures  appears  under  the  Department  of  Clinical 
and  Medical  Education  in  this  issue  of  the  Journal. 

A new  textbook  on  Physical  Diagnosis,  published 
by  the  C.  V.  Mosby  Company,  is  by  Dr.  Harry 
Walker,  associate  professor  of  medicine  in  the  col- 
lege. 

News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

Dr.  Soma  Weiss,  Chief  of  the  Medical  Service  at 
the  Peter  Bent  Brigham  Hospital  in  Boston  and 
Hershey  Professor  of  Medicine  at  Harvard  Univer- 
sity, gave  the  second  Alpha  Omega  Alpha  address 
for  the  session  on  February  19.  His  subject  was  The 
Medical  Student  Before  and  After  Graduation. 

At  the  meeting  of  the  University  of  Virginia  Medi- 
cal Society  on  February  26,  Dr.  Julian  M.  Ruffin 
spoke  on  the  subject.  The  Present  Status  of  Gas- 
troscopy. 

On  Febmary  26,  Dr.  W.  W.  Waddell  addressed 
the  Norfolk  Academy  of  Medicine  and  on  Febmary 
27  he  spoke  before  the  Richmond  Academy  of  Medi- 
cine. His  subject  was  The  Role  of  Vitamin  K in 
the  Etiology,  Prevention  and  Treatment  of  Hemor- 
rhage in  the  Newly  Born. 

On  March  1,  Dr.  E.  P.  Lehman  spoke  before  the 
Alexandria  Medical  Society  on  The  Control  of  In- 
traperitoneal  Adhesions  with  Heparin. 

At  the  meeting  of  the  Albemarle  County  Medical 
Society  on  March  7,  Dr.  Staige  D.  Blackford  spoke 
on  the  subject.  Serum  and  Chemotherapy  of  Pneu- 
monia. 

The  New  York  Polyclinic  Medical  School 

and  Hospital 

Announces  a special  lecture  by  Dr.  Russell  L. 
Cecil,  Professor  of  Internal  Medicine,  on  April  10, 
at  2:30  P.  M.,  on  “Pneumonia — the  Clinical  Status 
of  Classification  and  Types.  Modern  Methods  of 
Diagnosis.  Rabbit  Serum  Versus  Horse  Semm.  Dis- 
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cussion  of  Sulfap}ridine  and  the  Newer  Sulfona- 
mide Derivatives.” 

Announcement  is  also  made  that  a special  clinic 
for  the  Hard  of  Hearing  has  been  established  under 
the  direction  of  Dr.  Samuel  J.  Kopetzky.  New  pa- 
tients are  received  on  Tuesday  and  Thursday  at 
2:00  P.  M. 

News  from  Duke  University  School  of  Med- 
icine. 

On  February  26,  the  Nu  Sigma  Nu  Medical  Fra- 
ternity held  in  the  Duke  Hospital  amphitheatre  an 
informal  round  table  discussion  on  the  “Problems  of 
a Young  Doctor  in  Private  Practice”.  Participating 
in  the  panel  were  Dr.  Yhngate  M.  Johnson,  of 
Winston-Salem,  Editor  of  the  North  Carolina  Medi- 
cal Journal  and  former  President  of  the  State  Medi- 
cal Society;  Professor  Harold  Meyer,  Sociologist  of 
the  University  of  North  Carolina;  Professor  Douglas 
B.  Maggs,  of  the  Duke  University  Law  School; 
Professor  Leroy  Lewis,  Instructor  in  Public  Speak- 
ing at  Duke  University,  and  Dr.  W.  C.  Davison,  of 
the  Medical  School.  Questions  included  in  the  dis- 
cussion brought  up  matters  of  professional  ethics, 
legal,  social,  and  business  aspects  of  medical  prac- 
tice. 

On  February  27,  Dr.  W.  M.  Firor,  Acting  Pro- 
fessor of  Surgery,  The  Johns  Hopkins  University 
School  of  Medicine,  held  a clinic  on  “Burns”. 

On  March  12,  Dr.  Mark  V.  Ziegler,  .Assistant 
Surgeon,  U.  S.  Public  Health  Service,  Washington, 
D.  C.,  lectured  on  Opportunities  in  the  United  States 
Public  Health  Ser\dce. 

On  March  13,  Dr.  Halbert  L.  Dunn,  Chief  Vital 
Statistician,  Census  Bureau,  Washington,  D.  C.,  lec- 
tured on  Vital  Statistics  and  Death  Certificates. 

On  March  15,  Dr.  Arthur  M.  Shipley,  Professor 
of  Surger}%  University  of  Maryland  Medical  School, 
Baltimore,  held  a clinic  on  “Traumatic  Wounds  of 
the  Abdomen  and  Chest,  and  Suppurative  Lesions  of 
the  Lung,  Mediastinum  and  Pericardium”. 

\ grant  was  made  by  The  Rockefeller  Foundation 
to  Duke  University  for  one  year  in  support  of  the 
investigation  of  the  physical  chemistry  of  problems 
by  Dr.  Hans  Neurath,  Assistant  Professor  of  Bio- 
chemistr}'. 

A Field  Nutrition  Study  has  been  established  at 
Duke  University  in  cooperation  with  The  Rockefeller 


Foundation  and  the  State  Board  of  Health.  Sera 
coming  from  a survey  area  in  a rural  section  are 
tested  in  the  nutrition  laboratory  at  Duke,  and  care- 
ful medical  and  dietetic  studies  are  to  be  carried  on 
in  the  field.  The  plan  is  to  assess  the  nutrition  status 
of  small  representative  communities  by  use  of  all  the 
procedures  at  present  available,  and  in  the  light  of 
the  results  obtained  to  broaden  the  program  to  in- 
clude larger  areas  in  the  state. 

Dr.  and  Mrs.  P.  Harrison  Picot 

And  young  daughter,  who  have  been  located  in 
Richmond,  left  the  middle  of  March  for  Alexandria, 
where  they  will  make  their  future  home.  They  will 
be  at  115  North  Columbus  Street,  and  Dr.  Picot  will 
be  engaged  in  the  practice  of  gjmecology  and  obstet- 
rics. 

American  Medical  Association. 

Official  call  has  been  issued  for  the  ninety-first 
annual  session  of  the  Association  in  New  York  City, 
June  10  to  14,  inclusive.  The  House  of  Delegates 
will  convene  on  Monday,  the  10th,  but  the  scientific 
assembly  will  not  open  until  Tuesday  evening,  the 
11th,  at  8:00  P.  M.  Owing  to  the  fact  that  New  York 
is  convenient  to  doctors  in  this  section  and  also  that 
this  will  be  another  opportunity  to  visit  the  World’s 
Fair,  it  is  expected  that  many  Virginia  doctors  will 
attend. 

U.  S.  Pharmacopoeial  Convention. 

The  Decennial  meeting  of  the  Convention  for  the 
Revision  of  the  Pharmacopoeia  of  the  United  States 
of  America  will  be  held  at  Washington,  beginning 
May  14.  The  Medical  Society  of  Virginia  is  en- 
titled to  representation  at  this  convention  and  Dr. 
Trout  has  appointed  the  following  delegates;  Dr. 
J.  A.  Waddell  of  the  University  of  Virginia,  Dr. 
Harvey  B.  Haag  of  the  Medical  College  of  Virginia, 
and  Dr.  Charles  C.  Haskell  of  Richmond.  Alter- 
nates for  these  are  Dr.  J.  Edwin  Wood,  Jr.  of  the 
University,  Dr.  Harry  Walker  of  Richmond,  and  Dr. 
Harold  W.  Miller  of  Woodstock. 

Dr.  O.  P.  Campbell, 

Formerly  of  Sparta,  is  now  located  at  White  Stone 
where  he  is  engaged  in  general  practice. 

Children’s  Memorial  Clinic. 

Dr.  Ramon  D.  Garcin  was  elected  president  of  the 
board  of  directors  of  the  Children’s  Memorial  Clinic 
at  its  sixteenth  annual  meeting  held  recently  and  Dr. 
Harvie  Del.  Coghill  was  elected  secretary. 
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Dr.  T.  H.  Valentine 

Of  Lawrenceville  has  been  appointed  district 
deputy  grand  master  of  District  28,  by  the  Grand 
Master  of  the  Grand  Lodge  of  Masons  of  Virginia, 
and  will  act  as  his  personal  representative  for  the 
current  year. 

Virginia  State-Wide  Safety  Conference. 

The  Sixth  annual  conference  of  this  organization 
will  be  in  Roanoke,  May  6,  7 and  8,  at  Hotel  Roan- 
oke. Much  interest  has  been  aroused  by  these  con- 
ferences in  the  interest  of  safety  at  work,  on  the 
highways,  in  the  homes,  and  while  at  play.  The 
Medical  Society  has  for  several  years  been  one  of  its 
cooperating  organizations.  In  the  report  from  our 
representatives  last  year,  it  was  suggested  that  in  the 
future  our  delegates  be  selected  from  the  community 
in  which  the  Conference  is  held.  Following  this  sug- 
gestion, Dr.  Trout,  president,  has  this  year  appointed 
the  following  as  representatives  from  the  Medical 
Society  of  Virginia;  Dr.  W.  R.  Whitman,  Dr.  Roy 
M.  Hoover,  and  Dr.  John  Cadden,  all  of  Roanoke. 

Col.  William  M.  Myers,  executive  secretary  of  the 
Conference,  requests  us  to  advise  that  all  members  of 
the  Society  interested  are  invited  to  attend  the  ses- 
sions in  Roanoke.  Further  information  may  be  ob- 
tained from  him  at  Allison  Building,  Richmond. 

New  Medical  Director,  Shenandoah  Life  In- 
surance Company. 

Dr.  David  S.  Garner,  recently  on  the  staff  of  the 
Medical  College  of  Virginia  Hospitals  in  Richmond, 
was  elected  medical  director  of  the  Shenandoah  Life 
Insurance  Company  to  succeed  Dr.  James  H.  Dunk- 
ley,  retired,  and  entered  upon  his  new  duties,  with 
headquarters  in  Roanoke,  on  March  1. 

Attend  American  Academy  of  Pediatrics. 

Dr.  Thomas  D.  Jones  and  Dr.  James  B.  Stone  of 
Richmond  were  among  those  who  attended  the  Amer- 
ican Academy  of  Pediatrics  at  Edgewater  Beach, 
Miss.,  the  middle  of  March.  Following  the  meeting. 
Dr.  Jones  went  to  New  Orleans  for  a short  vaca- 
tion before  returning  home. 

Officers  of  King’s  Daughters’  Hospital. 

The  following  doctors  have  been  elected  officers  of 
the  King’s  Daughters’  Hospital  of  Staunton  for  the 
ensuing  year:  President,  Dr.  C.  W.  Putney;  vice- 
president,  Dr.  B.  H.  Payne;  and  secretary.  Dr.  Le- 
land  C.  Brown. 


Dr.  J.  M.  Gouldin, 

Tappahannock,  was  recently  elected  president  of 
the  Tidewater  Guernsey  Breeders’  .Association  for 
1940. 

Dr.  Elam  C.  Toone,  Jr., 

Richmond,  formerly  with  the  Medical  Department 
of  E.  I.  du  Pont  de  Nemours,  on  April  1,  will  move 
his  offices  from  the  Medical  Arts  Building  to  1015 
West  Franklin  Street,  his  practice  to  be  confined  to 
internal  medicine. 

Army  Experience  for  Physicians. 

To  augment  the  Medical  Services  necessitated  by 
an  increase  in  the  strength  and  activity  of  the  U.  S. 
.Army,  with  a corresponding  increase  in  the  respon- 
sibilities of  its  medical  components,  officers  of  the 
Medical  Corps  Reserve  are  being  placed  on  duty 
throughout  the  medical  organization  of  the  Army. 
Also,  physicians  under  thirty-five  years  of  age,  de- 
sirous of  obtaining  extended  active  duty  with  the 
Army,  but  not  holding  Reserve  commissions,  are 
being  offered  appointments  in  the  Medical  Corps 
Reserv'e  in  the  grade  of  1st  Lieutenant  in  order  to 
permit  them  to  be  placed  on  such  duty.  The  average 
officer  finds  the  pay  and  allowances  attractive. 

Application  for  one  year  of  active  duty,  or  for  ap- 
pointment in  the  Medical  Corps  Reserve  with  a view 
to  obtaining  one  year  of  active  duty  w'ith  the  Army, 
should  be  requested  at  once  by  a letter  addressed  tu 
the  Commanding  General  of  the  Corps  Area  wherein 
the  physician  permanently  resides,  that  for  Virginia, 
Maryland,  Pennsylvania,  and  the  District  of  Colum- 
bia being  the  Third  Corps  .Area,  Post  Office  and 
Court  House,  Baltimore,  Md. 

“Radium  Number”  of  Mississippi  Valley 

Medical  Journal  and  Radiologic  Review. 

The  March  issue  is  the  Thirteenth  annual  “Ra- 
dium Number”  of  the  Mississippi  Valley  Medical 
Journal  and  Radiologic  Review  (Quincy,  111.)  and 
contains  ten  original  articles,  especially  written  for 
this  number,  by  well  known  radium  therapists. 
There  are  two  articles  on  uterine  cervical  cancer  and 
oral  malignancies  by  workers  at  the  well  known 
State  Institute  for  the  Study  of  Cancer  at  Buffalo, 
N.  Y.  Mershon  of  the  Los  Angeles  Tumor  Institute 
has  an  interesting  article  on  carcinoma  of  the 
urethra;  Ward  and  Covington  of  the  University  of 
Maryland  School  of  Medicine  discuss  cancer  of  the 
colon  and  rectum  with  special  emphasis  on  the 
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present  day  status  of  radiotherapy.  Levin  of  New 
York  shows  an  interesting  technic  of  radium  therapy 
in  carcinoma  of  the  larynx.  Murphy  of  Minneapolis 
discusses  the  use  of  radium  in  benign  and  precancer- 
ous  lesions.  Swanberg  of  Quincy  shows  the  five 
year  end-results  of  1,431  radiologically  treated  pa- 
tients suffering  from  uterine  cervical  cancer  in  six- 
teen radiotherapeutic  centers  as  published  by  the 
League  of  Nations,  which  study  reveals  that  the 
results  from  radiation  therapy  for  cervical  cancer,  at 
the  institute  reporting  the  best  results  (Radium  In- 
stitute of  the  University  of  Paris)  were  approxi- 
mately 180  per  cent  better  than  obtained  at  the  in- 
stitution which  has  reported  the  best  results  from  the 
surgical  treatment  (Wiebel  Clinic  of  Vienna). 

American  Scientific  Congress. 

The  eighth  American  Scientific  Congress  will  be 
held  in  Washington,  D.  C.,  from  May  10  to  18,  un- 
der the  auspices  of  the  Government  of  the  United 
States.  On  April  14,  the  Pan  American  Union  will 
celebrate  the  fiftieth  anniversary  of  its  founding,  and 
although  the  Congress  will  convene  a few  weeks  sub- 
sequent to  the  anniversary,  it  will  be  one  of  the  im- 
portant phases  of  that  celebration. 

The  Congress  is  to  be  divided  into  the  following 
sections:  Anthropological  Sciences;  Biological  Sci- 
ences; Geological  Sciences;  Agriculture  and  Conser- 
vation; Public  Health  and  Medicine;  Physical  and 
Chemical  Sciences;  Statistics;  History  and  Geog- 
raphy; International  Law,  Public  Law  and  Juris- 
prudence; Economics  and  Sociology;  and  Education. 

Detailed  information  about  the  Congress  may  be 
secured  from  vice-chairman.  Dr.  Warren  Kelchner, 
■\cting  Chief,  Division  of  International  Conferences, 
Department  of  State,  Washington,  D.  C. 

The  Finnish  Relief  Fund,  Inc. 

Is  sponsored  by  Mr.  Herbert  Hoover,  and  is  ap- 
proved by  the  Finnish  Minister  in  Washington,  D. 
C.,  His  Excellency  Hjalmar  Procope.  It  has  the 
main  purpose  of  accepting  for  the  Finnish  people  and 
transmitting  to  Finland  any  funds  contributed  for 
rhis  great  cause  by  the  American  people.  Contribu- 
tions, unless  otherwise  specified,  will  be  used  for  food 
and  clothing  for  the  Finnish  civilian  population, 
many  of  whom  are  suddenly  made  homeless  by  hav- 


ing their  houses  irreparably  demolished  by  the  in- 
cendiary bombs  from  Russian  aeroplanes. 

No  money  is  deducted  for  expenses  from  any  con- 
tribution made  through  this  Fund,  and  every  dollar 
donated  arrives  in  Finland  worth  one  hundred  cents. 
No  salaries  are  paid  and  no  financial  remunerations 
are  made  to  officers  on  duty  with  the  Finnish  Relief 
Fund.  Expert  auditors  make  a daily  checkup  of  the 
donations  acquired  and  chart  the  results. 

The  National  Chairman  of  the  Medical  Division 
of  the  Professional  Groups  of  the  Finnish  Relief 
Fund,  Inc.,  is  Dr.  John  Frederick  Erdmann  of  New 
York.  The  Executive  Director  of  the  Medical  Di- 
vision is  Dr.  Kerwin  W.  Kinard  who  has  offices  at 
Fund  Headquarters. 

All  checks  should  be  made  payable  to  the  Finnish 
Relief  Fund,  Inc.,  and  sent  to  the  Medical  Division 
of  the  Finnish  Relief  Fund,  Inc.,  420  Lexington 
Avenue,  New  York,  N.  Y. 

For  Sale — 

Westinghouse  X-ray  machine.  First  class  condi- 
tion. Reasonable.  For  full  particulars  write  No. 
175,  care  the  Monthly.  (Adv.) 

Resident  Physicians  Wanted. 

Opening  for  three  mixed  residencies,  July  1.  Ex- 
cellent service.  Good  salary.  Opportunity  for  one 
to  be  chief  resident.  Address:  Superintendent,  Roa- 
noke Hospital,  Roanoke,  Virginia.  (Adv.) 

Assistant  Wanted. 

For  practice  in  West  Virginia  coal  fields.  Attrac- 
tive position  for  a young  man  who  wishes  to  do  this 
kind  of  work  either  temporarily  or  permanently. 
Give  full  particulars  in  first  letter,  and  address  “Coal 
Fields”,  care  this  Journal.  (Adv.) 

Physician  Wanted. 

In  Rockingham  County.  Good  location  for  single 
man  between  25  and  45  years  of  age.  Information 
in  regard  to  this  location  may  be  obtained  from  Miss 
Sarah  E.  Halterman,  R.N.,  Bergton,  Va.  (Adv.) 

Medical  Secretarial  Position  Wanted 

By  graduate  of  St.  Claire’s  Secretarial  School.  Ex- 
perienced in  medical  work,  .\ddress  “Medical  Secre- 
tary”, care  Virginia  Medical  Monthly,  Rich- 
mond. (Adv.) 


CALORIE  COMPUTATIONS 


S.M.A.  is  essentially  similar  to  human  milk — easy 
to  prepare  and  economical. 

Nutritional  results — growth,  weight  gain,  tissue  tur- 
gor and  bone  development — all  are  comparable 
with  breast-fed  infants. 


NORMAL  INFANTS  RELISH  S . M . A . — D I G E S T IT  EASILY  AND  THRIVE  ON  IT 


S.  M.  A.  is  a food  for  infants— derived  from 
tuberculin-tested  cow’s  milk,  the  fat  of  which 
is  replaced  by  animal  and  vegetable  fats  in- 
cluding biologically  tested  cod  liver  oil ; with  the 
addition  of  milk  sugar  and  potassium  chloride  ; 


altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  essentially 
similar  to  human  milk  in  percentages  of 
protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 


S.  N.  A.  CORPORATION  • 8100  MCCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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BACKGROUND 


Three  Decades  of  Clinical  Experience 


The  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of  au- 
thoritative clinical  experience  as  Dextri-Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in 
preventing  their  reaching  unauthorized  persons.  Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


**Petrolagar 


The  mild  action  of  Petrolagar  helps  relieve  bowel 
distension  after  surgery  and  aids  in  the  restoration 
of  normal  Bowel  Habit  Time. 

For  physicians’  convenience,  Petrolagar  is  avail- 
able in  the  economical  Hospital  Dispensing  Unit— a 
quantitv  suflicient  for  the  average  ten  day  period  of 
confinement.  It  is  pleasant  to  take — not  likely  to 
leak  like  plain  mineral  oil. 

Prescribe  Petrolagar  for  hospitalized  patients.  It 
contributes  to  their  comfort. 


Petrolagar  Laboratories,  Inc.  • 8131  McCormick  Boulevard  • Chicago.  Illinois 
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THE  LARGEST  COLLECTION  OF  MEDICAL  LITERATURE  EVER  ASSEMBLED. 
THE  STORY  OF  THE  ARMY  MEDICAL  LIBRARY. 

With  Notes  of  Virginians  Who  Have  Directed  It.* 

Lieutenant-Colonel  Edgar  Erskine  Hume,  Medical  Corps,  U.  S.  Army, 

Assistant  to  the  Librarian,  1922-1926;  Librarian  1932-1936,  Army  Medical  Library. 

U.  S.  Army  Medical  Field  Service  School,  Carlisle,  Pennsylvania. 


I cannot  expect  a group  of  librarians  to  be  sur- 
prised at  some  of  the  statements  I am  about  to  make 
about  the  Army  Medical  Library.  You,  of  all  people, 
know  of  books  and  collections  of  books.  I am  sure 
that  you  know  of  the  Army  Medical  Library  of 
Y'ashington,  often  still  known  by  its  old  name.  The 
Library  of  the  Surgeon  General’s  Office.  But  per- 
haps you  do  not  know  the  dramatic  story  of  its  de- 
velopment from  a mere  shelf  of  books  a century  ago 
to  its  great  extent  now — the  largest  collection  of 
books  and  other  materials  in  the  broad  field  of  medi- 
cal sciences,  that  has  ever  existed. 

That  our  new  country  could  have  accomplished 
this  marvel  in  the  space  of  a hundred  years  is  one 
of  the  great  achievements  of  American  medical  sci- 
ence. It  is  a thing  for  just  pride  of  all  our  country- 
men. Its  growth  and  real  development  are  due  to 
the  genius  of  one  of  the  most  protean  medical  men 
of  our  times.  Dr.  John  Shaw  Billings,  Surgeon, 
United  States  Army.  His  interest  grew  out  of  his 
own  experience  in  preparing  his  graduation  thesis 
at  the  University  of  Cincinnati,  1860.  He  became 
convinced,  as  he  stated  in  an  address  delivered  thirty 
years  later  at  his  university,  of  three  things: 

“The  first  was,  that  it  involves  a vast  amount  of 
time  and  labor  to  search  through  a thousand  volumes 
of  medical  books  and  journals  for  items  on  a par- 
ticular subject,  and  that  the  indexes  of  such  books 
and  journals  cannot  always  be  relied  on  as  a guide 
to  their  contents.  The  second  is,  that  there  are  in 
existence,  somewhere,  over  100,000  volumes  of  such 
medical  books  and  journals,  not  counting  pamphlets 
and  reprints.  And  the  third  was,  that  while  there 
was  nowhere  in  the  world  a library  which  contained 

•Address  delivered  before  the  annual  meeting  of  the 
Virginia  Library  Association  at  Old  Point  Comfort,  Vir- 
ginia, October  27,  1939. 


all  medical  literature,  there  was  not  in  the  United 
States  any  fairly  good  medical  library,  one  in  which 
a student  might  hope  to  find  a large  part  of  the  litera- 
ture relating  to  any  medical  subject,  and  that  if  one 
wished  to  do  good  bibliographical  work  to  verify  the 
references  given  by  European  medical  writers,  or  to 
make  reasonably  sure  that  one  had  before  him  all 
that  had  been  seen  or  done  by  previous  observers  or 
experimenters  on  a given  subject,  he  must  go  to 
Europe  and  visit,  not  merely  one,  but  several  of  the 
great  capital  cities  in  order  to  accomplish  his  desire.” 

Billings  served  with  great  distinction  through  the 
War  Between  the  States  and  when  that  was  over,  was 
assigned  to  the  War  Department  as  one  of  the  As- 
sistants to  the  Surgeon  General.  He  found  the  small 
collection  of  medical  books  begun  in  1836  by  Sur- 
geon General  Lovell,  and  continued  through  the  long 
term  of  office,  twenty-five  years,  of  that  distinguished 
Virginian,  Dr.  Thomas  Lawson,  Surgeon  General, 
U.S.A.,  which  ended  with  his  death  in  1861.  This 
collection  of  books  was  a small  one  indeed.  Its  first 
catalogue  (1840)  included  only  136  titles,  repre- 
senting 228  volumes.  Even  in  1865  the  first  printed 
catalogue  showed  only  2,253  volumes  (602  titles  un- 
der eleven  topical  subdivisions).  Billings  was  fired 
with  the  desire  to  build  up  this  little  nucleus  and 
make  it  grow  to  a great  national  medical  library. 

In  1868  the  sum  of  $80,000,  left  over  from  U.  S. 
.'\.rmy  hospital  funds,  was  turned  over  to  Billings  by 
far-sighted  Surgeon  General  Barnes,  and  he  began 
his  great  work  of  collecting  and,  cataloguing  medical 
literature.  In  1871  he  got  out  his  first  catalogue.  It 
appeared  in  1872  (454  pages  with  a supplement  of 
twenty-six  pages).  A three- volume  catalogue,  each 
volume  of  the  approximate  size  of  those  of  the  present 
Index  Catalogue,  appeared  in  1873-1874.  These 
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works  were  lists  only,  not  coinparalile  to  the  later 
publication. 

The  catalogue  of  1871  is  introduced  by  the  fol- 
lowing memorandum : 

“That  there  is  need  in  this  country  of  a medical 
library  of  this  character  is  sufficiently  evident  from 
the  fact  that,  in  all  the  public  medical  libraries  of 
the  United  States  put  together,  it  would  not  be  pos- 
sible to  verify,  from  the  original  authorities,  the  ref- 
erences given  by  the  standard  English  or  German 


John  Shaw  Billings  (1838-1912).  Portrait  by  Cecelia  Beaux 
in  the  Army  Medical  Library.  It  is  inscribed:  “John  S.  Billings, 
in  Charge  of  Library,  1865-1895,  Presented  by  260  physicians  of 
America  and  Great  Britain”.  The  complete  list  of  subscribers, 
which  contains  some  of  the  most  illustrious  names  in  modern 
medicine,  is  given  in  Medical  News,  Philadelphia,  1893,  Ixvii, 
640-641.  Over  his  uniform  Billings  is  wearing  the  gown  of  a 
D.C.L.  of  Oxfoi’d. 


authorities,  such  as  Hcnnen,  Reynolds,  or  Virchow. 
No  complete  collection  of  .American  medical  litera- 
ture is  in  e.xistence;  and  the  most  comjilete,  if  in  this 
country,  is  in  jirivate  hands,  and  not  accessible  to 
the  jiublic,  while  every  year  adds  to  the  difficulty 
of  forming  such  a collection  as  the  Government 
should  possess.” 


Billings  envisaged  something  more  than  a mere 
list  of  the  books  in  the  library  of  which  he  had 
charge,  for  “all  is  not  bibliography  that  pretends  to 
be  such.”  “Books,”  he  said,  “are  properly  com- 
pared to  tools  of  which  the  index  is  the  handle.”  He 
contemplated  the  most  mighty  piece  of  bibliography 
ever  undertaken  in  medical  science  or  in  any  other 
field.  He  considered  that  the  profession  of  medicine 
was  entitled  to  a catalogue  in  which  under  both  au- 
thors and  subjects  the  literature  of  the  world  could 
be  found.  He  wanted  the  ideas  of  the  leaders  of 
scientific  thought  in  every  land,  so,  in  1876,  he  pub- 
lished a Specimen  Fasciculus  of  a Catalogue  of  the 
National  Medical  Library,  under  the  Direction  of  the 
Surgeon-General,  United  States  Army.  This  he 
submitted  to  the  medical  profession  for  criticisms  and 
suggestions.  Its  .style  and  arrangement  were  prac- 
tically those  of  the  present  Index  Catalogue,  differ- 
ing only  in  certain  typographical  details. 

From  1876  on,  Billings  continued  the  preparation 
of  the  prospective  Index  Catalogue.  At  length  in 
1880,  partly  through  the  good  offices  of  Dr.  Abraham 
Jacobi,  Congress  made  the  appropriation  for  print- 
ing it. 

The  matter  of  typography  and  general  arrange- 
ment of  the  contents  having  been  settled  in  the  Speci- 
men Fasciculus,  the  main  question  was  that  of  classi- 
fication. “Following  the  general  idea  of  a subject 
and  author  catalogue  arranged  in  dictionary  order 
in  a single  alphabet,  the  special  subjects  were  fea- 
tured by  means  of  key  titles  or  rubrics.  After  set- 
tling upon  the  main  grand  divisions,  such  as  Aneur- 
ism, Cancer,  Tumors,  etc.,  and  subdividing  these, 
the  subjects  of  lesser  weight  easily  fell  into  their 
place  by  the  simple  device  of  finding  the  centers  of 
gravity  of  the  title  in  each  case.”  (Garrison).  Dr. 
Billings  saw  clearly  that  he  could  not  prepare  a 
complete  bibliography  of  his  subject,  but  rather  a 
bibliographical  conspectus  of  the  contents  of  a great 
library.  Happily  this  proved  so  complete  that  it  be- 
came, for  practical  use,  a working  bibliography  of 
medicine.  Modern  medical  science  was  even  then  be- 
ginning to  advance  by  leaps  and  bounds,  its  sur- 
face aspect  constantly  changing  as  it  advanced,  so 
that  he  saw  at  once  that  it  would  be  impossible  to 
adopt  any  arbitrary  and  fixed  classification  based 
on  a definite  scheme  of  nosology.  Any  such  scheme 
would  have  been,  like  the  average  medical  textbook 
of  today,  obsolete  within  a few  years. 

The  appearance  of  the  Index  Catalogue  marked 
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an  epoch  in  the  development  and  improvement  of 
medical  literature,  particularly  in  the  United  States. 
Editors  of  medical  journals,  chiefs  of  clinics  and 
laboratories,  and  physicians  writing  upon  all 
branches  of  medicine,  who  formerly  had  to  obtain 
historical,  statistical,  and  other  data  in  a most  hap- 
hazard way,  now  had  their  materials  ready  to  hand 
in  the  most  convenient  and  accessible  form  possible, 
that  is,  the  strictly  alphabetical.  The  Index  Cata- 
logue has  no  equal.  “Its  preparation,”  said  Osier, 
“is  Gargantuan.”  In  no  other  field  of  knowledge  is 
there  a work  comparable  to  this,  the  world’s  stand- 
ard of  medical  bibliography. 

Billings  used  to  say;  “The  Catalogue  is  a tool 
that  must  be  used  for  a time  before  you  can  judge  of 
its  merits.”  Certainly  it  has  been  used  to  that  point. 
Years  ago  Osier  told  of  how  worn  and  bethumbed 
were  the  volumes  of  the  Index  Catalogue  in  foreign 
medical  libraries,  and  I have  myself  seen  the  same 
condition  in  a dozen  or  so  countries.  The  Catalogue 
as  a working  tool  is  in  constant  use  in  Tokyo,  Stock- 
holm, Buenos  Aires,  and  way  points.  In  his  Schor- 
stein  Memorial  Lecture,  delivered  at  the  London 
Hospital  on  October  17,  1935,  Professor  William 
Bulloch,  F.R.S.,  said;  “Among  catalogues  the  Sur- 
eon-General’s  is  regarded  by  the  authorities  at  the 
British  Museum  as  the  greatest  ever  achieved.  It 
has  the  great  virtue  of  being  a subject  index,  unlike 
that  of  the  British  Museum,  which  is  a name  index 
only.  The  story  of  its  construction  is  not  as  well 
known  as  it  ought  to  be.”  {B.M.J.,  October  26, 
1935). 

Let  us  digress  for  a little  and  look  at  Billings’s 
distinguished  career  as  a whole.  He  was  uniformly 
successful.  Not  only  was  he  the  real  father  of  the 
Army  Medical  Library  and  its  mighty  catalogue, 
“Billings’  float  down  to  posterity”,  as  Osier  called 
it,  but  he  designed  and  supervised  the  building  of  the 
Johns  Hopkins  Hospital;  he  selected  many  of  the 
first  Johns  Hopkins  medical  faculty,  including  such 
men  as  Osier  and  Welch;  he  had  charge  of  the  vital 
and  social  statistics  of  the  Tenth  and  Eleventh  Cen- 
suses of  the  United  States;  his  analysis  and  report 
had  much  to  do  with  the  transformation  of  the  old 
Marine  Hospital  Sendee  to  the  splendid  modern 
United  States  Public  Health  Ser-«ce;  he  was  Pro- 
fessor of  Hygiene  at  the  University  of  Pennsylvania; 
he  consolidated  the  three  public  libraries  of  New 
York  City  and  catalogued  each,  becoming  librarian 
when  the  present  well-known  building  was  completed. 


Billings  is  without  question  one  of  .America’s  great- 
est physicians. 

Billings  retired  from  the  Army  in  1895  to  assume 
the  direction  of  the  New  York  Public  Library,  but 
before  so  doing,  he  had,  with  his  unerring  judgment 
of  men,  selected  his  successor.  This  was  that  great 
Virginity,  Major  M'alter  Reed  of  the  Army  Medical 
Corps,  ^r.  Reed  was  just  completing  his  epoch- 
making  studies  of  the  relationship  of  the  mosquito 
to  yellow  fever,  so  that  he  was  not  available  to  serve 
at  that  time  at  the  .Army  Medical  Library.  Seven 
years  later  (1902),  however,  he  was  made  Librarian 
and  thus  attained  “the  highest  ambition  of  his  life”, 
as  he  expressed  it  to  Dr.  Garrison  {Billings-Memoir, 
179n).  He  held  the  office  but  a single  week,  for 
his  career  was  cut  short  by  his  untimely  death  at  the 
age  of  fifty-one  from  a ruptured  gangrenous  ap- 
pendix. 

Walter  Reed  was  born  at  Belroi,  Virginia,  in  1851. 
He  entered  the  University  of  Virginia  at  the  age  of 
si.xteen,  and  after  one  year  of  academic  work  took 
up  the  study  of  medicine.  He  w'on  his  M.D.  at  the 
early  age  of  eighteen.  Following  his  graduation  he 
went  to  the  Bellevue  Hospital  Medical  College  where, 
after  one  year’s  work,  he  obtained  another  IM.D. 
This  practice  of  graduate  physicians  taking  an  M.D. 
ad  eundum,  was  not  uncommon.  Reed’s  future  co- 
worker, Gorgas,  did  the  same  thing.  Young  Reed 
entered  the  Army  as  an  .Assistant  Surgeon  in  1875 
and  for  the  next  fifteen  years  served  in  Western  posts, 
doing  the  ordinary  small  round  of  post  duties.  In 
1890  he  was  ordered  to  the  Johns  Hopkins  Medical 
School  where  he  came  in  contact  with  that  group  of 
geniuses  whose  happy  fellowship  made  that  so  great 
a place.  There  he  worked  in  pathology  and  in  the 
young  science  of  bacteriology.  In  1893,  Surgeon 
General  Sternberg,  one  of  America’s  pioneers  in  bac- 
teriology, established  the  .Army  IMedical  School, 
which  may  justly  be  called  the  first  school  of  pre- 
ventive medicine  in  the  United  States.  Walter  Reed 
was  detailed  as  Professor  of  Bacteriology,  a position 
which  he  held  until  his  death.  When  the  Spanish- 
.American  War  brought  with  it  those  fearful  epi- 
demics of  typhoid  fever,  Reed  was  one  of  a board  to 
study  its  causes.  The  other  members  were  Prof. 
Victor  C.  A'aughan  of  the  University  of  Michigan, 
and  Edward  O.  Shakespeare.  Their  very  full  report 
threw  much  light  on  the  epidemiology  of  that  ancient 
scourge  of  armies  in  the  field.  Following  the  war, 
Dr.  Reed  was  made  president  of  the  most  famous 
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board  the  Army  has  ever  constituted,  the  board  to 
study  tropical  diseases  in  Cuba.  Xow  he  did  his 
great  work.  This  is  not  the  place  to  go  into  details 
as  to  Reed’s  proof  that  the  long-suspected  mosquito 
does  indeed  transmit  yellow  fever,  but  prove  it  he 
did,  and  on  that  proof  rests  much  of  the  health  struc- 
ture of  the  tropics  today.  Without  Gorgas's  resulting 
work,  there  could  have  been  no  Panama  Canal. 

Billings  was  succeeded  as  Librarian  by  Colonel 
David  IvOw  Huntington  and  he  by  Surgeon  James 
Cushing  Merrill  both  of  ^Massachusetts.  They  held 
office  respectively  1896-1897  and  1898-1902.  After 
Major  Walter  Reed’s  death,  the  office  of  Librarian 
passed  to  Brigadier-General  Calvin  DeWitt  of 
Pennsylvania,  some  time  Commandant  of  the  x\rmy 
Medical  School  and  Curator  of  the  Army  iMedical 


was  the  longest  period  that  the  office  had  been  held 
since  Billings’s  retirement.  Indeed,  McCaw’s  service 
was  longer  than  the  combined  services  at  the  library 
of  his  four  predecessors  or  his  three  successors.  Like 
Billings,  he  had  a career  made  up  wholly  of  suc- 
cesses, though  it  cannot  be  said  that  he  made  the 
most  of  a mind  far  beyond  the  average  in  ability. 

General  McCaw  entered  the  x"\rmy  Medical  Service 
in  1884  at  the  head  of  his  class.  xAfter  fourteen  years 
service  in  the  M'est,  he  went  to  Cuba  with  the  Army 
under  General  Shatter,  and  took  part  in  the  battle 
liefore  Santiago.  For  this  service  under  fire  he  re- 
ceived the  Silver  Star  many  years  later.  In  1899  he 
went  to  the  Philippines  and  served  in  the  Insurrec- 
tion with  the  42nd  Infantry.  He  had,  “already  ac- 
quired a reputation  for  learning,  and  was,  on  this 


The  Army  Medical  Libiary  and  Museum,  Washington.  Buliding  erected  in  1887, 
now  inadequate  to  house  the  two  great  collections  of  books  and  exhibits.  A new 
building  has  been  authorized  by  Congress. 


Museum,  the  sister  institution  of  the  Library.  He 
was  the  father  of  Brigadier-General  Wallace  DeWitt, 
now  Commandant  of  the  Army  iMedical  Center, 
Washington,  and  of  Lieutenant-General  John 
Lesesne  DeWitt,  U.  S.  Army.  General  DeWitt  w'as 
Librarian,  1903-1904. 

He  was  succeeded  by  a brilliant  son  of  Virginia, 
Dr.  Walter  Drew  McCaw,  one  of  the  outstanding 
military  surgeons  of  the  modern  period,  and  son  of 
the  distinguished  and  beloved  Dr.  James  Brown 
iMcCaw  of  the  Confederate  States  .\rmy,  whose  di- 
rection of  the  Chimborazo  Hospital  of  Richmond 
amid  the  hardships  and  difficulties  of  the  War  Be- 
tween the  States  must  be  ranked  as  one  of  the  great- 
est pieces  of  military-medical  administration  in  the 
country's  history.  Dr.  McCaw,  then  a iMajor,  was 
Librarian  from  1903  to  1913.  This,  it  will  be  noted. 


account  brought  to  W'ashington  by  General  O’Reilly 
when  he  became  Surgeon  General  in  1902,  so  that  his 
office  should  maintain  the  reputation  for  scholarship 
which  it  had  long  held.  In  the  congenial  duties  of 
the  great  Library  he  spent  twelve  happy  and  fruitful 
years.  His  duties  were,  however,  by  no  means  limited 
to  the  Library.  He  was,  as  one  of  the  three  assistants 
of  the  Surgeon  General,  often  called  in  council  and 
prepared  the  Annual  Reports  of  the  Surgeon  Gen- 
eral’s Office.  When  the  “Manchu  Law”,  as  it  is 
called  in  the  x\rmy,  came  into  effect.  Colonel  McCaw 
went  to  Manila  for  a second  tour  of  tropical  service 
during  which  time'he  was  Chief  Surgeon  of  the  De- 
partment. The  “iSIanchu  Law”,  which  has  been  in 
force  ever  since,  prohibits  the  service  in  Washington 
of  an\’  officer  for  a period  in  excess  of  four  years  at 
any  one  time. 
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The  World  \\’ar  found  Colonel  McCaw  ready  for 
great  responsibilities,  and  these  he  discharged  with 
great  efficiency,  becoming  in  1918  Chief  Surgeon  of 
the  American  Expeditionary  Force.  On  his  return 
from  France  he  was  for  four  years  Commandant  of 
the  -\rmy  IMedical  School,  having  been  promoted 
Brigadier-General  in  1919.  Thereafter  he  was  As- 
sistant Surgeon  General  until  his  retirement  in  1927. 
Of  him,  his  life-long  friend,  fellow  medical  officer 
and  fellow  Virginian,  Brigadier-General  Jefferson 
Randolph  Kean,  said: 

“The  fairies  who  are  said  to  bring  gifts  to  the 
newly  born  infants,  gave  our  friend  many  great  and 
admirable  ones.  To  a mind  so  quick  and  penetrat- 
ing that  nothing  was  too  difficult  for  it,  was  added  a 
marvelous  memory.  His  eye  was  so  keen  that  he 
could  read  the  printed  page  almost  at  a glance,  and 
his  memory  would  retain  whatever  he  cared  to  re- 
member. His  taste  in  literature,  in  the  arts  and  in 
all  things  good  and  beautiful  was  exact  and  dis- 
criminating. His  learning  became  encyclopedic,  yet 
he  was  never  pedantic,  nor  carried  his  delightful 
conversation  into  fields  which  were  beyond  the  in- 
terests of  his  companions.  His  judgment  was  sound 
and  practical,  an  unusual  thing  in  brilliant  minds, 
though  it  was  tinged  with  a mild  pessimism  which 
made  him  sometimes  shoot  below  the  mark.  While 
he  perfectly  realized  his  great  gifts,  this  conscious- 
ness was  untainted  with  conceit,  or  any  air  of  su- 
periority. He  was  both  a great  scholar  and  a very 
perfect  gentleman.  Death  came  to  him,  not  unwelcome 
after  a long  illness,  to  close  a full  and  happy  life  on 
July  7,  1939,  in  the  76th  year  of  his  age.”  {Military 
Surgeon,  October,  1939). 

But  to  return  to  the  Library.  With  Colonel  Bill- 
ings’s retirement  at  the  completion  of  the  First  Series 
of  the  Index  Catalogue,  the  work  of  editing  a Sec- 
ond Series  fell  on  his  successors.  It  was  begun  in 
1896  under  the  careful  redaction  of  Dr.  Robert 
Fletcher,  long  Billings’s  close  associate  at  the  Li- 
brary. Fletcher  continued  his  work  up  to  his  death 
in  1912  in  his  ninetieth  year.  The  Second  Series  was 
completed  four  years  later  and  from  1918  to  1932 
the  Third  Series  was  published.  The  plan  of  the 
work  has  remained  unchanged,  except  that  in  1926 
\ ol.  VI,  Second  Series,  when  it  seemed  that  what 
Army  officers  call  “the  exigencies  of  the  Service”, 
might  require  that  the  Index  Catalogue  be  replaced 
by  a year  book,  material  published  prior  to  1926  was 
withheld  from  the  Catalogue,  in  order  quickly  to 


finish  the  Third  Series.  Fortunately  the  wisdom  of 
continuing  the  old  plan  was  seen  and  the  material, 
that  was  for  six  years  omitted,  is  now  being  in- 
corporated into  the  Fourth  Series,  the  first  volume 
of  which  appeared  in  1936. 

The  Index  Catalogue  is  one  of  the  most  easily 
used  working  tools  that  a librarian  can  have.  For 
example,  in  order  to  find  the  literature  of,  say,  frac- 
tures of  the . clavicle,  one  simply  refers  to  the  C 
volume  of  the  First  Series  of  the  Catalogue  where 
under  Clavicle,  Fractures  of,  there  are  listed  first  the 
books,  then  the  theses,  and  finally  the  articles  in  the 
medical  journals  of  the  world,  all  that  had  been  col- 
lected on  this  topic  from  the  early  days  down  to  the 
date  when  this  particular  volume  of  the  First  Series 
went  to  press:  1882.  Next,  in  the  C volume  of  the 
Second  Series,  the  material  on  this  subject  that  was 
indexed  between  1882  and  1898,  the  date  of  its  print- 
ing, would  be  found.  Similarly  in  the  C volume  of 
the  Third  Series  the  material  from  1898  to  1922 
would  be  recorded,  1922  being  the  date  that  this 
volume  of  the  Catalogue  went  to  press.  In  like  manner, 
the  C volume  of  the  Fourth  Series  contains  material 
from  1922  to  1938,  its  publication  date.  For  material 
since  1938  the  card  index  of  the  Library  is  available. 
^Moreover,  by  taking  the  annual  volumes  of  the  Index 
Medicus  from  1922  to  date,  the  bulk  of  the  remaining 
medical  literature  on  our  selected  topic  would  be 
found,  though  the  Army  Medical  Library  indexes 
considerably  more  material  than  does  the  Quarterly 
Cumulative  Index  Medicus.  How  simple,  yet  how 
often  does  the  Library  receive  letters  asking  how  the 
literature  on  any  subject  may  be  “looked  up” ! 

Garrison,  himself  one  day  to  become  assistant  li- 
brarian, told  of  a conversation  with  the  then  holder 
of  that  office.  Dr.  Robert  Fletcher.  In  his  whimsical 
way  Fletcher  “likened  the  Index  Catalogue  to  a vast 
metropolitan  hotel  containing  story  after  story  of 
rooms  and  suites  of  rooms  of  all  sizes  and  prices, 
adapted  to  the  tenants  of  every  degree  of  income  and 
worldly  place.  In  such  a caravansary,  some  subjects 
like  Labour,  Surgery,  Water  Supply,  etc.,  are  old 
wealthy  patrons  having  a permanent  claim  upon 
apartments  of  vast  extent,  occupying  an  entire  floor. 
Others,  such  as  Acupuncture,  Amulets,  Animism,  are 
on  such  a slender  financial  footing  that  they  must 
put  up  with  hall  bedrooms  or  be  ‘cabined,  cribbed, 
confined’  in  the  attic.  Others,  such  as  Arteriosclero- 
sis, Bacteriology,  Parasitology,  Pellagra,  Poliomye- 
litis, were  once  poor  and  needy,  but,  having  come  up 
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in  the  world,  acquire  extensive  suites,  with  rooms  per- 
chance for  even  maid  and  courier.  Otliers,  such  as 
many  modern  drugs,  diagnostic  tests,  and  surgical 
procedures,  are  bounders  and  get-rich-quick  parve- 
nus, who  exhaust  their  substance  in  vain  and  vulgar 
show,  fading  away  as  soon  as  their  credit  is  gone.” 
Dr.  Fletcher’s  picture  is  still  a true  one,  and  the 
librarian  and  editor  of  the  Index  Catalogue  must 


still  seek,  like  mine  host  of  a large  hotel,  to  accom- 
modate the  guests  in  ajiartments  of  the  proper  size 
and  position,  though  not  witliout  a careful  eye  on  the 
guest’s  probable  abilitx'  to  pay  his  reckoning. 

Billings  once  said  that  a librarian  is  in  one  respect 
only  a sort  of  hodcarrier,  “who  brings  together  the 
bricks  made  by  one  set  of  men  in  order  that  another 
set  of  men  may  build  therewith — but  he  is  apt  to 
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take  quite  as  mucli  pride  and  satisfaction  in  the  re- 
sulting structure,  provided  it  be  a good  one,  as  if 
he  built  it  himself.”  Thus  does  he  differ,  I may 
add,  from  the  hodcarrier  of  the  ancient  Irish  story, 
who  felt  that  all  he  had  to  do  was  to  carry  the  bricks 
to  the  top  of  the  wall  and  the  man  there  would  do  all 
the  work! 

The  task  of  indexing  for  the  Catalogue  the  periodi- 
cal medical  literature  that  is  received  at  the  Army 
Medical  Library,  is  enormous.  The  Library  receives 
about  2,000  medical  journals  and  indexes  every 
worth-while  article,  in  every  issue  of  every  journal 
of  almost  every  country  and  in  almost  every  civilized 
language.  Books,  theses,  pamphlets,  documents  are 
similarly  indexed.  Dr.  Fletcher  once  exclaimed  that 
the  whole  world  was  in  conspiracy  against  medical 
bibliography.  As  Professor  Bulloch  recently  said  in 
England,  “Presently  the  population  not  actually  en- 
gaged in  writing  would  be  employed  in  indexing  and 
cataloguing.” 

The  publication  of  the  Index  Catalogue  is  an  ex- 
pensive affair,  though  it  is  generally  admitted  that 
it  has  been  done  with  the  minimum  of  cost.  The 
thousand  copies  of  each  volume  cost  between  eighteen 
and  nineteen  thousand  dollars  merely  to  print.  The 
work  of  preparation  costs  something  more  than  $14,- 
000,  so  that  the  cost  of  each  completed  copy  is  about 
$32  or  $33.  The  Government  Printing  Office,  where 
the  law  requires  this  work,  as  all  Government  print- 
ing, to  be  done,  has  stated  repeatedly  that  the  Index 
Catalogue  is  its  most  difficult  bit  of  printing.  The 
text  is  all  set  by  the  monot)pe  machine,  an  efficient 
but  not  simple  apparatus,  in  the  use  of  which  the  op- 
erator cannot  see  what  he  is  writing  and  cannot  at 
that  time  correct  errors.  The  general  reduction  of 
War  Department  funds  following  the  depression 
made  it  impossible  to  issue  the  usual  annual  volumes 
of  the  Index  Catalogue  for  1933,  1934,  and  1935. 
However,  the  publication  was  duly  resumed  in  1936 
and  now  Volume  V,  the  letter  E,  is  on  the  press, 
and  two  volumes  a }'ear  are  anticipated  until  the 
three  missing  numbers  have  been  made  up.  So 
once  more  the  sun  shines,  bibliographically  speaking! 

In  1879,  Billings  established  another  monumental 
work,  the  Index  Medicus,  a monthly  classified  rec- 
ord of  the  current  medical  literature  of  the  world. 

The  Index  Medicus  consisted  from  the  start  of  a 
carefully  printed  monthly  fasciculus,  giving  the 
medical  literature  of  the  preceding  month  carefully 
arranged  as  to  subject-rubrics.  The  classification,  as 


covering  a smaller  body  of  material,  is  more  general 
and  less  subdivided  than  that  of  the  Index  Cata- 
logue, the  scheme  of  nomenclature  and  nosology 
being,  as  the  editors  stated,  essentially  that  adopted 
by  the  Royal  College  of  Physicians  of  London, 
“based  upon  Dr.  Farr’s  well-known  system”.  In  the 
early  issues  of  the  Index  Medicus  a special  page  of 
medical  “Notes  and  Queries”  was  included,  consist- 
ing of  questions  and  answers  bearing  upon  rare  books 
and  editions,  and  other  matters  of  medical  bibliog- 
raphy and  history.  At  the  end  of  each  volume  of 
twelve  numbers  an  annual  author  and  subject  index 
of  the  whole  material  was  prepared,  the  subject  index 
being  minutely  subdivided,  forming,  in  respect  to 
classification,  a sort  of  annual  Index  Catalogue  en 
miniature. 

Never  a Government  publication,  the  Index  Medi- 
cus had  hard  financial  sailing  from  the  start.  It 
was  expensive  to  publish  and  though  of  the  greatest 
use,  the  number  of  its  subscribers  was  necessarily 
limited,  being  chiefly  medical  libraries.  From  Jan- 
uary, 1879  (Volume  I),  to  April,  1899  (Volume 
XXI),  it  was  published  successively  in  New  York, 
Detroit,  Boston,  and  Washington.  Then  came  the 
time  when  its  founders  could  no  longer  afford  to 
continue  it.  In  vain  did  Osier  plead  before  a meet- 
ing of  the  American  Medical  Association  that  physi- 
cians subscribe.  Bibliographia  Medica,  under  the 
redaction  of  MM.  Charles  Richet  and  Marcel 
Baudouin,  w'as  issued  in  Paris  as  a replacement  for 
the  Index  Medicus,  from  1900  to  1902,  three  volumes 
having  been  published.  In  1903  the  Carnegie  In- 
stitution of  Washington  took  over  the  Index  Medicus 
and  the  second  series  edited  by  Drs.  Fletcher  and 
Garrison  ran  from  1903  to  1920,  eighteen  volumes  in 
all.  In  1921  the  third  series  began  and  continued 
until  1927  when  the  Index  Medicus  was  merged  with 
the  Quarterly  Cumulative  Index  (founded  1916)  of 
the  American  Medical  .Association.  The  combined 
periodical,  the  Quarterly  Cumulative  Index  Medicus, 
was  published  under  the  joint  direction  of  the  Army 
Medical  Library  and  the  American  Medical  Asso- 
ciation until  December,  1931,  when  its  connection 
with  the  Library  ceased  and  it  became  solely  a jour- 
nal of  the  Association. 

In  1914  Professor  Adami,  of  McGill,  writing  of 
the  Index  Catalogue  and  Index  Medicus,  said:  “It 
is  difficult  to  realize  what  seix’ice  those  two  publica- 
tions have  been  to  science  the  world  over,  or  what 
has  been  the  influence  also  to  medicine  the  world 
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over  of  the  existence  of  the  marvelously  progressive 
Library  of  the  Surgeon-General’s  Office,  and  its  serv- 
ice in  bibliographical  search.  ...  [It  is]  regarded 
everywhere  as  the  model  medical  library.  ...  I would 
go  so  far  as  to  say  that  the  outstanding  service  to 
medicine  by  the  United  States  has  been  this  Library' 
with  its  publications.”  {Bui.  Med.  Libr.  Assn.,  Ill, 
56). 

The  .\rmy  ISIedical  Library  was  without  its  own 


building  until  1887,  its  collections  being  theretofore 
stored  in  Ford’s  Theatre,  Washington,  the  melan- 
choly scene  of  President  Lincoln’s  assassination,  and 
later  used  by  the  War  Department  as  a storehouse. 
In  1887  the  present  building  at  Seventh  Street  and 
Independence  Avenue  (formerly  B Street),  South- 
west, was  completed.  For  nigh  half  a century  it  was 
sufficient  for  the  rapidly  growing  collections  of  books 
and  other  material.  But  libraries,  particularly 
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rapidly  expanding  ones,  have,  as  we  all  know,  a 
way  of  outgrowing  their  quarters  if  there  be  no  facili- 
ties for  extension.  This  has  happened  to  the  Army 
^Medical  Library  during  the  half  century  that  it  has 
occupied  the  well-known  red  brick  building  next  to 
the  old  National  Museum  in  Washington.  The  stacks 
are  so  full  that  the  engineers  have  directed  that  no 
increase  in  weight  be  permitted.  Thus  books  have  to 
be  withdrawn  when  others  are  added.  The  overflow 
now  crowds  the  basement,  and  indeed  every  nook  and 
corner  in  the  building.  That  a new  building  must 
be  provided  is  obvious.  ^Moreover,  as  the  present 
building  has  been  marked  for  demolition,  as  a part 
of  the  general  plans  for  the  public  parks  of  the 
National  Capital,  another  site  must  be  used. 

In  1939  Congress  passed  an  Act  authorizing  the 
expenditure  of  $3,200,000  for  a new  building  to  be 
erected  at  a site  selected  by  the  President.  It  is 
understood  that  the  new  building  will  be  located 
somewhere  in  the  area  known  as  the  Mall,  that  is 
between  the  Capitol  and  Washington’s  ^Monument. 
The  funds  for  the  building  have  not  yet  been  ap- 
propriated but  it  is  hoped  that  they  will  not  be 
withheld  much  longer  for  the  saturation  point  at  the 
present  building  is  almost  within  sight. 

Billings  used  to  estimate  that  about  one-thirtieth 
of  the  world’s  literature  was  medical,  and  gave  fig- 
ures to  prove  it.  There  is  no  reason  to  think  that 
the  ratio  has  changed  since  Billings’s  time.  If  this 
figure  be  accepted,  it  is  interesting  to  compare  the 
size  of  the  collection  of  the  Army  Medical  Library 
with  the  countr}’’s  largest  general  collection  of  books, 
the  Library  of  Congress,  which,  incidentally,  is  now 
larger  than  the  collection  of  either  the  British  ISIu- 
seum  or  the  Bibliotheque  Nationale,  Paris.  The  re- 
port for  1934  shows  that  the  Library  of  Congress  had 
4,805,646  volumes.  The  Army  Medical  Library 
would,  to  maintain  Billings’s  ratio,  have  to  include 
not  less  than  160,188  volumes.  As  a matter  of  fact 
it  contains  941,181  volumes  or  about  six  times  what 
it  would  be  expected  to  have  to  be  compared  with  the 
Library  of  Congress.  The  difference  in  expenditures 
is  also  striking.  The  .Vrmy  Medical  Library  has 
about  19  per  cent  as  many  volumes  as  the  Library 
of  Congress,  but  receives  only  about  9Yg  per  cent  of 
the  annual  appropriation  for  purchases. 

Of  rare  medical  books,  the  Army  Medical  Library 
has  a magnificent  collection.  Books  printed  before 
1500  are  known  as  incunabula,  from  the  Latin  word 
for  cradle,  as  printing  was  then  in  its  infancy.  Some 


six  hundred  medical  incunabula  are  known,  and  of 
this  number  the  Army  Medical  Librar}-  has  no  less 
« than  four  hundred  and  fifty,  the  largest  number  to 
be  found  in  any  librar}'  in  the  New  ^^"orld,  and  a 
collection  that  stands  comparison  with  that  of  any 
library  in  the  Old  World.  Of  some  works  the  .Vrmy 
Vledical  Library  has  the  only  known  copy,  and  of 
rare  books  published  after  1500  the  collection  is  one 
of  the  best.  The  same  is  true  of  early  medical  manu- 
scripts, of  which  the  Library'  possesses  one  hundred 
and  fifty. 

The  oldest  publication  possessed  by  the  Army 
VIedical  Library  is  Johannes  Gerson’s  De  poUutione 
nocturna,  printed  in  Cologne  in  1467,  the  only  copy 
in  the  United  States.  .Vnother  very  old  book,  though 
less  rare  as  there  are  other  copies  in  this  country, 
is  Speculum  humance  vitae  by  Rodericus  Zamorensis, 
printed  in  Rome  in  1468. 

.Among  early  writings  on  plague,  the  Library  has 
Valescus  de  Taranta’s  De  epidemia,  Basel,  1470,  and 
.Vlcanis  Luis’s  Regimen  pestilentice , printed  at  Val- 
encia about  1490.  The  Librar}'  has  also  a perfect 
copy  of  the  first  printed  book  on  pediatrics,  Bagel- 
lardo’s  De  infantium  cegritudinibus,  Padua,  1472,  a 
sort  of  compendium  of  practice  of  the  time  in  which 
it  was  written.  The  only  other  copy  in  America  is 
in  the  Pierrepont  Morgan  collection. 

Many  of  these  incunabula  are  first  editions.  De 
medicinis  universalibus  by  the  Arabian  physician 
Mesue,  the  younger,  printed  in  Venice  in  1471,  is  the 
first  purely  medical  book  ever  printed  in  the  w'orld. 
Another  .Arabian  physician,  .Abulqasim,  was  printed 
in  the  same  place  and  year.  Both  authors  were  ver}' 
famous  during  the  Middle  .Ages,  and  their  works 
served  as  texts  for  medical  students.  Both  volumes 
are  the  only  known  copies  in  the  United  States.  In 
.America,  Ibn  Sina’s  Canon,  printed  in  Padua  in 
1479,  is  found  only  in  the  .Army  Medical  Library. 
Our  Latin  Galen,  published  by  Pinzius  in  Venice  in 
1490,  is  also  a first  edition,  and,  though  it  is  an  in- 
complete copy,  it  is  often  photographed  on  account 
of  its  rarity. 

Of  the  very  early  publications  on  the  “mala  de 
Franzos”,  the  Library  possesses  Joseph  Gruenpeck’s 
Latin  treatise,  De  pestilentiali  scorra,  first  published 
in  1496,  a work  of  great  contemporarv'  popularity. 
This  edition,  printed  in  Cologne,  is  exceedingly  rare, 
copies  being  known  in  but  five  other  libraries  of  the 
world,  Munich,  Hamburg,  Copenhagen,  London  and 
Philadelphia.  Torrella’s  two  works  on  syphilis,  both 
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ven’  great  rarities,  are  in  the  Library.  The  earlier 
of  the  two,  Tractatus  aim  consiliis  contra  pudend- 
agram,  of  1497,  is  undoubtedly,  says  Sudhoff,  the 
most  valuable  of  the  early  works  on  this  disease. 
There  are  only  three  other  copies  in  the  world,  one 
being  incomplete.  The  later  work,  printed  in  Rome 
in  1500,  Dialogus  de  dolore  etc.,  is  likewise  very 
rare  and  mostly  known  in  its  reprints. 

Some  of  the  early  works  are  represented  in  the 
Army  Medical  Library  by  several  successive  editions. 
Thus  the  Library  has  seven  editions  of  Saliceto’s 
surgery,  eight  editions  of  Henricus  de  Saxonia’s  pop- 
ular work,  On  the  Secrets  of  Women,  formerly  at- 
tributed to  Albertus  INIagnus,  and  eight  editions  of 
the  Regimen  sanitatis  of  Taddeo  of  Florence.  All 
of  these  editions  are  incunabula. 

These  books  are  mainly  of  the  sort  which  are  now 
very  difficult  to  acquire.  They  are  not  all  equally 
important,  but,  taken  as  a whole,  the  collection  is 
admirably  and  concisely  representative  not  only  of 
early  medical  knowledge,  but  also  of  fifteenth  cen- 
tur}-  typography. 

Space  does  not  permit  even  a hasty  consideration 
of  the  other  treasures  of  the  Librainc  It  contains, 
for  example,  a more  complete  file  of  French  theses 
than  the  Library  of  the  Medical  Faculty  of  Paris. 
Its  collection  of  authors'  presentation  copies  of  im- 
portant works  shows  the  autographs  of  such  figures 
as  Lord  Lister,  Pettenkofer,  Pasteur,  Ehrlich,  Vir- 
chow, Cohnheim,  Paget,  Koch,  to  mention  a few  of 
the  Europeans  who  have  lived  but  recently. 

As  Virginians,  you  will  be  interested  to  know  that 
one  of  the  few  complete  files  known  of  the  Confed- 
erate Medical  and  Surgical  Journal  is  preserved  in 
the  Army  IMedical  Library. 

Even  before  the  present  building  of  the  Army 
^ledical  Library  was  built,  there  was  the  first  pro- 
posal that  the  collection  of  medical  literature  be 
turned  over  to  the  Library  of  Congress.  The  medical 
profession  of  the  country  immediately  opposed  the 
scheme,  as  it  has  opposed  such  suggestions  ever  since. 
The  Medical  Society  of  Pennsylvania,  for  example, 
passed  resolutions  urging  Congress  to  erect  a suitable 
building  for  the  Surgeon-General’s  Library.  “This 
Society,”  continued  the  resolutions,  “strongly  depre- 
cates any  change  from  the  present  management  of 
the  Library  and  Museum,  and,  above  all,  the  sever- 
ing of  these  collections  by  the  merging  of  the  power 
in  the  National  Library  as  destructive  to  its  utility.” 
This  resolution,  typical  of  those  passed  by  various 


medical  bodies,  was  drawn  by  no  less  a man  than 
Professor  Samuel  D.  Gross,  while  Drs.  W.  W.  Keen 
and  S.  Weir  Mitchell  moved  its  passage  at  the  meet- 
ing of  May  10,  1883.  Thirty  years  later  we  find  Dr. 
Mitchell  of  the  same  mind  still,  for  in  1913  he  wrote: 
“The  Surgeon-General’s  Library  is  a monumental 
labor  which  none  will  ever  better.” 

At  first  thought  it  might  seem  that  there  is  some- 
thing to  be  gained  by  the  consolidation  of  the  national 
medical  library  with  the  national  general  library,  but 
knowledge  of  the  subject  and  careful  study  show  that 
such  is  not  the  case.  Billings  realized  this  as  have 
his  successors.  In  his  address  on  bibliography  be- 
fore the  IMedical  and  Chirurgical  Faculty  of  Mary- 
land in  1883,  he  said  that  even  when  but  twenty 
years  old  the  Army  IMedical  Library  contained  more 
medical  literature  than  either  the  library  of  the  Brit- 
ish Museum  or  the  Bibliotheque  Nationale  de  France. 
“This  is  very  largely  due  to  the  fact  that  while  the 
Washington  Library  is  the  national  collection,  it  has 
been  kept  separate  from  the  general  National  Li- 
brar)x  The  result  of  this  has  been  that  the  medical 
profession  has  taken  much  more  interest  in  it  than 
they  would  do  if,  as  in  the  case  of  the  English  and 
French  medical  collections,  it  became  merely  a sec- 
tion of  the  National  Library.  As  a matter  of  fact, 
comparatively  little  use  is  made  by  medical  writers 
of  the  collection  in  the  British  IMuseum  or  the  Bib- 
liotheque Nationale.  They  consult  in  preference  the 
special  medical  libraries  in  London  and  Paris,  which 
are  under  the  direction  of  medical  bibliographers.” 
That  the  same  conditions  prevail  in  Europe  today  has 
been  told  me  by  librarians  and  medical  men  in  those 
very  cities.  It  is  a recognized  fact  that  a highly 
specialized  library  invariably  suffers  when  merged 
in  a general  library,  no  matter  what  attempts  are 
made  to  keep  the  specialized  collection  as  an  entity. 

In  .America  we  have  before  us  for  comparison,  the 
development  of  the  two  largest  professional  libraries 
in  the  country,  those  of  law  and  of  medicine.  The 
Law  Library  of  Congress  was  established  in  1832, 
the  Act  of  Congress  requiring  this  collection  to  be 
maintained  as  a separate  unit  in  “an  apartment  near 
the  Library'  of  Congress.”  The  collection  has  been 
housed  in  various  places,  at  present  being  in  one  of 
the  wings  of  the  Library  of  Congress  building.  The 
Law  Library  has  frequently  been  neglected  for  it  has 
had  but  little  money  spent  on  it,  its  growth  being 
largely  due  to  copyright,  transfers  from  other  gov- 
ernment libraries,  and  international  exchange.  Sev- 
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eral  law  libraries  in  the  United  States  are  superior 
to  the  Law  Lil)rarv  of  Congress  in  some  fields,  while 
the  Harvard  Law  Lil^rary  is  far  larger  and  superior 
in  every  way,  containing  435,000  volumes  while  the 
Law  Library  of  Congress  contains  275,000  (the 
totals  are  those  of  1933).  Contrast  this  with  the 
growth  of  the  Army  Medical  Library,  which  in 
twenty  years  passed  the  medical  collections  of  the 
two  largest  general  libraries  in  Europe  as  well  as 
those  in  America. 

The  law  librarian  of  Congress  in  1933  wrote: 
“l^ndoubtedly.  had  the  Law  Library  been  inde- 
pendent from  its  foundation  in  1832,  the  government 
would  have  pt)ssessed  the  best  law  library  in  the 
world  today,  instead  of  it  lagging  behind,  with  many 
serious  gaps  in  the  collection.”  Yet  the  Law  Library 
of  Congress  was  established  a generation  before  the 
Army  Medical  Library.  In  a circular  letter  sent  out 
to  prospective  members  of  the  Friends  of  the  Law 
Library  of  Congress,  it  was  proposed  to  “crystalize 
sentiment  throughout  the  country  to  the  end  that  the 
national  law  library  may  obtain  all  the  resources 
necessary  to  meet  the  demand  made  upon  it,  and  be- 
come as  eminent  in  law  as  the  Surgeon-General’ s Li- 
brary in  Washington  is  in  medicine”  (italics  mine). 

The  difficulties  of  the  Law  Library  of  Congress,  as 
so  well  set  forth  hy  my  friend.  Dr.  John  Vance,  the 
librarian,  show  what  any  specialized  library  experi- 
ences when  merged  in  a general  library.  The  situa- 
tion was  well  understood  by  Dr.  Herbert  Putnam, 
Librarian  of  Congress,  who,  on  September  18,  1929, 
wrote,  that  he  felt  that  the  Army  Medical  Library 
should  be  kept  as  a unit,  being  in  a specialized  field 
of  subject  matter.  “Even  though  consolidated  with 
some  other  librar}',  say  a general  library  like  the 
Library  of  Congress,  it  would  still  require  a spe- 
cialized staff,”  and  should  “be  administered  by  those 
familiar  with  that  field.”  The  Army  Medical  Li- 
brary, continued  Dr.  Putnam,  “is  one  of  the  various 
specialized  collections — for  instance,  that  of  the  De- 
partment of  Agriculture,  that  of  the  Geological  Sur- 
vey, that  of  the  Bureau  of  Education — which  form 
units  outside  of  the  Library  of  Congress,  but  which 
in  intimate  association  and  cooperation  with  the  Li- 
brary of  Congress,  form  the  National  Library  of  the 
United  States.” 

Garrison,  long  a member  of  the  staff  of  the  Library 
and  well-known  as  one  of  America’s  leading  medical 
historians  and  bibliographers,  has  this  to  say  of 
Billings’s  successors: 


“The  official  management  and  administration  of  the 
great  library,  the  selection  and  purchase  of  its  books, 
the  selection  of  material  for  indexing,  the  enlarge- 
ment and  improvement  of  its  resources,  passed  into 
the  hands  of  the  Army  medical  officers  who  succeeded 
Billings.  As  the  cantors  of  the  Thomasschule  at 
Leipzig,  the  successors  of  Bach,  had  to  be  men 
learned  in  counter  point,  worthy  followers  of  the  great 
seventeenth  centur}"  music  master,  so  these  Army  Sur- 
geons have  been  men  specially  selected  for  their  sci- 
entific and  literary  attainments.  Huntington,  one  of 
the  collaborators  of  the  Medical  and  Surgical  History 
of  the  War  of  the  Rebellion;  jMerrill,  distinguished 
by  his  work  in  ornithology;  Walter  Reed,  a pupil 
of  Welch  and  discoverer  of  the  causal  nexus  and 
mode  of  transmission  of  yellow  fever;  and  Walter  D. 
McCaw,  who  specialized  in  tropical  medicine  and 
added  greatly  to  the  unique  historical  collections  of 
the  Library,  have  all  been  imbued  with  the  spirit  of 
enthusiasm  and  the  interest  in  the  literary  side  of 
medicine  which  Billings  brought  into  his  work.” 

The  following  is  the  complete  list  of  Librarians, 
with  the  dates  of  their  service:  1.  Colonel  John  Shaw 
Billings  of  Indiana,  1868-1895;  2.  Colonel  David 
Low  Huntington  of  Massachusetts,  1896-1897;  3. 
Surgeon  James  Cushing  Merrill  of  [Massachusetts, 
1898-1902;  4.  Major  Walter  Reed  of  Virginia,  1902; 
5.  Brigadier-General  Calvin  DeWitt  of  Pennsylvania, 
1903-1904;  6.  Brigadier-General  Walter  Drew 

McCaw  of  Virginia,  1904-1913;  7.  Colonel  Champe 
Carter  McCulloch,  Jr.,  of  Texas,  1913-1918;  8. 
Brigadier-General  Francis  Anderson  Winter  of 
Louisiana,  1918-1919;  9.  Colonel  Paul  Frederick 
Straub  of  Iowa,  1919;  10.  Major-General  Robert 
Ernest  Noble  of  Alabama,  1919-1924;  11.  Colonel 
James  Matthew  Phalen  of  Illinois,  1924-1927;  12. 
Colonel  Percy  Moreau  Ashburn  of  Ohio,  1927-1932; 
13.  Lieutenant-Colonel  Edgar  Erskine  Hume  of  Ken- 
tucky, 1932-1936;  14.  Colonel  Harold  Wellington 
Jones  of  Massachusetts,  1936  to  date. 

When  General  McCaw  was  relieved  as  Librarian 
of  the  Army  Medical  Library  in  1913,  as  a new  law 
limited  the  service  of  any  Army  officer  to  four  years 
in  Washington  at  any  one  time.  General  McCaw  was 
succeeded  by  another  son  of  Virginia,  Colonel 
Champe  Carter  McCulloch,  Jr.  Though  he  was  born 
in  Texas,  both  of  Colonel  McCulloch’s  parents  were 
from  the  Old  Dominion,  so  that  it  is  not  incorrect 
to  name  him  as  the  third  Virginian  who  directed  the 
Army  Medical  Library.  [\icCulloch  was  a clever. 
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well-educated  man  whose  deep  love  for  books  and 
knowledge  of  how  to  use  and  care  for  them  made  him 
a successful  Librarian.  He  had  served  in  Panama 
during  the  days  of  the  construction  of  the  Canal, 
being  executive  officer  of  the  Isthmian  Canal  Com- 
mission, and  for  a time  was  both  Curator  of  the  Army 
Medical  IMuseum  and  Professor  of  Military  Medicine 
and  Military  Hygiene  at  the  Army  IMedical  School. 
He  was  Librarian  1913-1919  and  thereafter  Depart- 
ment Surgeon  of  the  Central  Department  of  the  Army. 
.■\fter  his  retirement  he  was  health  officer  at  Cumber- 
land, Maryland,  until  his  death. 

McCulloch  was  succeeded  by  Brigadier-General 
Winter,  who  had  been  in  charge  of  the  affairs  of 
the  Medical  Department  of  the  Army  in  England 
during  the  World  War.  Colonel  Straub,  who  followed 
him,  was  one  of  the  leading  spirits  in  the  training 
of  officers  and  men  of  his  department.  He  won  the 
coveted  Medal  of  Honor  for  extreme  gallantry  in 
action  in  the  Philippines.  Major-General  Noble, 
Librarian  shortly  after  the  World  War,  was  the  able 
assistant  of  General  Gorgas  in  Panama  and  else- 
where. He  had  charge  of  the  personnel  division  of 
the  Surgeon  General’s  Office  during  the  greater  part 
of  the  World  War,  a most  difficult  task.  Later  he 
served  in  the  American  Expeditionary  Eorce  in 
France.  Colonel  Phalen  had  been  a division  surgeon 
in  France  and  after  the  war  pursued  the  command 
and  staff  instruction  such  as  is  followed  by  officers 
of  the  line.  Colonel  Ashburn,  author  of  the  excellent 
History  of  the  Medical  Department,  U.  S.  Army,  and 
many  works  on  hygiene,  had  been  in  charge  of  the 
Medical  Department  School  in  France,  and  later  of 
the  Medical  Field  Service  School  in  the  United  States 
and  Professor  of  Hygiene  at  the  United  States  Mili- 
tary Academy,  ^^’est  Point. 

If  you  have  permitted  me  to  call  Colonel  McCul- 
loch a Virginian  because  of  his  parentage,  though  he 
was  born  in  Texas,  perhaps  you  will  likewise  accept 
me  as  a sort  of  transplanted  Virginian,  having  been 
born  of  Virginia  lineage  in  the  capital  of  Virginia’s 
first-born,  Kentucky.  Thus  the  Old  Dominion  has 
contributed  large!)'  towards  the  administration  of  the 
.\rmy  Medical  Library  in  its  development  after  the 
guiding  hand  of  Billings  was  no  longer  available. 
I was  assistant  to  the  Librarian  from  1922  to  1926, 
during  the  administrations  of  General  Noble  and 


Colonel  Phalen,  and  from  1932  to  1936  was  myself 
in  charge.  So  I have  had  the  congenial  duty  of  serv- 
ice in  the  Army  Medical  Library  longer  than  any 
other  living  Army  officer. 

In  Billings’s  address,  the  best  he  ever  wrote,  de- 
livered in  1881  before  the  International  Medical 
Congress  in  London,  he  said:  “If  the  entire  medical 
literature  of  the  world,  with  the  exception  of  that 
which  is  collected  in  the  United  States,  were  now  to 
be  destroyed,  nearly  all  of  it  that  is  valuable  could 
be  reproduced  without  difficulty.”  The  importance 
of  the  Army  Medical  Library,  then  in  its  infancy, 
could  hardly  have  been  better  expressed.  It  has 
grown  steadily  and  greatly,  realizing  the  hopes  and 
dreams  of  generations,  as  if  in  the  words  of  Goethe’s 
Chorus  Mysticus,  the  unattainable  had  at  length  be- 
come a reality. 

Perhaps  I cannot  better  sum  up  the  opinion  of 
the  medical  profession  as  to  the  worth  of  the  .\rmy 
Medical  Library  than  by  relating  an  incident.  Not 
long  before  his  last  illness,  t)r.  William  H.  Welch 
paid  a visit  to  the  Army  Medical  Library,  or  the 
Library  of  the  Surgeon-General’s  Office,  as  it  was 
always  known  prior  to  1922.  Dr.  Welch  was  one  of 
the  Library’s  most  earnest  readers  and  on  many  an 
occasion  his  advice  had  been  of  the  utmost  help.  As 
he  sat  in  the  Librarian’s  office  smoking  one  of  his 
black  cigars,  he  fell  into  one  of  those  reminiscent 
moods  which  his  friends  so  enjoyed.  He  spoke  of  the 
foundation  of  this  Library,  of  its  growth,  of  the 
place  it  had  made  for  itself  in  the  world  of  medical 
science,  and  then  said:  “I  have  been  asked  on  more 
than  one  occasion  what  have  been  the  really  great 
contributions  of  this  country  to  medical  knowledge. 
I have  given  the  subject  some  thought  and  think  that 
four  should  be  named:  1.  The  discovery  of  anaes- 
thesia; 2.  The  discovery  of  insect  transmission  of 
disease;  3.  The  development  of  the  modern  public 
health  laboratory,  in  all  that  the  term  implies;  4. 
The  Army  Medical  Library  and  its  Index  Catalogue, 
and  (he  added  slowly)  this  library  and  its  catalogue 
are  the  most  important  of  the  four”. 

Dr.  Welch  was  not  one  to  speak  lightly  or  without 
due  thought.  The  Liljrarian  was  so  struck  with  this 
pronouncement  that  he  reduced  it  to  writing  imme- 
diately after  the  doctor  had  left.  To  me  now  it  is  no 
less  forceful  tlian  it  was  then.  Perhaps  these  words 
were  among  the  wisest  uttered  by  that  wi.se  man. 
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REMARKS  ON  THE  DIAGNOSIS  AND  TREATMENT  OF 
ANGINA  PECTORIS.* 


Ernest  G.  Scott,  M.D.,  F.A.C.P., 

Lynchburg,  Virginia. 


Heart  disease  has  for  some  time  been  “captain  of 
the  men  of  death,”  causing  over  twice  as  many 
deaths  as  its  nearest  rival,  cancer.  It  is  on  the 
increase  and,  this  is  true  especially  of  so-called 
coronary  disease.  Coronary  thrombosis  and  angina 
pectoris  are  particularly  common  among  doctors. 
In  a recent  paper  from  the  Mayo  Clinic  these 
two  diseases  were  found  to  be  twice  as  prevalent  in 
doctors  as  in  any  other  professional  group.  We 
should,  therefore,  have  a keen  and  personal  interest 
in  the  subject  of  this  paper. 

I wish  to  call  your  attention  to  the  fact  that  in 
many  of  the  text-book  discussions  angina  pectoris  is 
still  confused  with  coronary  thrombosis.  “Status 
anginosis”  is  the  name  used  in  older  text-books  for 
what  was  undoubtedly  coronary  occlusion.  Osier,  in 
his  monograph  on  “.\ngina  Pectoris  and  Allied 
States”,  mentions  cases  of  angina  without  pain, 
anginal  attacks  with  cardiac  asthma,  tobacco  angina 
and  pseudo-angina.  Today  we  rarelv  hear  the  term 
pseudo-angina;  instead,  we  speak  of  cardiac  neuro- 
sis and  of  neuro-circulatory  asthenia  with  precordial 
pain.  Likewise,  many  doctors  do  not  distinguish 
clearly  in  their  own  minds  between  angina  pectoris 
and  coronary  occlusion.  One  is  a functional  disorder, 
the  other  an  organic  one;  one  is  a syndrome  seen  in 
many  varied  conditions,  the  other  is  a definite  dis- 
ease. Of  course,  the  treatment  of  the  two  is  radically 
different.  In  the  second  edition  of  Cecil’s  Medicine 
(1930)  it  is  stated  that  the  drug  of  choice  in  reliev- 
ing paroxysms  of  anginal  pain  is  morphine.  This, 
of  course,  is  not  true — a quick  acting  nitrite  is  the 
drug  of  choice.  Morphine  is  the  drug  of  choice,  how- 
ever, for  coronary  occlusion. 

Now'  for  a note  on  the  history'  of  these  two  dis- 
orders. -A.ngina  pectoris,  breast  pang,  or  stenocardia, 
was  first  brought  to  the  attention  of  the  medical  pro- 
fession by  William  Heberden,  an  English  jdiysician. 
His  description  of  the  disease  was  first  published  in 
“The  Medical  Transactions  of  the  College  of  Physi- 
cians,” in  1768.  In  his  description  he  shows  clearly 
that  he  was  w'ell  acquainted  with  the  disease,  having 
seen  over  a hundred  cases.  The  following  quotations 

*Read  before  the  Lynchburg  Academy  of  Medicine,  Oc- 
tober 2,  1939. 


from  his  paper  show  his  keen  powers  of  observation. 

“The  angina  pectoris,  as  far  as  I have  been  able 
to  investigate,  belongs  to  the  class  of  spasmodic,  not 
inflammatory  complaints,  for. 

In  the  first  place,  the  access  and  recess  of  the  fit 
is  sudden. 

Secondly,  There  are  long  intervals  of  perfect 
health. 

Thirdly,  Wine  and  spirituous  liquors  and  opium 
afford  considerable  relief. 

Fourthly,  It  is  increased  by  disturbances  of  the 
mind. 

Fifthly,  It  continues  many  years  without  any  other 
injury  to  the  health. 

Sixthly,  In  the  beginning  it  is  not  brought  on  by 
riding  on  horseback,  or  in  a carriage  as  is 
usual  in  disease  arising  from  scirrhus  or  in- 
flammation. 

Seventhly,  During  the  fit  the  pulse  is  not  quick- 
ened. 

Lastly,  Its  attacks  are  often  after  the  first  sleep, 
which  is  a circumstance  common  to  many 
spasmodic  disorders. 

“W’ith  respect  to  the  treatment  of  this  complaint 
I have  little  or  nothing  to  advance,  nor  indeed  is  it 
to  be  expected  we  should  have  made  much  progress 
in  the  cure  of  a disease  which  has  hitherto  hardly 
had  a place  or  a name  in  medical  books.  Quiet  and 
warmth  and  spirituous  liquors  help  restore  patients 
w'ho  are  nearly  exhausted,  and  to  dispel  the  effects 
of  a fit  when  it  does  not  soon  go  off.  Opium  taken  at 
bed  time  will  prevent  the  attack  at  night.  I knew  one 
who  set  himself  a task  of  saw'ing  wood  for  half 
an  hour  every  day  and  was  nearly  cured.  In  one 
also  the  disorder  ceased  of  itself.  Bleeding,  vomit- 
ing and  purging  appear  to  me  improper.” 

The  first  description  of  a case  of  coronary  occlu- 
sion w'as  by  a St.  Louis  physician  of  German  birth, 
-\dam  Hammer.  He  was  on  a visit  to  Vienna  in 
1876  and  was  asked  by  a friend  to  see  a patient  with 
him.  He  found  a marked  disturbance  of  the  heart 
rhythm  and  force,  and  although  he  had  never  heard 
of  such  a condition  he  made  an  antemortem  diagno- 
sis of  thrombosis  of  one  of  the  coronaries,  wliich  was 
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proved  at  autopsy.  His  paper  was  published  in  1878 
in  the  Wiener  Medizinische  Wochenschrift,  and  was 
entitled  “A  Case  of  Thrombotic  Occlusion  of  One 
of  the  Coronaries  of  the  Heart,  at  the  bedside  diag- 
nosed and  communicated  by  Dr.  A.  Hammer,  Pro- 
fessor of  Surge?\^  from  St.  Louis,  at  present  in 
Vienna.” 

I will  not  go  into  the  many  theories  of  the  cause 
of  the  pain  that  have  been  advanced  and  discarded. 
At  the  present  time  it  is  generally  accepted  that  an 
anoxemia  of  the  heart  muscle  is  responsible.  This 
explains  all  of  the  known  facts  regarding  the  condi- 
tions associated  with  precordial  pain  and  the  pre- 
cipitating causes  of  the  pain. 

What  are  some  of  the  conditions  in  which  cardiac 
pain  occurs?  In  the  first  place,  there  is  a large 
group  of  cases  of  effort  syndrome  or  neuro-circulatory 
asthenia — also  called  soldier’s  heart,  irritable  heart, 
disordered  action  of  the  heart  (D.A.H.).  In  these 
cases  there  is  an  imbalance  between  the  sympathetic 
and  vagus  control  of  the  heart  rate  and  the  heart 
beats  unusually  fast  at  rest  and  more  so  following 
exertion  or  excitement.  This  over-activity  of  the 
heart  calls  for  an  increase  in  the  blood  supply  which 
is  presumably  not  adequately  supplied  in  some  cases, 
thus  causing  a relative  ano.xemia  and  pain.  Excess 
tobacco  and  coffee  are  known  to  cause  cardiac  pain 
in  some  cases.  A number  of  organic  diseases  of  the 
heart  produce  cardiac  pain,  e.g.,  pericarditis,  mitral 
stenosis,  syphilitic  aortitis,  hypertension.  In  syphi- 
litic aortitis  the  luetic  process  involves  the  mouth  of 
the  coronary  arteries,  causing  narrowing  and  dimin- 
ished blood  flow.  In  the  other  conditions  there  is  in- 
creased work  of  the  heart  and  relative  anoxemia. 
Some  cardiac  arrhythmias  cause  heart  pain,  e.  g., 
paroxysmal  attacks  of  auricular  flutter,  paroxysmal 
tachycardia  and  auricular  fibrillation.  Severe  ane- 
mia may  be  associated  with  anginal  pain.  In  this  last 
case  there  is  no  decrease  in  blood  flow  through  the 
coronaries  as  there  is  when  the  lieart  beats  very 
rapidly,  but  the  quality  of  blood  is  defective  and  in- 
adequate to  furnish  proper  oxygen  to  the  cardiac 
musculature. 

There  is  another  group  of  conditions  in  which 
there  is  an  increase  in  the  metabolism  of  the  body 
and  of  the  heart  muscle.  Thyrotoxicosis  is  the  out- 
standing example.  Cardiac  pain  is  not  unusual  in 
very  toxic  cases,  and  is  due  to  an  increase  in  the 
work  of  the  heart,  with  a lack  of  corresponding  in- 
crease in  the  blood  flow.  Some  cases  of  myxedema 


under  thyroid  medication  develop  heart  pain.  Here 
the  mechanism  is  the  same;  the  heart  muscle  is  not 
able  to  respond  to  the  increased  demands  of  the 
body  due  to  its  low  metabolic  activity.  It  is  wise  to 
proceed  slowly  in  giving  thyroid  to  any  long  standing 
case  of  myxedema.  I have  recently  had  such  a case, — a 
man  56  with  a B.  IM.  R.  of  minus  44  when  treatment 
was  begun.  He  was  given  four  grains  of  Armour’s 
thyroid  daily  and  a short  time  later  began  having 
precordial  pain  with  radiation  to  the  left  arm,  com- 
ing after  exertion,  in  short,  symptoms  of  angina 
pectoris.  He  was  cautioned  to  avoid  as  far  as  pos- 
sible anything  that  might  cause  pain  and  the  dosage 
was  reduced.  After  about  six  or  eight  weeks  the 
thyroid  was  gradually  increased  and  he  is  now  taking 
five  grains  daily  with  no  cardiac  pain,  his  B.  M.  R. 
being  minus  eighteen.  Epinephrine  increases  the 
work  of  the  heart,  constricts  the  coronaries,  and  may 
cause  anginal  pain.  It  is  a dangerous  drug  to  use 
in  elderly  cases  with  a history  suggesting  coronary 
sclerosis.  Insulin  is  also  known  to  cause  attacks  of 
angina  pectoris  and  of  coronary  thrombosis. 

In  addition  to  the  classes  of  patients  mentioned 
above,  there  is  a group  where  we  can  find  none  of 
these  causes  for  the  anginal  pain;  the  term  angina 
pectoris  should  really  be  reserved  for  this  latter 
group.  Presumably  there  is  either  coronary  sclerosis 
or  coronary  spasm  or  both  as  a cause  of  their  pain. 

I will  not  go  into  a minute  description  of  the 
symptoms  of  angina  pectoris;  but  there  are  a few 
points  I wish  to  emphasize  in  the  differential  diag- 
nosis; First,  the  character  of  the  pain.  We  can  tell 
very  little  by  the  severity  of  the  pain;  it  may  vary 
from  an  agonizing  one  to  the  slightest  discomfort. 
\^'e  can  tell  a great  deal,  however,  by  the  location  of 
the  pain.  We  are  prone  to  place  too  much  emphasis 
on  the  unusual  sites  of  angina  pain,  such  as  in  the 
epigastrium,  in  the  neck,  shoulder  or  even  the  back, 
while  we  overlook  the  fact  that  in  the  large  majority 
of  cases  the  }iain  is,  not  precordial  but  presternal. 
This  is  a ver}-  important  point;  as  a rule,  the  patient 
who  complains  of  attacks  of  pain  only  over  the 
cardiac  area  to  the  left  of  the  .sternum  or  only  in  the 
axilla  does  not  have  angina.  The  most  common 
radiation  of  the  pain  is  down  the  inner  side  of  the 
left  arm,  sometimes  both  arms.  Often  there  is  an  as- 
sociated numbness  of  this  area. 

Besides  the  severit)',  location  and  radiation  of  the 
pain,  we  wish  to  know  the  duration,  whether  it  begins 
and  stops  suddenly  or  not,  and  what  brings  it  on. 
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Anginal  pain  usually  begins  rather  quickly  and 
ceases  in  a few  minutes  if  the  patient  rests.  It  is 
brought  on  usually  by  exertion  or  excitement,  and 
the  same  degree  of  exertion  will  as  a rule  produce  it 
again.  Patients  will  frequently  tell  us  just  exactly 
how  far  they  can  walk  before  the  pain  strikes. 

Now  what  does  the  patient  do  when  the  pain 
strikes?  He  will  stop  whatever  he  is  doing  because 
he  has  found  from  experience  that  this  is  the  quickest 
way  of  obtaining  relief.  I can  remember  only  one 
case  who  felt  that  he  could  work  the  pain  off.  The 
sense  of  impending  death  has  been  over-emphasized 
and  is  not  at  all  constant.  Likewise,  the  sense  of 
constriction  or  pressure  is  by  no  means  constant. 

The  age-  and  sex  and  the  family  history  are  of 
great  importance,  .\ngina  pectoris  is  extremely  rare 
under  forty  and  practically  never  seen  below  thirty. 
Statistics  show  that  angina  occurs  approximately 
four  times  as  often  in  men  as  in  women.  There  is 
very  often  a history  in  other  members  of  the  family 
of  angina  pectoris,  coronary  occlusion,  sudden  death 
or  a “stroke”. 

The  therapeutic  test  with  the  nitrites  is  of  great 
help.  True  angina  pectoris  is  nearly  always  relieved 
within  a minute  after  placing  a tablet  of  nitrogly- 
cerine under  the  tongue.  Hypodermic  tablets  are 
best  and  they  should  be  fresh,  not  over  two  months 
old.  One  one-hundredth  of  a grain  is  the  usual  dose. 
Let  us  remember  that  the  nitrites  act  on  smooth  mus- 
cles in  general  and  may  relieve  gall-stone  and  other 
colics. 

What  of  the  value  of  physical  examination  and 
instrumental  tests?  It  is  relatively  little  in  propor- 
tion to  the  history.  In  the  majority  of  cases  we  find 
some  elevation  of  the  blood  pressure  and  evidence  of 
arteriosclerosis.  There  may  be  an  accentuated  aortic 
second  sound  and  there  may  be  evident  enlargement 
of  the  heart.  On  the  other  hand,  physical  examina- 
tion of  the  heart  may  be  normal  in  every  respect. 
The  electrocardiogram  is  normal  in  approximately 
half  of  the  cases.  The  other  half  will  show  evidence 
of  myocardial  changes  or  left  axis  deviation  or  both. 

Differential  Diagnosis. — It  might  be  well  here  to 
say  a few  words  concerning  other  conditions  most 
commonly  confused  with  angina  pectoris.  The  fol- 
lowing list  is  not  complete.  These  are,  roughly,  in 
the  order  of  their  frequency: 

1.  Indigestion,  heart  burn,  “gas  pains”,  etc. 

2.  Cardiac  neurosis,  neuro-circulatory  asthenia. 

3.  Premature  beats. 


4.  Organic  heart  disease. 

5.  Gall-bladder  disease. 

6.  Hypertrophic  arthritis. 

7.  Pleurisy. 

8.  Intercostal  neuralgia. 

9.  Toxic  effects  of  tobacco  or  coffee. 

It  would  be  easy  to  give  cases  illustrating  each  of 
these  conditions.  Intercostal  neuralgia  is  a much 
abused  diagnosis.  As  a rule,  these  cases  are  either 
a segmental  neuritis  from  hypertrophic  arthritis  or 
are  true  angina.  Herpes  zo.ster  followed  by  inter- 
costal neuralgia  is  a relatively  rare  condition. 

Treatment. — First,  let  us  be  sure  of  our  diagnosis. 
Many  a cardiac  neurosis  has  been  fostered  and  nou- 
rished by  the  well-meaning  but  mistaken  attending 
physician. 

Considering  the  treatment,  we  must  tell  the  patient 
in  a sensible  way  just  what  his  trouble  is.  Never 
should  we  use  the  word  angina  to  the  patient.  This 
word  strikes  terror  to  the  heart  and  connotes  impend- 
ing sudden  death.  Dr.  William  Stroud  says  we 
should  tell  the  patient  he  has  “relative  anoxemia  of 
the  myocardium”.  I have  had  no  difficulty  in  ex- 
plaining to  a patient  that  exercise  or  excitement  calls 
for  an  increased  work  and  blood  supply  of  the  heart 
and  that  the  arteries  do  not  supply  enough  blood  at 
the  time  when  the  pain  occurs.  Of  course,  a respon- 
sible member  of  the  family  should  immediately  be 
told  of  the  uncertainty  of  the  disease  and  the  liabil- 
ity to  sudden  death  at  any  time.  All  of  our  therapeu- 
tic efforts  are  aimed  at  prevention  and  relief  of  the 
attacks  of  pain.  It  is  necessary  to  go  carefully  into 
every  detail  of  the  habits  and  activities  of  our  patient. 
The  diet  should  be  light  and  nutritious,  avoiding 
bulky  foods.  A five  meal  diet  is  sometimes  worth 
while.  We  know  that  attacks  are  prone  to  follow  a 
heavy  meal  with  over-distention  of  the  stomach.  I 
have  known  patients  to  use  the  stomach  tube  them- 
selves in  order  to  relieve  the  pain.  One  patient  often 
has  an  attack  when  she  drinks  any  very  cold  liquid. 
Over-weight  patients  should  l)e  reduced — to  lessen 
the  work  of  the  heart.  Dr.  Kerr,  of  San  Francisco, 
has  reported  relief  of  anginal  attacks  in  over-weight 
patients  by  the  wearing  of  a firm  elastic  abdominal 
belt,  lliis  aids  respiration  by  raising  the  diaphragm 
during  e.xpiration.  ISIany  of  these  cases  were  able  to 
dispense  with  the  belt  after  a weight  reduction 
schedule. 

Now  as  to  the  liquid  diet.  Alcohol  in  moderation 
is  not  harmful;  it  may  even  be  helpful  in  relieving 
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or  preventing  an  attack.  Coffee,  tea  and  coca-cola  are 
best  avoided;  they  increase  the  heart  rate  and  the 
work  of  the  heart.  For  the  coffee  addict,  Sanka  or 
Kaffee  Hague  is  worth  trying,  or  we  might  allow 
one  cup,  of  real  coffee  in  the  morning.  Water  need 
not  be  restricted ; very  cold  drinks  sometimes  cause  an 
attack.  In  this  connection,  it  is  interesting  to  recall 
that  a cold  drink  may  cause  inversion  of  a normal 
T wave  in  the  electrocardiogram. 

Tobacco,  in  my  opinion,  is  definitely  harmful. 
\\’e  know  that  it  causes  vasoconstriction  and  we  also 
know  there  are  occasional  cases  of  tobacco  angina 
which  are  completely  cured  by  leaving  tobacco  alone. 
One  need  not,  however,  be  too  severe  in  this  restric- 
tion ; some  nervous  tense  individuals  are  undoubtedly 
calmed  down  by  an  occasional  cigarette.  My  own 
feeling  is  that  we  should  not  be  dependent  on  any 
kind  of  stimulant.  We  never  missed  tobacco  before 
we  began  smoking,  and  if  we  stopped  we  would  soon 
be  in  that  same  position  again.  I know  a man  who 
has  anginal  attacks  of  such  severity  that  morphine 
and  hyoscine  are  necessary  for  relief,  and  yet,  against 
the  advice  of  several  doctors,  he  continues  to  smoke  a 
pack  and  a half  of  cigarettes  daily!  Such  is  the 
power  of  the  weed  or  the  weakness  of  the  human  will, 
which  ever  you  please. 

What  about  exercise?  Too  much  is  harmful,  but 
in  moderation  it  is  probably  beneficial.  It  is  well  to 
tell  your  patient  to  stop  just  short  of  the  point  that 
produces  pain,  and  always  to  stop  at  the  first  sign  of 
pain.  It  seems  that  the  reflex  which  is  responsible 
for  the  pain  is  produced  more  readily  with  each 
repetition  of  the  inciting  factor.  We  should  instruct 
our  patients  to  walk  slowly,  never  run,  avoid  hills 
and  steps.  It  is  well  to  live  on  the  first  floor.  Where 
this  is  impossible,  we  might  consider  the  advisability 
of  having  an  inclinator  or  small  elevator  installed. 
One  of  my  patients  had  a very  clever  contrivance 
whereby  she  could  negotiate  any  steps  with  the  aid 
of  a companion.  It  worked  on  the  lever  principle 
and  raised  her  one  step  at  a time. 

Cold  and  windy  weather  are  bad  for  the  anginal 
patient  and  such  exposure  should  be  avoided  if  pos- 
sible. Where  the  expense  is  no  consideration,  it  may 
be  advisable  to  follow  the  example  of  the  birds  and 
go  south  in  the  Winter. 

We  should  caution  our  patients  to  avoid  all  un- 
necessary- physical  exertion  and  excitement.  .A.  rest 
after  the  midday  meal  is  advisable  and  nine  or  ten 
hours  rest  in  bed  at  night.  They  should  avoid  lifting 


and  hurrying,  arguments  and  exciting  games,  should 
not  attend  parties  in  the  evening,  and  should  avoid 
crowds. 

Now  we  come  to  the  use  of  drugs.  First  and  fore- 
most are  the  members  of  the  nitrite  family.  An  Eng- 
lish physician,  Sir  Lauder  Brunton,  was  the  first  to 
use  amyl  nitrite  for  the  relief  of  anginal  pain  in 
1871,  and  in  1879  Murrell  first  used  nitroglycerine 
which  has  several  advantages  over  the  former  drug. 
It  is  best  given  in  hypodermic  tablet  form  to  be  al- 
ways carried  by  the  patient  and  used  at  the  first  in- 
dication of  an  attack.  I have  already  mentioned 
that  it  should  be  fresh;  it  would  be  helpful  if  the 
manufacturers  were  required  to  date  this  drug  as 
they  do  the  biologicals.  1/100  gr.  is  the  dose  usually 
prescribed,  but  some  patients  will  find  that  1 /200  gr. 
will  give  them  the  same  relief  without  the  headache 
that  frequently  follows  the  larger  dose.  It  should  be 
crushed  and  swallowed  but  will  also  act  if  placed 
under  the  tongue.  If  effective,  it  will  act  usually  in 
less  than  a minute.  If  no  relief  is  obtained  in  three 
to  five  minutes  it  may  be  repeated  and  there  seems 
to  be  no  danger  in  repeating  it  many  times  a day. 
Some  tolerance  to  the  drug  is  eventually  established 
and  such  cases  may  require  the  use  of  1/50  gr. 
tablets  or  perhaps  the  use  of  spirits  of  nitroglycerine 
and  a dropper.  In  cases  with  many  attacks  each 
day  it  may  be  helpful  to  use  the  tablets  every  two 
or  three  hours  regardless  of  whether  pain  is  ex- 
perienced or  not.  In  this  way  the  patient  is  kept 
much  more  comfortable.  There  is  another  point 
worth  remembering;  In  cases  where  some  unusual 
effort  or  e.xcitement  is  unavoidable,  it  is  often  best  to 
take  a tablet  beforehand.  In  this  way  a flight  of 
steps  may  be  negotiated  or  a board  meeting  presided 
over  with  safety. 

The  other  drugs  of  proven  value  in  angina  pectoris 
are  few.  For  relief  of  the  attack  alcohol  is  a remedy 
that  is  usually  available  and  often  effective.  In 
some  severe  cases  nitroglycerine  is  not  very  effective 
and  we  may  be  obliged  to  use  an  opiate.  Inhalations 
of  trichlorethylene  may  be  helpful,  but  this  drug 
has  proved  disappointing  as  regards  reducing  the 
number  and  severity  of  the  attacks.  A sedative  at 
night  may  be  of  value  in  cases  subject  to  nocturnal 
attacks.  Phenobarbital  1/2  to  1 1/2  gr.  is  most  com- 
monly employed.  The  xanthine  derivatives  are  used 
very  widely  to  prevent  attacks  and  are  of  considerable 
value  in  my  experience.  Theobromine  frequently 
causes  jxilpitation  and  excitement.  Theophylline  is 


1940] 


Virginia  Medical  Monthly 


277 


the  best — it  acts  more  on  the  blood  vessels  and  less 
on  the  brain  than  theobromine  or  caffeine,  another 
member  of  this  group  of  drugs.  Theophyllin  ethy- 
lene diamine,  or  aminophyllin,  is  the  drug  of  choice. 
It  is  most  often  used  in  the  form  of  1 1/2  gr.  tablets 
three  times  a day.  It  should  be  dissolved  in  a glass 
of  water  and  taken  preferably  one  hour  before  meals 
to  avoid  interference  with  digestion.  As  for  the  use 
of  the  various  tissue  extracts,  they  have  been  found 
to  be  of  no  practical  value.  In  the  cases  in  which  I 
have  used  them  I have  seen  no  benefit  whatsoever, 
and  this  is  the  general  experience  of  others  who  have 
tried  them. 

I have  not  mentioned  digitalis.  This  drug  has  been 
known  to  aggravate  angina  pectoris,  and  it  is  usually 
stated  that  its  use  should  be  reserved  for  those  cases 
where  definite  signs  of  congestive  failure  are  present. 
This  is  certainly  true  after  an  attack  of  coronary 
thrombosis.  On  the  other  hand,  I can  see  no  harm  in 
tr}'ing  it  in  angina  pectoris  and  feel  sure  that  many 
cases  will  be  benefited  by  its  use. 

When  other  diseases  are  associated  with  angina 
pectoris  they  should  be  treated,  for  example,  syphilis 
or  diabetes.  .A  word  of  caution  is  necessary  in  the 
case  of  diabetes.  .A  diabetic  with  angina  is  best  not 
treated  too  vigorously  for  diabetes — they  are  better  off 
when  allowed  to  run  a little  sugar,  rather  than  to  run 
the  risk  of  hypoglycemia,  because  attacks  of  angina 
pectoris  or  even  coronary  thrombosis  are  often  pro- 
duced by  hypoglycemia. 

There  are  several  other  procedures  of  occasional 
help.  Sometimes  an  attack  can  be  warded  oft'  by 
voluntary  deep  and  rapid  breathing  for  a minute  or 
two.  Some  severe  cases  are  benefited  by  spending 
one  day  a w'eek  in  bed.  Hot  applications  to  the 
chest  may  give  some  relief.  For  cases  that  are  sub- 
ject to  nocturnal  attacks,  erythrol  tetranitrate  1 /2  gr. 
at  bedtime  may  be  of  value.  A small  dose  of  codeine 
or  morphine  at  bed-time  may  likewise  prevent  these 
nocturnal  attacks. 

In  severe  cases  where  pain  occurs  following  the 
least  exertion  and  the  patient  is  severely  handi- 
capped, we  should  consider  some  surgical  procedure 
to  interrupt  the  pain  pathway.  The  only  surgical 


procedure  used  to  any  extent  today  is  the  injection  of 
the  posterior  nerve  roots  with  alcohol.  This,  in  the 
hands  of  an  experienced  surgeon,  is  without  much 
risk  and,  if  successful,  may  give  relief  for  from  three 
to  six  months.  Sometimes  a painful  intercostal  neu- 
ritis follows  but  this  does  not  last  long.  Thyroidec- 
tomy for  the  relief  of  anginal  pain  seems  to  have 
failed  to  live  up  to  expectations  and  is  rarely  done 
at  present. 

There  is  a certain  group  of  cases  that  deserve  spe- 
cial comment.  Several  papers  have  recently  ap- 
peared regarding  this,  i.e.,  threatened  coronary  oc- 
clusion. When  a patient  suddenly  begins  having  re- 
peated attacks  of  anginal  pain  and  yet  has  none  of 
the  signs  of  a coronary  occlusion  in  the  way  of  in- 
creased sedimentation  rate  or  characteristic  electro- 
cardiographic changes,  we  are  justified  in  assuming 
that  an  occlusion  is  threatening  or  imminent.  These 
cases  should  be  put  to  bed  and  treated  just  like  a 
case  of  coronary  thrombosis.  .A  certain  number  will 
go  on  and  have  a closure  of  a coronary  artery.  When 
this  occurs  in  a patient  who  has  been  for  some  days 
at  rest,  the  mortality  is  very  low,  as  Masters  has 
shown.  Others  will  after  a few  weeks  rest  stop  hav- 
ing the  seizures  and  escape  this  catastrophe.  I have 
seen  several  such  cases. 

In  conclusion,  I should  like  to  emphasize  several 
points  in  the  treatment  of  angina  pectoris.  First,  tell 
the  patient  what  is  wrong  without  using  the  term 
angina,  so  that  he  will  understand  how  to  take  care 
of  himself.  Second,  we  must  go  into  the  patient’s 
personal  habits  and  daily  life  in  detail  so  as  to  help 
in  every  possible  way  to  avoid  the  attacks.  Lastly, 
we  must  treat  each  case  individually,  and  remember 
that  we  have  a large  choice  of  therapeutic  measures 
at  our  disposal — if  one  does  not  help,  another  may. 
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ESOPHAGEAL  DIVERTICULUM.* 


R.  L.  Payne,  M.D., 

and 

R.  D.  Tones,  Jr.,  M.D., 

Norfolk,  Va. 


There  are  two  types  of  diverticula  that  arise  from 
the  lateral  wall  of  the  esophagus,  namely,  the  traction 
and  the  pulsion  Lpe.  .\lthough  the  former — the 
Lanier-Hackerman  type — is  generally  considered  a 
diverticulum  of  the  esophagus,  in  reality  it  is  not  a 
true  diverticulum.  It  is  a dilatation,  the  result  of 
traction  caused  by  extraesophageal  pathology.  All 
layers  of  the  esophagus  are  involved,  and  this  type 
invariably  occurs  within  the  thorax.  The  type  to 
which  we  shall  limit  our  remarks  is  the  true,  or 
pulsion  diverticulum.  As  far  as  we  know,  it  occurs 
only  in  the  extrathoracic  portion  of  the  esophagus 
and  is  a true  diverticulum,  the  wall  of  the  sac  con- 
sisting only  of  mucous  membrane. 

Etiology 

At  the  lowermost  end  of  the  pharynx,  where  the 
inferior  constrictor  muscles  of  the  pharynx  and  the 
transverse  and  oblique  fibers  of  the  cricopharyngeal 


No.  1 — Showing  esophageal  diverticulum  presenting  on  the  left 
side  of  the  esophagus  and  trachea. 


muscle  join  to  form  the  proximal  end  of  the  eso- 
})hagus,  there  is  always  a congenitally  weak  spot  in 

*Read  before  the  seventieth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Richmond,  October  3-5, 
1939. 


the  posterior  wall  of  the  alimentary  tube.  It  is  here 
that  the  sac  of  the  true  or  pulsion  type  of  esophageal 
diverticulum  always  develops  as  a gradual  protru- 
sion of  the  membranous  lining  through  the  muscular 
coats.  The  accepted  theory  of  the  causation  of  the 
protrusion  is  that  under  increased  intraesophageal 
pressure  during  deglutition,  the  mucous  membrane 
is  forced  through  the  weak  spot  which  is  always  lo- 


No.  2 — Showing  esophageal  diverticulum  presenting  on  the  right 
side  of  the  esophagus  and  trachea. 


cated  posteriorly  and  at  the  level  of  the  cricoid 
cartilage  in  the  neck. 

The  physiologists  tell  us  that  the  upper  ojiening 
of  the  esophagus  closes  during  deglutition  in  order 
to  permit  the  passage  of  food  downward  to  the  stom- 
ach; otherwise,  regurgitation  would  occur.  There  is 
a strong  downward  peristaltic  wave  produced  by  the 
musculature  of  the  esophagus,  and  when  food  is 
poorly  chewed  and  rapidly  swallowed,  the  intra- 
esophageal pressure  is  abnormally  increased.  Under 
these  conditions  increased  tension  is  brought  to  bear 
on  the  congenitally  weak  spot.  As  the  sac  develops, 
it  lies  just  in  front  of  the  cervical  vertebra  between 
the  prevertebral  and  pretracheal  fascia,  and,  in  the 
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majority  of  cases,  presents  itself  in  the  left  side  of 
the  neck  posterior  to  the  thyroid  gland  and  internal 
to  the  carotid  sheath.  As  the  sac  enlarges  and  be- 
comes distended  with  mucus  and  food,  it  extends 
downward  between  the  planes  of  cervical  fascia  into 
the  upper  thorax.  Not  infrequently  such  a sac  be- 
comes so  large  that  it  may  be  found  behind  the 
clavicle  or  the  sternum,  and  in  rare  instances  may 
extend  several  inches  within  the  thoracic  cavity. 
When  such  a sac  is  completely  emptied,  however,  it 
usually  rises  into  the  neck  and  diminishes  materially 
in  size. 

Pathology 

The  sac  varies  greatly  from  a very  small  pouch  to 
one  which  may  be  sufficiently  large  to  occupy  a con- 
siderable portion  of  the  upper  mediastinum.  As  the 
sac  increases  in  size  the  unyielding  resistance  of  the 
cervical  vertebra  causes  it  to  push  forward.  The 
esophagus,  as  a result,  is  pushed  forward  and  par- 
tially rotated  on  its  long  axis  so  that  its  lumen  below 
the  opening  of  the  sac  is  reduced  to  a slit.  Also,  the 
laryn.x  and  trachea  are  pushed  forward  until  the  limit 
of  expansion  of  the  cricoid  cartilage  is  reached  in 
front.  Further  expansion  must  then  take  place  later- 
ally, and  since  the  esophagus  normally  deviates  to 
the  left,  it  is  usually  on  this  side  that  it  occurs. 
Having  once  fully  developed,  such  a sac  is  practi- 
cally never  entirely  empty  of  retained  and  decom- 
posed food.  As  a result,  one  is  not  surprised  at  find- 
ing inflammatory  changes,  ulceration,  and  occasion- 
ally malignant  degeneration  in  the  w-alls  of  a di- 
verticulum of  long  standing.  The  larger  the  sac, 
the  thicker  the  walls,  the  more  apt  it  is  to  be  ad- 
herent to  surrounding  tissues.  The  lining  is  com- 
posed of  stratified  squamous  epithelium  and  there 
may  or  may  not  be  a muscularis  mucosa.  The  real 
thickness  of  the  wall  is  supplied  by  the  tunica  propria 
which  is  derived  from  the  pharyngeal  fascia.  Be- 
tween this  and  the  lining  membrane  is  loose  areolar 
tissue,  and  close  to  the  neck  of  the  sac  there  may  be 
a few  muscle  fibers  which  have  been  pulled  down 
from  the  cricopharyngeal  muscle.  As  a result  of 
overflow  of  fetid  material  from  the  sac  which  is 
sometimes  aspirated,  such  complications  as  bron- 
chiectasis, pneumonia  and  pulmonary  abscess  are  not 
uncommon. 

Symptoms 

The  first  s)Tnptoms  of  esophageal  diverticulum  are 
those  related  to  stenosis.  The  patient  complains  of  an 


excess  of  saliva  in  the  throat,  associated  with  a con- 
stant irritable  cough  and  occasionally  dyspnea.  The 
excess  of  saliva  may  be  explained  by  the  escape  of 
the  contents  of  the  sac  into  the  pharynx,  and  the  ir- 
ritable cough  and  dyspnea  by  pressure  of  the  sac  on 
the  recurrent  laryngeal  nerve.  Swallowing  becomes 
progressively  more  difficult  and  is  associated  with 
regurgitation  of  food  some  hours  after  eating.  As  the 


No.  3 — Lateral  view  of  esophageal  diverticulum  projecting  into 
thorax. 

sac  increases  in  size  the  earlier  symptoms  become 
exaggerated  because  of  pressure  on  the  lateral  wall 
of  the  esophagus.  Furthermore,  as  the  neck  of  the 
sac  elongates,  it  becomes  more  and  more  difficult  for 
the  sac  to  empty  itself.  Its  weight  is  increased,  and 
as  a result  of  traction  from  the  downward  pull,  the 
axis  of  the  esophagus  is  often  changed.  So,  with  the 
axis  of  the  esophagus  changed,  the  opening  reduced 
to  a small  slit,  and  the  esophagus  itself  partially  col- 
lapsed from  external  pressure,  the  act  of  swallowing 
becomes  progressively  a more  formidable  procedure. 
Mucus  and  food  accumulate  in  the  sac  and  it  is 
rather  common  for  a patient  to  state  that  he  re- 
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gurgitates  food  swallowed  two  or  three  days  pre- 
viously. Pain  is  a frequent  sjTnptom,  and  is  relieved 
by  the  ejection  of  food  and  mucus  from  the  sac.  If 
there  is  a visible  mass  in  the  neck,  the  sac  can  some- 
times be  reduced  by  pressure  and  manipulation, 
which  is  accompanied  by  a gurgling  or  squash-like 
sound  as  the  food,  mucus  and  air  regurgitate  into 
the  phar\mx. 

This  procedure  is  often  facilitated  by  lowering  the 
head  at  the  same  time  that  pressure  is  made  upon  the 
neck. 


period  of  time,  when  they  finally  reach  the  surgeon 
they  present  more  often  than  not  a marked  state  of 
inanition.  It  is  common  for  the  patient  to  state  that 
there  has  been  a loss  of  from  twenty  to  forty  pounds 
of  weight. 

Of  all  diagnostic  signs,  the  most  reliable  can  be 
elicited  by  the  use  of  X-ray.  Both  fluoroscopic  and 
flat  plate  examinations  should  be  employed.  In  the 
presence  of  a true  diverticulum  of  the  esophagus,  by 
means  of  the  fluoroscopic  screen  one  can  see  the 
barium  mixture,  when  swallowed,  immediately  fill 
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No.4 — Drawing  illustrating  neck  of  esophageal  diverticulum  located  at  the  level  of  the  cricoid 
cartilage. 


A valuable  sign  which  I have  found  most  useful 
both  in  diagnosis  and  in  identifying  the  sac  at  the 
time  of  operation  was  first  discovered  and  employed 
by  Dr.  Willard  Bartlett.  It  consists  of  having  the 
patient  hold  the  nostrils  with  mouth  tightly  closed. 
Instructions  are  then  given  to  blow  hard,  just  as  one 
would  do  when  forcing  air  through  the  eustachian 
tube.  By  this  means  an  empty  esophageal  diverticu- 
lum can  be  made  to  fill  with  air  and  thus  become 
more  prominent  in  the  neck. 

Because  of  the  fact  that  these  patients  usually  have 
had  such  difficult}-  in  swallowing,  often  over  a long 


the  sac.  If  more  barium  is  then  given  it  can  be  seen 
to  pass  without  difficulty  by  the  sac  and  continue 
down  the  esophagus  into  the  stomach.  In  all  other 
forms  of  esophageal  obstruction  the  barium  mixture 
does  not  pass  readily  into  the  stomach,  but  is  seen 
as  a fine  line  along  the  course  of  the  esophagus,  both 
by  fluoroscopic  and  flat  plate  examinations.  In  case 
of  true  diverticulum  there  is  no  line  of  bismuth  shown 
along  the  course  of  the  esophagus  by  the  flat  plates. 
This  is  due  to  the  fact  that  once  the  diverticulum  is 
filled,  the  remainder  of  the  barium  mixture  passes 
freely  downward  into  the  stomach.  Before  X-ray  was 
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employed  in  the  diagnosis  of  these  cases,  many  of 
theme  were  diagnosed  stricture  of  the  esophagus  or 
cancer,  and  often  gastrostomy  was  performed  to  pre- 
vent starvation. 

T REATMENT 

The  treatment  of  pulsion  diverticulum  of  the  eso- 
phagus should  always  be  surgical,  and  operation 
should  be  performed  as  early  as  possilile,  except  in 


is  nothing  to  prevent  infection  spreading  down  be- 
tween the  fascial  planes  into  the  posterior  media- 
stinum. The  blood  supply  is  poor,  which  makes 
healing  an  uncertainty,  and  where  the  blood  supply 
has  been  interferred  with,  sloughing  is  prone  to  oc- 
cur. The  recognition  of  these  facts  and  a proper  re- 
gard for  their  importance  has  enabled  various  sur- 
geons to  develop  technical  procedures  which,  when 
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No.  5 — Sketch  of  anatomical  dissection  illustrating  the  point  of  muscular  weakness  where  the 
inferior  constrictor  joins  the  transverse  and  oblique  fibers  of  the  cricopharyngeal  muscle.  At 
this  point  the  esophageal  diverticulum  emerges. 


rare  instances  where  there  may  exist  some  definite 
contraindication.  However,  one  should  ever  remain 
cognizant  of  the  fact  that  any  operation  upon  the 
esophagus  is  serious,  and  is  accompanied  by  more  or 
less  risk.  The  viscus  is  not  easily  accessible,  espe- 
cially the  thoracic  portion.  The  wall  of  the  sac  is 
usually  quite  thin  and  the  contents  are  highly  in- 
fectious. The  approach  to  the  sac  is  through  the 
cellular  tissues  of  the  neck,  and  if  leakage  takes 
place  before  protective  adhesions  have  formed  there 


carefully  applied,  have  to  a great  extent  overcome 
these  hazards.  That  the  latter  is  true  is  borne  out  by 
the  excellent  results  which  have  been  reported  in  re- 
cent years  by  Lahey,  Jackson,  C.  H.  Mayo,  Judd 
and  others. 

Such  therapeutic  procedures  as  irrigating  the  sac, 
dilating  the  esophagus  with  sounds,  or  wearing  a 
string  over  which  metal  olives  may  be  passed,  have 
become  obsolete.  The  most  that  one  could  hope  to 
accomplish  by  such  treatment  would  be  palliation. 
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and,  furthermore,  actual  harm  may  be  done.  First, 
one  must  remember  that  the  esophagus  is  easily  rup- 
tured in  these  cases,  and,  second,  that  even  the  slight- 
est temporar}’  improvement  may  give  the  patient  false 
encouragement  and  lead  to  postponement  of  opera- 
tion until  the  sac  has  become  much  larger  and  the 
general  state  of  inanition  is  far  advanced. 

Quite  naturally,  attempts  have  been  made  to  de- 
velop a technique  by  which  the  sac  could  be  in- 
verted and  tied  off  through  an  esophagoscope  and 


soon  became  evident  that  it  was  impracticable  where 
the  sac  was  large,  and  that  in  all  cases  it  was  dan- 
gerous. 

At  the  present  time  it  is  generally  conceded  that 
the  only  satisfactory  way  of  treating  pulsion  diver- 
ticulum of  the  esophagus  is  to  remove  the  sac.  The 
chief  surgical  contention  is  whether  the  operation 
should  be  performed  in  one  or  in  two  stages.  Ac- 
cording to  Jackson  and  Babcock,  in  selected  cases 
the  one-stage  operation  is  preferable.  They  claim 


No.  6 — Drawing:  of  anatomical  dissection  illustrating  the  method  of  approach  and  the  structures 
involved  in  the  operation  for  rupture  or  diverticulum  of  the  esophagus. 


thus  avoid  the  dangers  of  cutting  across  the  fascial 
planes  of  the  neck.  These  attempts,  however,  were 
accompanied  by  a high  mortality  rate  and  at  the 
present  time  have  been  practically  abandoned. 

Of  the  earlier  operations,  the  method  of  Girard, 
which  consists  of  invaginating  the  sac,  suturing  the 
esophageal  walls,  and  allowing  the  sac  to  atrophy 
and  slough  off  within  the  esophagus,  gave  promise 
of  being  a satisfactory  way  of  handling  these  cases. 
This  method  was  revived  by  Bevan  in  1917,  but  it 


that  it  can  be  performed  through  a small  transverse 
incision,  that  it  limits  the  amount  of  trauma  and  ex- 
posure of  tissue,  that  no  important  structures  are 
divided,  that  accurate,  very  delicate  suture  of  the 
neck  of  the  sac  prevents  contamination,  and  that  it 
spares  the  patient  the  inconvenience  of  the  two-stage 
operation.  On  the  other  hand,  Murphy,  C.  H.  Mayo, 
Judd  and  Lahey  have  all  been  strong  advocates  of 
the  two-stage  procedure.  In  an  excellent  review  of 
the  subject,  Maes  states,  “for  the  occasional  surgeon 
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there  can  be  no  question  that  the  two-stage  operation 
is  the  method  of  choice,  and  even  the  expert  surgeon, 
in  die  opinion  of  the  reviewer,  would  do  well  to  con- 
iine himself  to  it.” 

The  primary  object  of  performing  the  operation  in 
two  stages  is  to  allow  the  fascial  planes  of  the  neck,  to 
become  occluded,  thus  protecting  the  mediastinal 
space  before  these  tissues  are  exposed  to  contamina- 
tion from  the  lumen  of  the  sac.  This  can  usually  be 


the  operation.  It  therefore  behooves  one  to  weigh 
the  problem  from  many  angles  before  making  a 
choice.  Some  surgeons  prefer  rather  deep  narcosis 
combined  with  regional  infiltration,  while  others  feel 
that  intratracheal  anesthesia  is  the  method  of  choice. 
In  our  practice  rather  mild  sedation  combined  with 
local  infiltration  has  proved  to  be  quite  safe  and 
satisfactory.  We  prefer  this  method  because  of  the 
fact  that  these  patients  are  more  often  than  not  eld- 


No.  7 — Drawing  (modified  after  Labatt)  showing  the  nerve  supply  involved  in  cervical  block 
anesthesia. 


accomplished  by  carefully  and  completely  dissecting 
the  diverticulum  down  to  its  neck  and  implanting  the 
sac  at  a higher  level  in  the  wound  as  the  first  stage. 
Seven  to  ten  days  later,  after  adhesions  have  sealed 
off  the  fascial  planes,  the  extirpation  of  the  sac  can 
be  done  with  safety. 

Anesthesia 

The  type  of  anesthesia  employed  when  operating 
upon  a patient  for  diverticulum  of  the  esophagus  has 
a direct  bearing  not  only  upon  the  immediate  risk  of 
operation,  but  quite  definitely  upon  the  ease  and 
precision  with  which  the  surgeon  is  able  to  perform 


erly  or  at  least  generally  debilitated,  and,  therefore, 
are  poor  subjects  for  deep  anesthesia.  Furthermore, 
under  general  anesthesia  it  is  impossible  to  carry  out 
the  method  of  Bartlett  in  detecting  the  sac,  a proce- 
dure which  we  have  found  most  useful. 

To  successfully  operate  under  local  block,  one  must 
have  a definite  knowledge  of  the  nerve  supply  of  the 
region.  The  soft  tissues  of  the  anterior  portion  of 
the  neck  are  supplied  by  the  second,  third  and  fourth 
cervical  nerves,  the  terminal  branches  of  which 
emerge  along  the  posterior  border  of  the  stemomas- 
toid  muscle.  Infiltration  of  these  branches  along  the 
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posterior  border  of  the  muscle  supplies  anesthesia  of 
the  skin,  but  not  to  the  deeper  structures  of  the  neck. 
It  is  therefore  necessary  to  reach  these  nerves  at  their 
point  of  exit  from  the  spinal  column  which  is  on  a 
level  with  the  transverse  processes  of  the  third,  fourth 
and  fifth  vertebrae  in  order  to  obtain  sufficient  deep 
anesthesia.  To  attain  this  depth  one  should  use  a 
needle  which  is  at  least  6 cm.  in  length. 


just  posterior  to  the  stemomastoid  muscle.  The 
needle  is  inserted  downward  until  the  bone  is  en- 
countered, and  the  soft  tissues  infiltrated  with  1 per 
cent  novocain  as  it  is  gradually  withdrawn,  outward 
to  the  skin.  In  addition,  the  superficial  tissues  should 
be  infiltrated  from  the  midline  posteriorly  along  the 
mandible,  downward  to  the  episternal  notch  and 
thence  laterally  above  the  clavicle.  This  blocks  thb 


No.  8 — ^Drawing  showing  points  of  deep  and  superficial  infiltration  necessary  in  operation  on 
esophageal  diverticulum  under  local  anesthesia. 


The  first  point  of  injection  is  one  finger-breadth 
below  the  tip  of  the  mastoid  and  on  a line  with  the 
angle  of  the  jaw  (see  illustration).  The  second  point 
is  5 cm.  lower,  just  anterior  to  the  posterior  border 
of  the  stemomastoid  muscle  and  on  a line  with  the 
superior  border  of  the  thyroid  cartilage,  and  the  third 
pK)int  of  injection  is  5 cm.  below  the  second,  on  a 
level  with  the  sixth  cerA'ical  transverse  process  and 


sensory  branches  which  come  from  the  facial  nerve 
above  and  the  filaments  from  the  third  cervical  nerve 
from  the  opposite  side. 

T^is  anesthesia  has  proved  to  be  quite  sufficient 
in  all  types  of  operation  for  esophageal  diverticulum. 
Though  the  mucosa  of  the  esophagus  is  sensitive  to 
heat  and  cold,  it  is  insensitive  to  pain.  However,  in 
freeing  large,  deeply  situated,  intrathoracic  sacs,  one 
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may  encounter  severe  pain  for  a few  minutes  which 
occasionally  necessitates  resorting  to  a brief  admin- 
istration of  anesthetic  gas. 

Technic 

The  diverticulum  is  usually  most  easily  ap- 
proached by  means  of  an  incision  along  the  anterior 
border  of  the  left  sternomastoid  muscle  at  the  level 
of  the  cricoid  cartilage.  The  region  of  the  esophagus 
is  then  exposed  by  carefully  displacing  the  lobe  of  the 
thyroid  medially,  and  the  carotid  sheath  with  its  con- 
tents, laterally.  To  accomplish  this  step,  it  is  often 
necessary  to  ligate  the  middle  thyroid  vessels  and 
sometimes  the  inferior  thyroid  artery.  The  sac  can 
then  be  identified  and  by  gentle  traction  delivered 
up  into  the  incision.  In  case  there  is  difficulty  in 
identifying  the  sac,  it  may  be  easily  inflated  by  the 
method  of  Bartlett,  which  we  have  already  described. 
IMeticulous  care  should  be  taken  in  dissecting  the 
sac  from  surrounding  tissues,  and  particularly  so  as 
its  neck  is  approached.  The  sac  is  then  fastened  by 
a few  silk  sutures  to  the  sternomastoid  muscle  or  the 
skin  so  that  the  fundus  is  higher  than  its  neck.  In 
the  case  of  a very  small  diverticulum,  it  may  be 
sutured  to  the  pre-thyroid  muscles.  .A,fter  seven  to 
ten  days  the  sac  may  be  excised,  the  neck  of  the  sac 
closed  by  a few  interrupted  sutures,  and  the  wound 
of  approach  left  open  to  drain. 

It  has  come  to  the  author’s  knowledge  that  two 
operations  for  small  esophageal  diverticuli  were 
never  carried  beyond  the  first  stage  in  which  the 
fundus  of  the  sac  was  elevated  in  the  wound  at  a 
higher  level  than  its  neck.  Because  of  complete 
functional  relief  the  surgeon  operating  in  these  cases 
decided  to  withhold  the  second  operation  in  which 
the  sac  would  be  removed.  This  procedure  would 
raise  many  questions  for  debate,  but  it  is  worthy  of 
consideration  under  some  extenuating  circumstances. 

Following  the  second  stage  in  which  the  sac  is  re- 
moved, it  is  quite  common  that  a fistula  develops 
through  which  nourishment  escapes,  in  the  act  of 
swallowing  from  the  esophagus,  and  drains  on  to  the 
neck.  , This  is  the  one  disagreeable  postoperative 
complication  in  these  operations.  Whether  removal 
of  the  sac  is  done  at  the  first  or  second  stage,  this 
complication  of  esophageal  fistula  can  usually  be 
jirevented,  or  its  disagreeable  features  overcome,  by 
the  introduction  of  an  indwelling  nasal  tube  into  the 
stomach  before  either  the  first  or  second  stage  opera- 
tion is  undertaken.  By  this  means  the  oral  adminis- 


tration of  nourishment  is  obviated,  yet  the  patient 
can  receive  nourishment  in  sufficient  quantities  over 
a period  during  which  healing  of  the  opening  in  the 
esophagus  and  in  the  wound  of  approach  can  take 
place  without  soiling.  Sometimes  one  finds  that  it  is 
impossible  to  pass  a nasal  tube  into  the  stomach  be- 
fore either  operation  is  undertaken.  Under  these 
circumstances  one  will  find  that,  during  the  operative 
dissection  and  after  the  sac  has  been  well  isolated,  it 
will  then  be  easy  to  introduce  the  nasal  tube  down 
the  esophagus  by  the  aid  of  the  operator’s  manipula- 
tion in  the  wound,  thereby  guiding  the  tube  by  the 
point  of  obstruction.  If  the  operator  finds  that  for 
one  reason  or  another  he  has  not  been  able  to  pass 
the  nasal  tube  down  the  esophagus  into  the  stomach, 
he  may  then  successfully  controvert  the  difficulties 
and  dangers  of  esophageal  leakage  by  doing  a 
jejunostomy,  thereby  making  it  possible  to  withhold 
all  fluids  and  nourishment  from  the  oral  tract.  In 
one  of  our  cases  extenuating  circumstances  forced  us 
to  utilize  this  procedure  with  the  gratifying  result 
that  the  esophageal  fistula  yielded  only  a slight  dis- 
charge for  about  three  days  and  the  operative  wound 
had  healed  sufficiently  to  permit  taking  food  by 
mouth  freely  on  the  tenth  day. 

With  regard  to  postoperative  dilatation  of  the  eso- 
phagus after  the  removal  of  the  diverticulum,  there 
is  still  considerable  debate  over  the  necessity  of  this 
procedure.  In  any  event,  it  should  not  be  undertaken 
unless  there  is  some  definite  sign  of  obstruction  in 
swallowing,  and,  furthermore,  it  should  not  be  at- 
tempted for  thirty  days  after  the  operation.  Dilata- 
tion with  a woven  bougie  is  the  accepted  method,  and 
this  must  be  done  without  force  and  with  extreme 
caution.  Most  of  these  cases  will  secure  sufficient 
dilatation  through  the  swallowing  of  the  heavier 
types  of  food,  especially  meats,  and  though  they  ex- 
perience a certain  amount  of  obstruction  in  the  first 
few  weeks  after  operation,  this  usually  is  soon  over- 
come. Perforation  of  the  esophagus  by  bougie  or 
esophagoscope  is  by  no  means  an  uncommon  occur- 
rence, and  it  is  needless  to  add  that  this  is  a serious 
catastrophe.  If  perforation  from  instrumentation 
should  occur,  it  can  be  recognized  immediately  by 
the  escape  of  air  from  the  esophagus  into  the  tissues 
of  the  neck.  Usually  this  emphysema  can  readily  be 
recognized  by  palpation,  but  if  there  is  any  doubt, 
definite  determination  can  be  made  by  X-ray  films. 
It  seems  needless  to  add  that  if  this  catastrophe 
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should  develop,  immediate  operative  drainage  of  the 
posterior  mediastinal  space  should  be  carried  out  by 
the  usual  approach  through  the  neck,  and  the  patient 
placed  in  an  exaggerated  Trendelenburg  position  for 
several  days.  If  operation  is  delayed  even  a few 
hours  infection  may  spread  into  the  posterior  thoracic 
mediastinum  and  result  fatally.  We  have  observed 
one  such  case  in  which  diagnostic  esophagoscopy 
was  undertaken  and  rupture  of  the  esophagus  was 
produced.  This  patient  did  not  come  under  our  care' 
until  twenty-four  hours  after  the  esophagoscopic 
manipulation,  and  death  resulted  in  about  seven 
days. 

Our  experience  with  the  surgical  care  of  eso- 
phageal diverticula  is  limited  to  seven  cases.  One  of 
these,  as  above  mentioned,  died  as  a result  of  diag- 
nostic investigation  with  the  esophagoscope.  The 
other  six  were  all  operated  upon  successfully  and 
are  now  living  and  well,  over  a period  of  nineteen 
years  in  the  oldest  of  these,  and  approximately  one 
year  in  the  most  recent  case.  It  is  quite  natural  to  the 
inexperienced  surgeon  that  the  operative  cure  of 
these  problems  should  seem  to  be  formidable.  As  a 
matter  of  fact,  after  a surgeon  has  operated  upon 
two  or  three  of  these  cases  the  apparent  difficulties 
disappear,  and  one  can  be  reasonably  assured  that 
an  esophageal  diverticulum  can  be  removed  with 
complete  cure  and  without  mortality.  This  knowl- 
edge should  be  more  widely  emphasized,  for  it  is 
common  experience  to  have  the  family  physician  de- 
lay advising  the  patient  to  have  surgical  interven- 
tion, over  a long  period  of  time,  because  of  his  un- 
founded fears  concerning  a favorable  outcome. 

Medical  Arts  Building. 

Discussion 

Dr.  I.  A.  Bigger,  Richmond:  As  indicated  by  Dr. 
Payne,  there  must  be  many  patients  in  Virginia  with 
pharyngoesophageal  diverticula  who  for  various  reasons 
have  not  been  operated  upon.  This  is  unfortunate,  for 
the  condition  is  a serious  one.  Such  diverticula  not  only 
produce  very  disagreeable  symptoms  but  also  lead  to 
malnutrition  and  chronic  bronchopulmonary  infection.  It 
is  desirable,  therefore,  to  operate  upon  such  patients 
before  their  general  health  has  been  too  greatly  impaired. 

The  symptoms  are  quite  characteristic  and  the  final 
diagnosis  may  be  readily  confirmed  by  a competent 
roentgenologist.  Esophagoscopy  is  usually  unnecessary  and 
should  certainly  not  be  attempted  by  anyone  who  is  not 
an  expert  in  that  field. 

Operation  may  be  contraindicated  by  serious  consti- 


tutional disease  or  advanced  age.  About  eighteen  months 
ago  we  saw  an  83  year  old  lady  with  a moderate  sized 
diverticulum.  We  were  inclined  to  advise  against  opera- 
tion, because  of  her  age,  but  she  insisted  that  something 
be  done,  so  we  operated  upon  her  under  local  and  cervical 
block  anesthesia.  The  sac  was  freed  up  and  sutured  to 
the  cervical  fascia  in  an  inverted  position.  She  made  a 
satisfactory  recovery  and  has  so  far  been  completely 
relieved. 

This  operation  should  carry  much  less  danger  than 
either  the  one  or  two  stage  excision  of  the  sac  and  there- 
fore is  indicated  in  patients  who  are  poor  surgical  risks. 

Dr.  P.  P.  Vinson,  Richmond;  In  discussing  Dr.  Payne’s 
paper.  Dr.  Bigger  did  not  mention  a type  of  operation 
that  he  has  performed  on  two  of  our  patients.  This 
operation  consists  of  attaching  the  fundus  of  the  diver- 
ticulum sac  to  the  deep  cervical  fascia  at  a level  higher 
than  the  opening  into  the  pharynx.  The  sac  is  not  re- 
moved but  inverted,  permitting  free  drainage  and  avoid- 
ing retention  of  food.  This  procedure  is  associated  with 
very  little  risk  and  is  indicated  particularly  in  patients  of 
advanced  years. 

I cannot  agree  with  Dr.  Payne  that  operation  for  re- 
moval of  diverticulum  is  a simple  type  of  surgical 
procedure.  In  a large  group  of  cases  the  mortality  rate 
will  probably  be  about  5-10  per  cent,  and  I believe  that 
the  operation  that  Dr.  Bigger  has  employed  is  preferable 
to  removal  of  the  sac  either  by  the  one-  or  two-stage 
operation. 

I agree  with  Dr.  Payne  about  the  question  of  esopha- 
goscopy. Complete  investigation  of  the  esophagus  should 
be  made  by  other  means  before  esophagoscopy  is  em- 
ployed except  in  cases  of  known  or  suspected  foreign 
body.  In  a patient  who  is  dehydrated  from  dysphagia 
associated  with  pharyngo-esophageal  diverticulum,  intro- 
duction of  a small  catheter  over  a guiding  thread  into 
the  esophagus  provides  an  easy  means  for  administering 
fluid  and  facilitates  surgery. 

Dr.  Payne,  closing  the  discussion:  In  closing,  I would 
like  to  say  a word  concerning  efforts  at  instrumentation 
in  these  cases,  as  suggested  by  the  two  gentlemen  who 
were  kind  enough  to  discuss  my  paper. 

I have  gone  into  the  details  of  instrumentation  in  my 
manuscript,  and  have  condemned  any  efforts  along  this 
line  because  of  the  danger  of  rupture  of  the  esophagus. 
Rupture  of  the  esophagus  is  a very  serious  catastrophe, 
and  calls  for  immediate  operation  to  repair  the  injury 
and  prevent  spread  of  infection  downward.  Many  men 
emphasize  in  their  operative  technique  the  necessity  of 
introducing  an  esophagoscope  into  the  sac  in  order  to 
help  the  surgeon  locate  the  sac  in  his  operative  pro- 
cedure. This  seems  to  me  to  be  absolutely  superfluous. 
It  hardly  seems  necessary  for  me  to  enlarge  on  that 
statement.  Any  man  who  knows  his  anatomy  and  has 
operated  upon  two  or  three  of  these  cases  can  always 
find  the  sac  very  readily.  I am  sorry  Dr.  Bigger  in  his 
discussion  did  not  enlarge  on  his  two  cases  in  which  he 
elevated  the  sac  at  the  first  operation  and  then  did  not 
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think  it  necessary  to  later  carry  out  the  second  stage 
of  removal  of  the  sac.  I don’t  know  but  what  that  is  a 
debatable  question,  because  there  are  many  cases  in  the 
literature  in  which  ulceration  of  the  sac  has  been  re- 
ported and  in  a few  cases  malignancy  has  occurred.  It  is 
conceivable,  if  ulceration  or  malignancy  does  not  occur 
in  the  sac,  that  atrophy  would  occur  when  it  is  elevated 


in  the  neck  sufficiently  to  prevent  filling  during  deglu- 
tition. 

I realize  full  well  that  in  these  cases  Dr.  Bigger 
exercised  good  surgical  judgment,  and  under  certain 
circumstances  the  omission  of  the  second  stage  for  re- 
moval of  the  sac  might  have  been  exactly  the  right 
procedure. 


THE  TREATMENT  OF  SCIATICA.* 


Don.ald  M.  Faulkner,  M.D., 

Associate  Professor  of  Orthopaedic  Surgery,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


Sciatica,  as  tlie  word  is  commonly  used,  is  a 
misnomer.  But  “low  back  pain  with  sciatic  radia- 
tion” is,  I believe,  a true  clinical  entity.  In  this 
paper,  this  is  what  is  meant  by  sciatica. 

Even  with  this  definition,  the  cases  considered  as 
sciatica  do  not  have  true  sciatic  pain.  It  will  be  re- 
membered that  the  posterior  tibial  nerve  is  one  of  the 
two  main  divisions  of  the  sciatic  nerve.  Yet,  it  is 
rare  in  sciatica  that  pain  ever  occurs  along  its  dis- 
tribution. The  t\"pical  sciatic  pain,  in  its  severe 
manifestation,  is  in  the  buttock,  the  antero-  and 
postero-lateral  surface  of  the  thigh,  the  antero-lateral 
aspect  of  the  leg  and  the  dorsum  of  the  foot.  Occa- 
sionally pain  or  anesthesia  is  complained  of  in  the 
sole  of  the  foot.  Often  the  most  severe  pain  is  in 
the  popliteal  space  and  at  the  great  sciatic  notch. 
In  two  very  severe  cases  that  I recall,  there  was  agon- 
izing pain  at  times  in  the  adductor  region  of  the 
thigh.  A few  sufferers  had  as  their  chief  complaint 
cramp-like  pains  in  the  calf. 

Badgley,^  in  reviewing  447  cases  of  low  back  pain 
with  sciatic  radiation,  states  that  “there  is  a char- 
acteristic pathway  for  this  radiation  arising  from  the 
region  of  the  posterior  spines  of  the  ilium,  over  the 
buttock  and  trochanter,  down  the  postero-lateral  and 
antero-lateral  surface  of  the  thigh,  the  antero-lateral 
aspect  of  the  leg  and  the  foot.  . . . This  distribution 
of  pain  is  not  the  distribution  of  the  sciatic  nerve. 
The  buttock  and  upper  thigh  receive  little  enervation 
from  the  sciatic  nerve,  so  it  would  be  difficult  to  ex- 
plain the  radiation  in  that  region  on  a sciatic  basis. 
The  posterior  tibial  nerve,  a large  component  of  the 
sciatic  nerve,  is  never  involved  in  our  cases  in  this 
radiation  of  pain. 

“On  the  other  hand,  the  area  of  involvement  is  the 

*Read  before  the  Richmond  Academy  of  Medicine, 
October  24,  1939. 


so-called  dorsal  axial  surface  of  the  leg  which  is 
supplied  by  the  postaxial  nerv'es  of  the  anterior  di- 
visions which  compose  the  lumbo-sacral  plexus.” 

Our  cases  of  sciatica  substantiate  his  conclusions 
— that  the  radiation  of  pain  is  not  sciatic  in  nature, 
“but  is  typically  a radiation  of  pain  over  the  pathway 
of  the  postaxial  distribution  of  the  lumbo-sacral 
plexus,  and  could  more  properly  be  called  postaxial 
plexalgia”.  But  sciatica  is  the  commonly  accepted 
name  for  this  type  of  pain. 

Sciatica,  as  is  well  known,  may  be  due  to  numerous 
causes.  Arthritis  or  other  disease  of  the  lumbar 
spine  or  sacro-iliac  joint  is  commonly  accompanied 
by  radiating  pain  in  thigh  and  leg.  One  of  the  most 
severe  and  completely  intractable  cases  of  sciatica 
the  writer  remembers  was  in  an  elderly  lady  in  w’hom 
we  could  find  no  cause  other  than  a most  marked 
arterio-sclerosis  of  the  aorta,  iliac  and  femoral  ar- 
teries, as  shown  in  X-rays  of  the  abdominal  cavity 
and  pelvis.  Nothing  gave  her  relief  from  her  sciatica 
except  death  from  cardio-vascular  disease. 

It  is  not  this  type  of  sciatica  with  which  this  paper 
deals.  In  those  cases  with  bony  changes  in  the  spine 
or  sacro-iliac  region,  immobilization  of  the  involved 
joints,  following  a period  of  rest  in  bed  and  general 
constitutional  treatment,  usually  gives  relief  from  the 
sciatica. 

The  cases  which  have  most  worried  us  and  about 
which  this  study  was  made  are  those  which  show  no 
bony  pathology  by  X-ray  and  no  definite  cause,  such 
as  a short  leg  on  one  side,  for  the  pain.  Clarkson 
and  Barker^  recently  have  reported  anomalies  of  the 
lumbo-sacral  area  as  being  responsible  for  low  back 
pain  with  radiation.  Hodges  and  Peck^  report  that 
a narrow  lumbo-sacral  joint  space  is  more  common 
(ratio  4.5:1)  in  patients  with  low  back  pain  radiat- 
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ing  aK)iig  the  sciatic  nerve  than  in  patients  without 
this  complex,  and  that  developmental  anomalies  of 
the  lumbo-sacral  spine  are  likewise  more  common 
( in  the  proportion  of  2:1).  They  find  that  osteo- 
arthritis is  no  more  common  in  this  type  of  patient 
than  in  a control  group  without  the  feature  of  radiat- 
ing sciatic  pain.  V\'e  have  been  inclined  to  minimize 
the  importance  of  lumbo-sacral  anomalies  as  in  our 
experience  these  are  found  almost  as  frequently  in 
patients  without  backache  as  in  those  with  it.  In 
fact,  a study  of  our  cases  shows  that  in  by  far  the 
majority  of  them  roentgenograms  show  normal  spines 
and  sacro-iliac  joints.  Though  X-rays  should  be 
taken,  one  expects  these  to  be  negative  in  most  in- 
stances. 


Fig.  1. — Positive  straight-log-raising  sign. 


On  examination,  a constant  finding  is  the  pain, 
often,  but  far  from  always,  relieved  by  lying  down. 
There  is  usually,  but  not  always  limitation  of  motion 
in  the  lumbar  spine.  In  about  40  per  cent  of  the 
cases  a list  of  the  trunk  is  shown,  the  list  being  away 
from  the  affected  leg  most  frequently,  but  sometimes 
toward  the  painful  side.  Often  this  list  is  accom- 
panied by  a spasm  of  the  erector  spinae  group  of 
muscles.  In  a muscular  individual,  this  spasm  may 
be  very  marked.  Even  without  a true  list,  the  body 
weight  is  often  shifted  off  the  painful  leg. 

Straight  leg  raising  (Figure  1)  is  usually  limited, 
some  times  on  both  sides,  but  generally  more  on  the 
the  painful  side.  Lasegue’s  or  Kernig’s  sign  (that 
is,  with  the  patient  lying  on  his  back  and  the  thigh 
flexed  to  90°  on  the  pelvis,  the  leg  cannot  be  ex- 
tended on  the  thigh.  Figure  2)  is  usually  positive 
and  painful.  Hyperextension  of  the  thigh  with  the  pa- 
tient jirone  and  the  knee  flexed,  Nachlas’  sign,  fre- 


quently produces  pain  in  the  lumbo-sacral  area. 
Ober’s  sign,  due  to  a spasm  or  contraction  of  the 
fascia  lata,  is  sometimes  present.  This  test  consists 
in  attempting  to  adduct  the  abducted,  extended  thigh 


Fig.  2. — Positive  Kernig  sign. 

with  knee  at  right  angles,  the  patient  lying  on  his 
opposite  side.  The  test  is  positive  if  the  knee  cannot 
be  brcjught  toward  the  table,  but  remains  in  an  ab- 
ducted position  (Figure  3).  If  present,  it  is  an  im- 
portant indication  for  treatment. 

Sensory  changes  are  infrequently  found,  but  a 
neurological  examination  should  always  be  made. 
Areas  of  hypesthesia  and  of  anesthesia  are  occa- 
sionally found.  Motor  changes  are  very  rare. 


Fig.  3. — Ober’s  sign  positive. 


Loss  or  diminution  of  the  Achilles’  reflex  on  the 
affected  side  is  an  occasional  finding  and  is  sug- 
gestive of  a herniated  nucleus  pulposus. 

.^trophy  of  the  affected  leg  is  sometimes  found, 
especially  in  the  chronic  and  recurrent  cases. 

I\iin,  then,  is  the  constant  finding,  the  cause  of  the 
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disability,  which  may  be  complete,  and,  of  course, 
the  symptom  from  which  the  patient  seeks  relief. 
Relief  of  the  pain,  therefore,  as  quickly  as  possible 
and  as  permanently  as  possible,  is  the  test  of  suc- 
cessful treatment.  As  one  is  rarely  certain  as  to  the 
cause  of  the  pain,  it  is  necessary  to  try  various  meas- 
ures for  its  relief,  usually  starting  with  the  simplest 
treatment  and  going  on  to  more  radical  measures  if 
the  simple  ones  do  not  suffice. 

The  first  step  is  a thorough  history  and  physical 
examination,  including  a neurological  and  roentgen 
ray  examination.  In  the  cases  under  consideration 
in  this  paper,  the  neurological  and  X-ray  examina- 
tions have  eliminated  spinal  cord  tumors  and  bone 
pathology.  If  a focus  of  infection  is  found,  it  should 
be  cleaned  up.  While  we  cannot  follow  Rosenow  in 
the  specificity  of  a streptococcus  in  a toot)i  infection 
for  sciatic  pain,  infection  about  teeth  should  be  cared 
for.  .An  occasional  case  of  sciatica  clears  up  after 
the  proper  treatment  of  abscessed  or  dead  teeth. 

In  a large  number  of  cases  of  low  back  pain  with 
radiating  leg  pain,  we  have  obtained  relief  by  me- 
chanical support  for  the  back.  If  the  pain  is  severe, 
the  lower  back  is  strapped  with  wide  strips  of  ad- 
hesive plaster,  the  support  being  carried  around  the 
abdomen  also,  and  the  patient  is  kept  in  bed  on  a 
hard  mattress.  Traction  to  the  painful  leg  is  often 
helpful.  .After  a varying  period  of  recumbency, 
which  averages  ten  days  to  two  weeks,  the  patient  is 
allowed  to  get  up  and  the  strapping  is  continued.  It 
should  be  changed  every  week,  in  order  to  keep  it 
tight,  and  before  each  application  the  skin  is  painted 
with  tincture  of  benzoin.  After  three  or  four  weeks, 
the  strapping  is  replaced  in  men  by  a canvas  sacro- 
iliac binder,  and  in  women  by  a snugly  fitted  and 
reinforced  corset.  Occasionally  we  use  a back  brace 
or  plaster  jacket.  In  more  than  half  of  the  cases 
studied,  this  supportive  treatment  to  the  low  back 
has  given  relief.  .After  the  pain  is  relieved,  exercises 
are  given  for  postural  improvement  and  for  strength- 
ening the  back  and  abdominal  muscles.  .A  number 
of  these  cases  have  recurrent  attacks,  but  many  of 
them  get  permanent  relief  after  wearing  the  support 
for  six  to  twelve  months.  Such  a case  was: 

Miss  E.  M.  H.,  aged  twenty-nine,  who  had  had 
low  back  pain  with  right  sciatica  for  fourteen 
months.  .After  being  confined  to  bed  for  several 
weeks,  the  attacks  recurred  about  every  six  weeks, 
confining  her  to  bed  for  ten  days  to  two  weeks.  In 
spite  of  osteopathic  and  medical  treatments  there  had 


been  no  improvement.  There  was  no  history  of  in- 
jury. On  examination,  the  back  showed  marked 
lumbar  lordosis  with  a list  to  the  left.  All  motion  in 
lower  back  was  limited.  Left  straight  leg  raising 
caused  pain  and  there  were  positive  Kemig  and  Ober 
signs  on  the  right.  The  feet  were  flat.  Neurological 
and  X-ray  findings  were  negative. 

After  a period  of  strapping,  a stout  corset  with  a 
webbing  strap  about  the  iliac  crests  was  fitted,  to- 
gether with  arch  supports.  Although  she  returned 
to  her  work,  there  was  a rather  severe  recurrence  in 
four  months,  necessitating  bed  for  two  weeks.  After 
this,  improvement  was  steady.  Exercises  w'ere  begun. 
Fourteen  months  after  beginning  of  treatment  she 
was  completely  well  and  there  has  been  no  recurrence 
in  one  year. 

It  is  apparent  that  certain  of  these  cases  need 
manipulative  surgery.  Too  often  we  hear  the  story 
that  Mr.  X has  been  to  the  osteopath  or  to  the  chiro- 
practor and  after  a few  treatments  the  pain  has  been 
completely  relieved.  In  a few  cases  we  have  used 
Baer’s  method  of  flexing  the  lower  extremity  with 
the  knee  straight  until  the  foot  can  be  brought  down 
to  the  face.  .As  will  be  seen,  this  has  always  been 
done  in  conjunction  with  another  procedure.  The 
writer  does  not  like  this  maneuver  and  questions 
whether  its  use  in  our  hands  has  been  necessary. 
Jostes,^  in  this  country,  has  had  much  success  in 
regular  manipulative  methods  directed  toward 
stretching  of  the  muscles  about  the  lower  back  and 
pelvis  and  toward  mobilization  of  the  lumbo-sacral 
and  sacro-iliac  joints.  Bankart,  of  England,  has 
long  advocated  a similar  treatment.  We  feel  that  this 
method  deserv^es  a trial  which  we  have  not  given  it. 

In  two  cases,  we  have  used  Haggart’s  method  of 
perineural  injection  of  novocaine  with  marked  suc- 
cess. It  is  preferred  to  injection  into  the  epidural 
space  by  way  of  the  sacro-coccygeal  foramen,  which 
we  feel  relieves  the  pain  only  in  rare  instances.  Hag- 
gart  reports  its  use  in  seventy-five  cases,  where  either 
the  etiology  of  the  pain  w'as  unknown  or  it  was  em- 
ployed for  the  immediate  relief  of  pain  while  a clini- 
cal study  was  being  made  to  determine  the  cause. 

“The  objective  of  the  procedure  is  to  reach  the 
perineural  area  of  the  sciatic  nerve  as  it  emerges 
from  the  pelvis  through  the  greater  sciatic  foramen, 
as  well  as  to  inject  the  adjacent  fascia  and  substance 
of  the  pyriformis  muscle.”  (Figure  4).  With  the 
patient  lying  on  his  face,  the  point  of  injection  is 
determined  by  the  intersection  of  two  lines.  The 
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first  line  is  projected  directly  laterally  at  the  level 
of  the  apex  of  the  intergluteal  fold,  for  three  inches 
in  the  male  and  for  three  and  one-half  inches  in  the 
female.  The  other  line  is  a perpendicular  erected 
from  the  ischial  tuberosity.  The  point  of  intersection 
is  marked  (Figure  5).  A twenty-gauge  needle,  6 
inches  long,  attached  to  a syringe,  is  inserted  through 
a novocaine  wheal  at  this  spot,  and  pushed  gradu- 
ally inward  and  forward,  at  an  angle  of  45°  with  the 


Fig.  6. 


skin  surface.  Usually  this  can  be  done  painlessly 
until  the  dense  gluteal  fascia  is  reached,  when  more 
novocaine  is  injected.  If  the  needle  is  in  the  correct 
position,  as  it  progresses  inward,  the  patient  will 
complain  of  a transitory,  lightning-like  pain,  radiat- 
ing down  the  extremity.  The  needle  is  then  with- 
drawn about  0.5  cm.  With  this  needle  as  the  center 
of  a small  circle,  two  other  needles  are  passed  simi- 
larly inward  and  forward  until  the  fascia  and  sub- 
stance of  the  pyriformis  muscle  are  encountered, 
which  may  be  recognized  by  more  resistance  than  is 
offered  by  the  gluteal  muscle  through  which  the 
needle  passes  first.  Through  the  first  needle,  50  cc. 
of  1 per  cent  novocaine,  containing  two  drops  of 
1/1000  adrenalin  to  the  ounce,  is  slowly  injected. 
A total  of  100  cc.  additional  is  injected  through 
the  two  other  needles. 

In  one  of  our  cases,  in  which  arthritis  of  the 
lumbar  spine  was  the  cause  of  the  radiating  pain, 
immediate  relief  of  the  violent  sciatica  was  obtained 
while  waiting  for  a back  brace.  The  other  patient 
obtained  slower  relief  and  was  treated  also  with  a 
sacro-iliac  binder.  It  is  interesting  to  note  that  he 
also  had  a positive  Ober  sign  and  diminution  of 
the  Achilles’  reflex,  but  has  had  no  recurrence  in 
ten  months. 

It  is  necessary  that  the  needles  be  six  inches  long, 
for  the  sciatic  nerve  at  this  point  is  so  deep  that  a 
shorter  needle  usually  will  not  reach  it.  Why  the 
injection  of  novocaine  about  the  sciatic  nerve  should 
relieve  the  pain  which,  we  have  emphasized,  is  not 
strictly  sciatic  is  a question  which  will  be  answered 
only  when  we  learn  more  about  the  radiation  of 
pain.  We  expect  to  use  this  method  more  in  the 
future. 

In  those  cases  which  show  a positive  Ober'  sign, 
we  feel  sure  of  the  proper  procedure  for  relief.  The 
tight,  often  thickened  fascia  lata,  which  prevents  ad- 
duction of  the  abducted,  extended  thigh,  with  the 
knee  flexed,  should  be  divided.  In  this  operation, 
first  reported  in  1935,  an  incision  is  made  beginning 
one  inch  lateral  to  the  anterior  superior  spine  of  the 
ilium  and  extending  outward  and  backward  to  about 
one  inch  above  the  greater  trochanter  of  the  femur. 
Dissection  is  carried  down  through  the  fat  to  the 
fascia  lata.  This  is  divided  well  back  on  the  gluteus 
maximus  and  well  forward  to  just  distal  to  the  an- 
terior superior  spine.  The  cut  fascia  usually  sep- 
arates for  an  inch  or  more.  Often  it  is  found  to  be 
indurated  and  quite  thickened.  It  is  necessary  also 
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to  divide  the  extensions  or  fasciculi  of  the  fascia  lata 
which  run  between  the  muscles.  The  incision  is 
closed  with  skin  sutures  only,  unless  the  adipose 
tissue  is  abundant,  when  a few  catgut  sutures  are 
used  to  approximate  it.  The  operation  is  done  easily 
under  infiltration  anesthesia  with  novocaine.  The 
patient  is  encouraged  to  walk  in  five  days. 

We  have  had  seventeeen  cases  in  which,  because 
of  a positive  Ober  sign,  this  operation  of  fasciotomy 
has  been  advised.  Four  of  these  patients  refused  it. 
Two  have  been  relieved  without  it;  one,  cited  above, 
by  novocaine  injection  and  a sacro-iliac  binder,  and 
the  other  also  reported  above,  a woman,  by  a sup- 
porting corset  and  postural  exercises.  The  latter  case 
had  a recurrence  of  sciatica  after  four  months,  but 
for  thirteen  months  since  has  been  well  without  a 
corset.  The  other  two,  when  last  seen,  were  still 
suffering. 

There  have  been  thirteen  operations  done  in  twelve 
cases  (See  Figure  6).  One  of  these  patients  had  a 

Figure  6 

Sciatica — Cases.  Treated  by  Ober  Fasciotomy 


Total  Operations  (in  12  pts.) 13 

Cured  11 

Unimproved  2 

Percentage  of  Cures 84.6% 

Average  time  for  relief 4 weeks 

Longest  time  for  relief 16  weeks 

Immediately  relief  in 4 cases 


right  sciatica  cured  by  the  operation.  Two  years 
later  a left  sciatica  occurred,  with  no  pain  in  the 
opposite  limb.  It,  also,  was  cured  by  the  operation 
on  that  side,  and  for  two  years  there  has  been  no 
recurrence  in  either  leg.  This  was  one  of  the  most 
severe  cases  we  have  ever  seen.  In  these  thirteen  op- 
erations there  have  been  eleven  complete  cures,  a 
percentage  of  84.6  per  cent.  In  three  cases,  fasciot- 
omy was  accompanied  by  Baer’s  stretching  maneuver. 
As  will  be  seen  by  the  chart,  the  time  after  operation 
for  complete  relief  to  be  obtained  has  averaged  four 
weeks.  This  average  period  is  lengthened  because  of 
two  patients  who  obtained  complete  relief  only  after 
twelve  and  sixteen  weeks  respectively.  In  both  of 
these,  however,  there  was  sufficient  relief  within  the 
first  week  after  operation  to  stop  the  use  of  opiates 
which  had  been  necessary  for  many  weeks  before. 
Five  of  these  cases  obtained  complete  relief  within  a 
week  or  ten  days  following  operation.  A brief  case 
report  is  typical  of  these: 

Miss  S.,  aged  sixty-seven,  had  been  very  active 


until  fourteen  months  a§;o  when  she  had  a violent 
attack  of  low  back  pain  with  right  sciatica.  This 
did  not  respond  to  rest  or  medical  treatment  and  she 
had  been  incapacitated  since.  X-rays  of  the  lower 
back  and  extremity  were  negative  except  for  a needle 
in  the  affected  thigh  eight  inches  above  the  knee. 
This  was  removed  elsewhere  but  was  found  to  be 
nowhere  near  the  sciatic  nerve  and  no  improvement 
resulted.  The  pain  extended  from  the  right  sacro- 
iliac area  to  the  calf  and  was  so  severe  that  she  spent 
most  of  her  time  in  bed,  which  gave  some  relief. 
Sitting  was  particularly  painful.  Physical  examina- 
tion showed  a left  lumbar  scoliosis,  no  limitation  of 
motion  in  the  back,  but  pain  referred  to  the  right 
gluteal  region  on  all  back  motions.  Straight  leg 
raising,  Kernig  and  Ober  signs  were  positive  on  the 
right  side.  There  was  tenderness  in  the  right  buttock 
and  back  of  the  right  thigh.  Both  Achilles’  reflexes 
were  absent.  The  left  breast  had  been  removed  sev- 
eral years  previously  for  a benign  tumor.  The  neuro- 
logical examination,  including  spinal  fluid  tests,  was 
otherwise  negative,  as  was  the  pelvic  examination. 

The  right  fascia  lata  w'as  divided,  as  described, 
under  local  anesthesia.  Before  the  skin  was  sutured, 
there  was  relief  from  the  calf  pain,  which  had  been 
severe.  She  walked  on  the  fifth  day  and  had  no  pain 
or  discomfort  after  the  seventh  day.  No  opiates  were 
necessary  after  the  second  day.  Fifteen  days  post- 
operative she  came  to  the  office,  walking  without  her 
cane,  and  she  has  worked  a full  year  without  any 
pain. 

Of  the  two  failures,  Mrs.  J.  C.  L.,  aged  forty- 
four,  had  suffered  with  very  severe  right-sided  back 
pain  and  sciatica  for  eight  months.  Ten  years  prev- 
iously she  had  suffered  a fracture  of  the  fifth  and 
sixth  cervical  vertebrae.  At  her  first  visit,  she  was 
seized  with  such  a severe  spasm  of  pain  that  she 
shrieked  and  fell  down.  She  was  taking  codeine, 
and  occasionally  morphine,  daily.  Baer’s  stretching 
had  been  done  elsewhere,  but  she  had  not  permitted' 
the  use  of  a plaster  spica  afterwards.  She  had  had 
several  osteopathic  treatments  with  no  relief,  and  it 
was  the  osteopath  who  referred  her  to  me.  On  ex- 
amination, all  motion  of  the  lower  back  was  limited; 
the  weight  was  borne  on  the  left  leg.  Straight  leg 
raising,  Kernig,  and  Ober  signs  were  all  positive. 
Neurological  examination  showed  hypesthesia  to  pin 
prick  over  the  lateral  aspect  of  the  right  leg  and  over 
heel  and  sole  of  the  right  foot.  There  was  no  motor 
involvement  and  the  knee  and  ankle  jerks  were  pres- 
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ent  and  equal  on  the  two  sides.  X-rays  showed  slight 
osteo-arthritic  changes  in  the  lumbar  spine.  Al- 
though the  probability  of  a ruptured  nucleus 
pulposus  between  L4  and  LS  or  L5  and  SI  was 
suggested,  she  refused  a lumbar  puncture  and  a 
fasciotomy  was  performed.  Absolutely  no  relief  was 
obtained.  A few  days  later,  a perineural  injection 
of  novocaine  was  performed  with  transient  relief. 
Three  months  after  the  fasciotomy,  she  was  operated 
on  for  a ruptured  appendix,  so  that  no  lumbar 
puncture  has  been  possible. 

The  second  failure  after  a fasciotomy  may  still 
prove  a success.  It  has  been  eight  weeks  since  the 
operation  and  the  pain  is  still  present,  but  there  are 
now  negative  straight  leg,  Kemig  and  Ober  signs. 
It  is  our  feeling  that,  with  the  disappearance  of  these 
signs,  the  pain  should  probably  gradually  lessen. 

In  these  cases  treated  by  fasciotomy  there  were 
four  which  gave  a history  of  a previous  injury  to 
the  back.  Three  were  relieved  by  the  operation  and 
one  was  not.  This  is  of  interest,  as  such  an  injury 
may  cause  rupture  of  a nucleus  pulposus. 

In  those  cases  of  low  back  pain  radiating  to  the 
lower  extremity  which  are  not  relieved  by  any  of  the 
above  procedures  or  in  which  absence  of  the  Achilles’ 
reflex  and  hypesthesia  or  other  slight  neurological 
changes  are  found,  the  persistent  pain  should  suggest 
the  presence  of  a protruding  intervertebral  disk  or 
herniated  nucleus  pulposus  pressing  on  a nerve  root. 
In  these  cases  the  spinal  fluid  often  shows  a high 
protein  content,  though  the  protein  may  be  within 
normal  limits.  In  order  to  confirm  the  diagnosis  and 
also  to  localize  the  lesion.  X-ray  examination  of  the 
spine  after  intraspinal  injection  of  lipiodol  is  usually 
necessar}^  If  intraspinal  protrusion  of  a ruptured 
nucleus  pulposus  is  found  at  operation,  removal  of 
the  tumor-like  mass  should  certainly  give  complete 
relief.  , 

In  the  past  four  years,  an  increasingly  impressive 
number  of  such  operations  with  relief  of  sciatica  has 
been  reported  by  neurological  surgeons.  We  have 
done  none  of  these  operations,  as  we  feel  that  the 
operation  rightly  belongs  to  the  field  of  neurological 
surgery.  Strange  to  say,  although  this  condition  is 
constantly  in  mind  when  we  see  a patient  with  un- 
explained sciatica,  we  have  seen  only  a few  cases 
which  suggested  the  presence  of  a protruding  disk. 


One  of  these  is  the  case  reported  above  where  Ober’s 
fasciotomy  gave  no  relief.  Certainly  one  would  ex- 
pect more  patients  with  this  lesion  in  the  number  of 
cases  of  sciatica  we  have  reviewed.  Perhaps  some  of 
those  thought  to  be  relieved  by  mechanical  means 
have  had  recurrences  and  have  not  returned  to  us,' 
but  have  had  laminectomies  elsewhere  with  perma- 
nent relief.  This  operation  must  be  considered  a 
valuable  addition  to  the  methods  of  treatment  of 
sciatica. 

From  this  study  we  feel  that  the  treatment  of  un- 
explained low  back  pain  with  radiation  to  the  lower 
limb,  or  sciatica,  should  be  carried  out  as  follows: 

1.  Removal  of  foci  of  infection,  rest  in  bed,  and 
mechanical  support  for  the  lower  back.  Many  of  the 
cases  will  obtain  relief  with  such  conservative  treat- 
ment. 

2.  Manipulative  treatment  should  be  given  more 
frequently  than  it  is. 

3.  Perineural  injection  of  novocaine  at  the  level 
of  the  greater  sciatic  foramen  should  be  used  for 
relief  of  the  severe  pain  while  we  are  waiting  for  an 
accurate  diagnosis  of  the  cause  of  the  sciatica  or  while 
a mechanical  appliance  for  the  back  is  being  made. 

4.  In  those  patients  who  have  a positive  Ober  sign, 
resection  of  the  fascia  lata  should  be  done. 

5.  If  there  are  neurological  signs,  or  if  none  of 
the  methods  of  treatment  enumerated  above  give  re- 
lief, the  proper  steps  for  the  diagnosis  of  protruding 
intervertebral  disk  should  be  taken  and,  if  the  diag- 
nosis is  confirmed,  the  protruding  mass  should  be 
removed  by  operation. 
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EXPERIENCE  WITH  THYROID  DISEASE  IN  WESTERN  VIRGINIA.* 

Richard  P.  Bell,  M.D., 

Staunton,  Virginia. 


Thyroid  disease  has  been  prevalent  in  the  western 
portion  of  Virginia  throughout  the  memory  of  the 
oldest  inhabitants.  Many  women  and  some  men  with 
large  thyroids  have  always  been  noted  on  the  streets 
of  the  Valley  cities  and  in  public  places  generally, 
particularly  in  gatherings  of  people  from  the  rural 
districts.  In  fact  this  region  has  always  been  con- 
sidered a part  of  an  endemic  goitre  area  extending 
throughout  the  length  of  the  .Appalachian  ranges 
from  western  New  York  to  northern  Georgia.  During 
the  past  decade  there  has  been  a marked  drop  in  the 
incidence  of  thyroid  disease  in  this  section.  Persons 
with  goitres  are  no  longer  so  commonly  seen  on  the 
streets  and  in  public  places.  The  reasons  for  this  are 
several.  In  the  first  place,  the  old  group  of  goitres 
has  been  more  or  less  obliterated  by  thyroid  surgery, 
death,  or  removal;  but  most  interesting  in  this  con- 
nection is  the  fact  that  the  younger  generation  com- 
ing on  is  not  nearly  so  prone  to  thyroid  disease  as 
their  forbears.  This  is  accounted  for  by  prophylaxis 
— intentional  or  accidental.  There  have  been  no 
campaigns  among  school  children  with  the  routine 
administration  of  sodium  iodide  or  other  forms  of 
iodine  such  as  were  held  in  Akron,  Ohio,  some  years 
ago.  The  effect  of  iodized  salt  is  problematical.  It 
is  a fact,  however,  that  large  quantities  of  this  com- 
modity have  been  sold  and  are  still  being  sold  in  the 
food  stores  of  Staunton  and  Augusta  County.  There 
is  no  dispute,  however,  about  the  fact  that  a better 
race,  physically,  of  young  people  is  being  raised  up 
than  was  formerly  the  case.  Cod-liver  oil  and  orange 
juice  give  the  babies  an  enormous  boost  during  their 
first  years  and  systematic  physical  examinations 
among  the  younger  school  children  with  resultant 
tonsillectomies,  dental  work,  circumcisions  and  feed- 
ing of  undernourished  children  have  carried  on  the 
work.  Then,  too,  refrigeration  and  rapid  transport 
have  made  possible  the  quick  distribution  of  food  so 
that  sea  food  and  fresh  vegetables  are  now  obtainable 
cheaply  and  easily  in  the  inland  areas  throughout 
the  course  of  the  year.  This  has  resulted  in  a very 
much  better  balanced  diet  and  a very  much  better 
iodized  diet  for  the  whole  population  of  this  endemic 

•Read  before  the  seventieth  annual  meeting  of  the 
Medical  Society  of  Virginia  in  Richmond,  October  3-5, 
1939. 


goitre  area.  The  result  is  that  the  rising  generation 
is  very  much  more  goitre  resistant  than  were  their 
ancestors. 

This  report  concerns  a series  of  about  four  hundred 
thyroidectomies  performed  by  the  writer  in  the  period 
between  1921  and  1939.  A smaller  series  of  cases 
were  operated  on  prior  to  this  time;  but  because  in 
the  early  years  hemithyroidectomy  was  done  instead 
of  the  subtotal  operation  now  performed,  and  because 
iodine  was  not  generally  used  in  these  cases  before 
and  after  operation,  and  also  because  the  benefit  of 
metabolic  rate  determination  was  not  then  available, 
the  early  cases  are  not  included  in  this  study.  There 
were  no  fatalities  among  these  earlier  cases  but  re- 
sults were  not  so  good  as  later  and  some  of  them  had 
to  be  re-operated  on  after  1922. 

Types:  Practically  all  the  cases  that  we  have 
operated  on  have  been  toxic.  The  toxicity  has  varied, 
being  very  mild  in  some  cases  and  in  others  ex- 
tremely malignant  in  type.  We  have  had  quite  a 
large  group  of  cases  with  metabolic  rates  under 
twenty,  but  with  definite  hyperthyroid  symptoms  in 
which  excellent  results  have  been  obtained.  The  large 
proportion  of  our  cases  have  been  of  the  nodular 
type.  As  well  as  can  be  figured  out,  nodular  goitres 
have  occurred  in  nearly  80  per  cent  of  the  series. 
Roughly,  slightly  over  20  per  cent  have  been  of  the 
diffuse  variety.  The  determination  as  to  whether  or 
not  a case  falls  under  the  heading  of  toxic  nodular 
goitre  or  Graves’  disease  is  largely  academic.  The 
symptoms  are  the  same  except  for  the  eye  signs,  and 
the  treatment  is  the  same.  In  our  experience  also 
the  pre-operative  administration  of  iodine  is  equally 
valuable  in  the  nodular  and  in  the  exophthalmic 
type.  Also,  there  is  a group  of  cases  in  which  the 
pathology  is  mixed — toxic  adenomas  being  inter- 
spersed with  diffuse  hyperplasia  of  the  gland.  Patho- 
logical reports  on  tissue  removed  have  proved  often 
much  at  variance  wdth  the  known  clinical  symptoms. 
This,  of  course,  is  due  to  the  administration  of  iodine 
prior  to  operation,  changing  the  picture  which  the 
pathologist  sees.  There  have  been  only  two  cases  of 
carcinoma  in  our  series,  one  early,  the  other  far  ad- 
vanced. There  has  been  one  case  of  tuberculosis  and 
one  case  of  Riedel’s  struma  or  chronic  thyroiditis. 
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The  large  percentage  of  cases  operated  on  have  been 
between  thirty  and  fifty  years  of  age.  The  incidence 
of  females  to  males  has  been  87  per  cent  to  13  per 
cent. 

Diagnosis:  The  diagnosis  in  these  cases  is  usu- 
ally easily  made.  There  is  perhaps  no  group  of  sur- 
gical cases  in  which  a diagnosis  can  be  made  at  first 
glance  so  readih'  as  in  thyroid  disease.  The  patients 
usually  know  what  their  trouble  is  before  consulting 
a surgeon,  and  they  come  in  not  for  diagnosis  but 
for  treatment.  Of  course  there  are  borderline  cases 
in  which  diagnosis  is  difficult  but,  in  the  experience 
of  the  writer,  those  cases  which  after  careful  study 
are  still  not  known  to  be  suffering  from  hyperthyroid- 
ism do  not  yield  brilliant  results  by  operation.  In 
other  words,  unless  a case  is  definitely  known  to  be  a 
case  of  hyperthyroidism,  one  is  apt  to  fail  to  obtain  a 
cure  by  thyroidectomy. 

Pre-Operative  Treatment:  Treatment  before 
operation  may  roughly  be  considered  as  applied  to 
two  groups:  first,  cases  of  hyperthyroidism  in  which 
there  is  no  permanent  heart  damage;  and  second, 
cases  in  which  the  heart  is  definitely  and  perma- 
nently impaired.  In  the  first  group,  the  treatment  is 
comparatively  simple,  consisting  in  the  main  of  rest 
and  the  administration  of  iodine.  The  period  of  time 
in  which  the  patient  should  be  rested  before  operation 
varies  of  course  with  the  severity  of  the  symptoms. 
In  our  experience,  from  one  to  four  days  in  bed  in 
the  hospital  is  sufficient  in  most  cases.  Of  course, 
sometimes  longer  periods  of  rest  are  vitally  necessary. 
Two  of  our  cases  have  been  kept  in  the  hospital  for 
more  than  three  months  prior  to  operation.  Most  of 
this  time  was  spent  in  bed,  but  it  is  advisable  not 
to  keep  these  patients  flat  all  of  the  time.  Iodine  is 
administered  usually  for  a period  of  two  weeks  be- 
fore operation  in  the  form  of  LugoFs  solution.  A 
good  many  cases  on  which  we  have  operated  have 
come  to  us  after  having  had  iodine  at  home  for  long 
periods  of  time.  One  patient  who  was  operated  on 
recently  had  been  taking  iodine  for  eighteen  months 
prior  to  our  seeing  her.  This  evil  of  long  and  con- 
tinuous administration  of  iodine  seems  to  be  hard  to 
stamp  out.  It  is  due  frequently  to  ignorance  on  the 
part  of  the  patient  but  very  often  to  either  ignorance 
or  carelessness  on  the  part  of  the  family  physician. 
Cases  which  are  severely  toxic  and  emaciated  are 
given  carbohydrate  feedings  prior  to  operations,  and 
the  administration  of  glucose  intravenously  is  very 
helpful  in  the  very  sick  group.  Cases  with  severe 


heart  damage  of  course  require  additional  treatment, 
digitalis  often  and  a more  prolonged  rest. 

Anesthesia:  All  our  cases  have  been  operated  on 
under  general  anesthesia.  Nitrous  oxide  and  ether 
have  been  used  almost  entirely.  In  some  cases,  drop 
ether  without  nitrous  oxide  has  been  employed.  Dur- 
ing the  past  five  years  in  a number  of  severely  toxic 
cases  avertin  has  been  used  with  much  success.  As  a 
matter  of  fact  some  of  these  cases  in  the  opinion  of 
the  writer  could  not  have  been  successfully  operated 
on  without  avertin.  With  this  form  of  anesthetic, 
pre-operative  fear  is  practically  eliminated.  A test 
dose  of  avertin  has  been  given  in  some  cases  several 
days  before  the  operation,  the  patient  being  put  to 
sleep  in  bed  and  carefully  watched.  If  no  untoward 
effects  are  noted,  and  none  have  been,  the  operative 
dose  is  administered  without  the  patient  knowing 
that  the  operation  is  to  be  performed.  All  of  our 
anesthetics  are  given  by  physicians  and  in  the  cases 
that  are  quite  ill  the  anesthetist  is  given  an  oppor- 
tunity to  study  the  patient  throughout  a period  of 
several  days  before  the  operation. 

Operation  : Anyone  who  does  thyroid  surgery  de- 
velops a technique  which  seems  suitable  to  him  and 
no  part  of  which  is  necessarily  original.  Only  a few 
points  of  operative  technique  which  have  seemed 
very  important  to  the  writer  will  be  discussed.  In- 
cision: Care  is  taken  not  to  make  an  incision  that 
is  too  short.  In  the  location  of  a thyroid  incision  a 
very  short  scar  is  very  much  more  noticeable  than 
one  which  extends  out  on  either  side,  simulating  one 
of  the  natural  creases  in  the  neck.  Care  is  taken  not 
to  hook  up  the  ends  of  the  incision,  thus  avoiding  an 
ugly  U-shaped  scar.  The  incisions  are  made  exactly 
parallel  to  the  clavicles  and  low  enough  to  enable  the 
patient  to  cover  the  scar  with  a string  of  beads.  Silk 
stitches  are  used  in  the  skin  and  removed  very  early, 
on  the  third  or  fourth  day.  The  ribbon  muscles  are 
always  cut  but,  before  the  cutting  of  the  ribbon 
muscles,  a step  in  thyroidectomy  which  seems  to  the 
writer  to  be  perhaps  the  most  important  of  all  steps 
in  the  operation  is  taken.  A midline  split  between  the 
ribbon  muscles  is  made  and  then,  by  finger  dissection 
before  the  muscles  are  cut,  the  gland  is  completely 
separated  from  the  overlying  muscles.  Then  when 
the  muscles  are  cut,  the  whole  gland  lies  before  one — 
bare,  visible,  and  ready  for  removal.  Retractors  are 
necessary  only  w'hile  the  superior  poles  are  being 
clamped,  cut  and  tied.  Double  tenaculum  hooks,  two 
at  a time,  are  used  as  tractors  while  the  lobes  are 
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being  removed.  These  hooks  are  held  in  the  left 
hand  of  the  operator  and  by  means  of  them  alternate 
traction  and  relaxation  are  easily  obtainable,  thus  al- 
lowing one  to  place  clamps  with  great  accuracy.  All 
hemostatic  clamps  are  placed  by  the  op>erator  him- 
self. A simplified  operating  team  has  been  used, 
only  three  persons  being  scrubbed — the  operator,  as- 
sistant, and  one  nurse.  The  average  time  of  our 
operation  is  between  forty-five  minutes  and  one  hour. 
All  cases  are  drained. 

Post-Operative  Treatment;  This  is  usually 
simple.  ISIorphine  is  used  generously  for  several 
days  with  the  patient  kept  as  comfortable  as  possible. 
We  have  had  very  little  post-operative  nausea.  Iodine 
is  administered  for  several  days,  usually  being  given 
with  jNIurphy  drip.  It  is  not  used  except  in  the 
severely  toxic  cases.  Fluids  are  given  freely  and  in 
most  respects  the  post-operative  treatment  corre- 
sponds to  the  treatment  given  in  other  classes  of 
cases.  Our  patients  are  kept  in  bed  always  for  one 
week.  It  has  never  seemed  advisable  to  the  writer 
to  let  these  cases  sit  up  any  earlier.  They  usually 
return  home  before  the  tenth  day. 

Results:  There  have  been  five  deaths  in  this 
series.  Two  of  these  deaths  occurred  in  thyroid 
crises — one  on  the  third  post-operative  day  and  one 
on  the  fifth.  They  were  desperately  ill — one  a young 
man,  the  other  a young  woman.  These  cases  oc- 
curred in  1926  and  it  is  believed  that  they  could 
possibly  be  saved  now  with  more  and  better  knowl- 
edge of  post-operative  treatment  and  with  avertin 
anesthesia.  There  were  tw’o  deaths  on  the  operating 
table,  neither  of  which  apparently  should  have  died. 
One  was  a middle  aged  woman,  the  other  a woman 
of  twenty-eight.  Both  deaths  occurred  near  the  end 
of  the  operation  and  both  patients  died  suddenly, 
apparently  of  respiratory  failure.  These  cases  oc- 
curred during  the  same  week,  immediately  after  the 
installation  of  a new  anesthesia  machine  in  the  hos- 
pital. The  machine  was  tested  in  every  way,  as  were 
the  gases,  and  no  fault  could  be  found  in  either.  The 
anesthetics  were  given  by  experienced  anesthetists 
and  each  case  had  a different  anesthetist.  The  fifth 
case  died  during  an  attempt  to  arrest  a post-operative 
hemorrhage  immediately  following  operation  after 
the  patient  had  been  returned  to  bed.  While  clamps 
were  being  placed  on  the  bleeding  veins,  the  patient’s 
pupil  on  one  side  suddenly  dilated  and  the  patient 
expired.  There  have  been  only  two  post-operative 
hemorrhages  in  this  series,  the  one  described  above 


and  one  other  which  had  to  be  returned  to  the  operat- 
ing room  and  the  wound  re-opened.  The  second  case 
recovered  wdthout  interruption.  There  has  been  one 
case  in  which  the  recurrent  laryngeal  nerve  has  been 
permanently  damaged.  This  woman  had  a whisper- 
ing voice  for  two  years  following  operation,  after 
which  time  she  moved  from  this  locality  and  has  not 
been  seen.  There  have  been  two  other  cases  which 
had  slight  whispers  for  about  two  months,  but  the 
voice  finally  recovered  its  full  volume  in  each  case. 
In  the  main  it  is  thought  that  the  results  in  this  series 
have  been  good.  These  patients  have  all  come  in 
from  a rather  limited  radius  and  have  been  easily  fol- 
lowed up.  If  things  have  not  gone  just  right,  the 
patients  have  been  more  than  apt  to  return  to  find 
out  the  reason  vdiy.  It  is  thought  that  thyroidectomy 
is  a safe  and  satisfactory  procedure  in  cases  in  which 
it  is  indicated  and  it  is  felt  that  one  may  undertake 
the  operation  with  as  much  assurance  of  success  as 
one  feels  in  doing  supra-vaginal  hysterectomies  for 
fibroids  or  cholecystectomies  in  gall-bladder  disease. 

Discussion 

Dr.  G.  F.  Simpson,  Purcellville : I am  very  much  inter- 
ested in  Dr.  Bell’s  paper  on  thyroid  disease  and  his  frank 
report  of  his  observations.  Having  practiced  medicine  in 
the  mountains  of  Virginia,  however,  for  a number  of 
years,  I want  to  recall  an  experience  and  ask  Dr.  Bell 
to  differ  with  me  a little. 

Like  Dr.  Bell,  I,  years  ago,  noticed  people  with  en- 
larged thyroids  in  my  practice  and  at  the  fairs  and  in 
other  gatherings,  as  I think  we  all  naturally  do.  When 
we  see  patients  suffering  with  some  particular  condition, 
then  we  follow  it  up.  We  do  that  involuntarily  and  un- 
consciously. I have  had  numbers  of  cases  of  thyroid  dis- 
ease. Right  recently,  riding  around  the  county  and  ob- 
serving, I noted  that  the  native  Virginians  that  we  had 
at  that  time  are  not  here.  If  there  is  a home  here,  or  a 
family  here,  the  children  are  somewhere  else;  and  I 
think  if  we  look  and  investigate  into  this  we  shall  find 
out  that  the  reason  thyroidism  is  not  so  prevalent  is 
because  they  are  not  remaining  in  the  same  altitude  and 
under  the  same  conditions,  and  probably  that  has  more 
to  do  with  it  than  the  fact  that  they  have  been  given 
iodized  salt.  Of  course,  we  do  know  that  the  general  men 
do  treat  those  cases  as  they  see  them  and  watch  the 
children  and  give  them  iodized  salt  to  improve  their  con- 
dition. But  I believe  that  is  something  that  we  are  empha- 
sizing too  much  today  and  that  we  are  not  emphasizing 
enough  the  actual  ground  conditions  that  prevail. 

Dr.  Bell,  closing  the  discussion:  I do  not  know  exactly 
what  Dr.  Simpson  means  by  the  statement  that  the  native 
Americans  are  not  there.  We  have  not  lost  many  of  them 
up  in  my  community.  The  children  of  families  that  I 
know  are  thyroid  families  are  not  having  the  former 
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proportion  of  enlarged  thyroids  nowadays.  We  have  not 
had  any  organized  administration  of  iodized  salt,  but 
these  people  get  it  themselves.  They  read  the  advertise- 
ments in  the  newspapers  and  go  in  and  ask  the  grocer 
for  it.  If  it  affected  their  palates  as  it  does  mine,  they 


would  not  have  it.  Of  course,  the  amount  of  iodin  in  this 
salt  is  very  small.  I do  not  know  how  much  good  iodized 
salt  has  done.  I think  the  general  improvement  of  the 
race  has  done  more  than  anything  else  to  diminish  the 
incidence  of  goiter. 


ENDOCRINOLOGY  BRIEFS. 
The  Ovaries. 


John  P.  Lynch,  IVI.D., 

Richmond,  Virginia. 


History' 

In  1543  Vesalius  pictured  the  ovary  as  closely  re- 
sembling the  testis  and  connected  to  the  uterus  by  a 
vas.  Fallopius  in  1561  described  the  other  parts  of 
the  generative  tract.  In  1672  de  Graff  described  the 
vesicles  in  the  ovary  which  bear  his  name  and  he 
identified  the  corpus  luteum.  Not  until  1827  was  the 
human  ovum  discovered  by  Baer.  In  1913  Meyer 
and  Ruge  correlated  the  changes  in  the  ovum  with 
cyclic  changes  of  the  endometrium.  In  1928  Asch- 
heim  and  Zondek  reported  the  presence  of  a gonado- 
tropic factor  in  the  urine  of  pregnant  women  and  re- 
vealed its  use  as  a laboratory  test  for  pregnancy.  In 
1929  Sevringhaus  and  Evans  published  the  first  ac- 
count of  dependable  use  of  estrogenic  substances  in 
the  treatment  of  menopausal  symptoms.  In  1938 
Dodds  of  England  developed  stilbestrol,  a new  syn- 
thetic estrogenic  drug,  for  use  particularly  in  the  con- 
trol of  menopausal  symptoms.  Since  the  beginning 
of  the  twentieth  century  we  have  really  begun  to  un- 
derstand the  ovary  and  its  many  functions  and  dis- 
turbances. 

Physiology 

.\s  noted  in  previous  papers,  like  the  testes,  the 
ovaries  are  guided  in  their  growth  and  function  by 
the  two  gonadotropic  hormones  of  the  anterior  pitui- 
tary’ gland,  the  follicle  stimulating  hormone  (Prolan 
A)  and  the  luteinizing  hormone  (Prolan  B).  The 
proper  physiological  coordination  of  these  two  hor- 
mones determines  the  primary  growth  of  the  ovary 
and  influences  the  cyclic  character  of  its  function. 
Gonadotropic  hormones  from  other  sources  have  only 
part  of  the  action  of  true  pituitary  hormones.  For 
example,  antuitrin  S or  A.P.L.  represents  the  hor- 
mone from  pregnancy  urine  which  is  ambiguously 
named  anterior  pituitary-like  hormone  because,  while 
it  does  have  a luteinizing  effect,  it  lacks  the  follicle 


stimulating  effect  of  the  true  anterior  pituitary  gona- 
dotropic hormone.  Pregnant  mares’  serum  is  an  ex- 
ception in  that  apparently  its  hormone  has  both  fol- 
licle stimulating  and  luteinizing  effects.  There  are 
some  minor  technical  differences  from  the  true  pitui- 
tary hormone  but  these  have  not  been  reported  as  of 
any  clinical  significance.  The  gonadotropic  hormone 
is  also  found  in  the  placenta,  urine  of  women  with 
hydatid  mole  or  chorioepithelioma,  postmenopausal 
or  castrate  urine,  and  amniotic  fluid.  The  hormones 
from  these  sources  are  similar  but  not  identical  in 
their  function. 

Now  the  follicle  itself  produces  a hormone  called 
an  estrogenic  substance,  specifically,  estradiol  or  di- 
hydrotheelin.  This  hormone  incites  the  following 
physiological  responses : 

1.  The  development  of  the  secondary  sex  char- 
acteristics which  differentiate  the  mature  woman  from 
the  child  or  the  castrate,  such  as  hair  distribution, 
bodily  contour,  libido,  etc. 

2.  Development  of  the  mammary  duct  system. 

3.  Development  of  the  adult  vaginal  mucosa. 

4.  Growth  of  the  myometrium  and  .sustaining  of 
its  rhythmic  contraction. 

5.  Development  of  the  endometrium  through  the 
proliferative  stage  and  to  the  secretion  stage  of  about 
the  end  of  the  second  week  in  the  normal  menstrual 
cycle. 

The  follicular  hormone  is  found  in  the  follicle,  its 
fluid,  the  placenta,  and  in  pregnancy  urine  and 
blood,  and  in  amniotic  fluid.  It  has  been  extracted 
from  the  gonads  of  stallions.  There  is  an  abundant 
supply  in  urine  of’stallions  and  of  pregnant  mares. 
The  latter  is  the  usual  commercial  source.  Theelin, 
theelol,  pregnandiol,  dihydrotheelin  are  related  com- 
pounds. The  commercial  names  are  even  more  con- 
fusing. More  than  eighteen  separate  and  distinct 
names  are  used  for  this  follicular  honnone.  This 
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regrettable  state  only  adds  confusion  to  an  already 
perplexing  problem. 

Tlie  corpus  luteum  produces  a hormone,  proges- 
terone, chemically  related  to  the  follicular  hormone. 
Progesterone  is  responsible  for  the  following: 

1.  Development  of  the  acinar  elements  of  the 
breasts. 

2.  Secretory  development  of  the  endometrium  dur- 
ing the  last  two  weeks  of  the  normal  menstrual 
cycle. 

3.  A tendency  to  oppose  the  activity  of  the  fol- 
licular hormone  on  uterine  motility. 

Progesterone  has  been  prepared  synthetically  from 
stigmasterol  derived  from  soy  beans  as  well  as  from 
pregnandiol  of  pregnant  urine.  It  has  been  extracted 
from  corpus  luteum  and  the  human  placenta. 

In  normal  menstruation  the  follicular  or  estro- 
genic hormone,  as  its  production  increases  from  the 
first  to  the  twelfth  day,  begins  in  turn  to  inhibit  the 
pituitary  whose  gonadotropic  hormone  originally 
stimulated  follicle  development.  Ovulation  takes 
place  on  about  the  twelfth  to  the  fourteenth  day. 
Corpus  luteum  is  then  formed  and  its  hormone,  pro- 
gesterone, completes  the  preparation  of  the  endo- 
metrium for  menstruation.  If  pregnancy  does  not 
take  place,  the  corpus  luteum  degenerates.  Thus, 
both  ovarian  hormones,  follicular  and  corpus  luteum, 
reach  a very  low  concentration,  the  pituitary  inhibi- 
tion is  thereby  released,  and  the  cycle  is  once  more 
repeated.  If  pregnancy  does  take  place,  corpus 
luteum  is  retained  and  the  pituitary  is  held  in  check 
until  term.  We  realize  that  this  is  but  one  theory 
of  the  female  reproductive  cycle  but  at  present  is  the 
most  acceptable  and  clarifies  our  concept  of  the  dis- 
orders of  menstruation. 

To  summarize:  The  anterior  pituitary  yields  the 
gonadotropic  factor  of  two  hormones,  one  of  which 
stimulates  the  follicles  which  in  turn  produces  the 
estrogenic  hormone,  the  other  of  which  stimulates  the 
corpus  luteum  which  in  turn  produces  its  hormone, 
progesterone.  There  is  a delicate  balance  between 
each  of  the  hormones  for  normal  function.  Any  dis- 
ruption of  this  balance  may  give  rise  to  symptoms 
and  it  is  this  subject  to  which  we  will  now  direct 
our  attention. 

Therapy 

Menstrual  disturbances  from  amenorrhoea,  irregu- 
larity to  sterility  and  hypogonadism  are  in  most  in- 
stances due  to  ovarian  insufficiency  which  in  turn  is 
due  to  lack  of  pituitary  stimulation.  We  assume  that 


the  metabolism  is  normal  and  organic  disease  is  e.x- 
cluded.  .\ntuitrin  S,  A.P.L.,  etc.,  anterior  pituitary- 
like  hormone,  is  contraindicated  because  it  actually 
inhibits  follicle  development.  Estrogenic  hormone  is 
likewise  contraindicated  because  it  inhibits  pituitary 
stimulation  and  therefore  ovarian  activity.  True 
anterior  pituitary  gonadotropic  extracts  are  on  the 
market.  Prephysin  (Chappel  Laboratory,  Rockford, 
111.)  and  gonadotropic  factor  (maturity)  of  .\rmour, 
and  Ayerst,  McKenna  and  Harrison  laboratories  are 
potent  products.  One  cc.  daily  or  every  other  day  for 
the  first  two  weeks  of  each  menstrual  cycle  is  recom- 
mended. This  provides  maximum  pituitary  stimula- 
tion to  the  date  of  ovulation  and  follows  the  normal 
sequence  of  hormone  action.  Of  course,  in  complete 
amenorrhoea,  regular  treatment  must  be  continued 
until  a cycle  is  established. 

Recently  for  the  same  purposes  there  has  appeared 
on  the  market  preparations  of  pregnant  mares’  serum. 
.'\mong  these  are  gonadogen  of  Upjohn  and  anteron 
of  Sobering.  The  manufacturers  recommend  dosage 
schedule.  Sufficient  clinical  experience  is  not  yet 
available  for  evaluation  of  this  preparation  but  re- 
ports have  been  quite  favorable.  The  cost  of  each 
dose  for  either  the  pituitary  hormone  or  pregnant 
mares’  serum  is  in  the  neighborhood  of  fifty  cents. 

Menorrhagia  presents  one  of  the  most  important 
problems  of  menstrual  disturbances.  Its  satisfactory 
treatment  is  frequently  life  saving.  Of  course,  or- 
ganic disease  must  be  ruled  out  and  we  assume  that 
there  is,  as  above,  no  thyroid  imbalance.  Usually 
hyperpituitarism  is  associated  with  increased  men- 
strual flow  and  hypopituitarism  with  diminished 
menstrual  flow.  However,  actually  there  is  no  such 
constant  relationship  and  the  reverse  association  has 
been  observed.  Until  the  actual  cause  is  determined, 
empiricism  in  therapy  is  necessary.  Novak  and 
others  since  1931  have  reported  e.xcellent  results  with 
the  anterior  pituitar}'-like  hormone  as  antuitrin  S 
and  follutein  which  have  a luteinizing  effect.  In- 
jections of  one  to  two  cc.  daily  for  five  to  ten  days 
are  recommended.  Now  that  potent  true  gonadotropic 
extracts  of  anterior  pituitary  and  pregnant  mares’ 
serum  are  available,  these  have  been  found  useful, 
particularly  in  menorrhagia  of  young  women.  Bleed- 
ing at  the  menopause  strangely  enough  may  be  con- 
trolled by  the  estrogenic  hormone  and  when  this 
hormone  has  been  used  at  a low  dosage,  an  increase 
actually  checks  bleeding  in  many  instances.  If  bleed- 
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ing  becomes  too  serious,  drug  therapy  and/or  X-ray 
radiation  may  be  indicated. 

The  two  principal  ways  in  which  the  estrogenic 
substances  are  used  are  for  substitution,  and  for 
pituitary  inhibition.  In  gonorrheal  vaginitis  of  chil- 
dren, 1,000  to  2,000  international  units  a day,  for 
not  over  a few  weeks,  by  suppository  or  injection 
convert  the  mucosa  to  the  adult  type  thereby  throwing 
off  the  infection.  This  is  the  clearest  example  of  true 
substitution  therapy.  Kaurosis  and  pruritus  of  the 
aged  are  likewise  frequently  relieved  by  larger 
amounts  of  estrogenic  substance. 

Probably  the  most  widely  recognized  indication 
for  estrogenic  therapy  is  the  climacteric  or  meno- 
pause, either  natural  or  surgically  induced.  Here 
the  ovaries  have  slowed  down  in  their  function  or 
have  been  removed.  \Mien  this  occurs  the  pituitary 
becomes  overactive  because  of  the  balance  between  the 
two.  It  is  apparently  this  pituitar}’  overactivity 
which,  in  addition  to  ovarian  hormone  failure,  is  re- 
sponsible for  the  s}Tnptoms  of  the  menopause, 
namely,  vertigo,  nervousness,  palpitation,  heart  con- 
sciousness, hot  and  cold  flushes,  crying  spells,  numb- 
ness and  tingling  of  scalp,  hands  or  feet,  and  cessa- 
tion or  irregularity  in  time  or  character  of  menses.  It 
must  be  remembered  that  the  estrogenic  hormone  de- 
presses the  ovary  and  therefore  is  contraindicated  in 
patients  in  whom  ovarian  function  is  desired.  That 
is  why  its  use  in  dysmenorrhoea  and  irregularities  in 
} oung  women  is  definitely  contraindicated. 

In  the  vast  majority  of  patients  oral  administra- 
tion of  1,000  to  20,000  international  units  (200  to 
4,000  rat  units)  daily  of  the  estrogenic  hormone  is 
sufficient  to  control  symptoms.  Per  unit  the  injection 
is  more  efficient  but,  as  in  other  forms  of  hormone 
therapy,  small  amounts  at  frequent  intervals  more 
nearly  approach  the  natural  process  than  large 
weekly  or  bi-w'eekly  doses  by  injection.  Another  fact 
worth  considering  is  that  the  sesame  or  peanut  oil 


base  is  never  absorbed  but  remains  a foreign  body 
in  the  muscle,  .\fter  the  dose  sufficient  to  control 
symptoms  has  been  obtained  it  may  be  gradually 
lowered  to  the  minimum  that  sustains  relief.  It  will 
probably  be  necessary  to  maintain  treatment  from  six 
months  to  three  years.  Too  low  a dosage  of  the  hor- 
mone is  a frequent  cause  of  treatment  failure.  How- 
ever, too  much  of  the  estrogenic  hormone  may  actually 
intensify  menopausal  symptoms.  Amniotin,  theelin, 
estrone,  estromone,  progynon  and  emmenin  are  among 
the  reliable  standardized  products. 

The  latest  addition  to  our  estrogenic  armamen- 
tarium is  stilbestrol  which,  due  to  wise  policy  of  the 
new  drug  regulation  act,  has  not  been  placed  on  the 
market.  Experimental  work,  however,  has  shown 
that  this  s}'nthetic  product  simulates  in  a very  potent 
w’ay  all  of  the  estrogenic  reactions.  One  to  five  milli- 
grams is  the  average  daily  dose.  Its  great  advantage 
is  that  its  cost  is  about  one-tenth  of  that  of  the  natu- 
ral hormone  preparations.  Its  disadvantages  are 
such  toxic  reactions  as  nausea,  vomiting,  headache, 
and  lassitude.  Large  doses  in  animals  have  produced 
liver  and  bone  marrow  damage.  Much  carefully  con- 
trolled experimentation  is  necessary  before  this  drug 
is  released  for  general  use. 

Progesterone  therapy  for  intramuscular  use  in  oil 
as  progestin,  proluton  and  lipolutin  is  being  used 
in  the  treatment  of  habitual  or  threatened  abortion 
with  increasing  success.  Its  action,  though  still  not 
clear,  may  be  substitution  for  an  inadequately  stimu- 
lated corpus  luteum.  Dysmenorrhoea  is  frequently 
dramatically  relieved  but  cost  prevents  the  routine 
use  of  progesterone.  .Aqueous  solutions  of  corpus 
luteum  are  now  known  to  contain  only  variable 
amounts  of  estrogenic  hormone  and  no  progesterone. 

1000  Il'erf  Grace  Street. 

Editor’s  Note:  Third  in  a series  of  brief  summaries 
of  our  present  knowledge  of  a rapidly  changing  field 
of  diagnosis  and  therapy. 


THE  USE  OF  UNNA’S  PASTE  IN  THE  TREATMENT  OF  VARICOSE  ULCER.- 


William  B.  Marbury,  M.D., 

and 


Richard  L.  Jackson,  M.D., 

Washington,  D.  C. 


Although  Unna’s  paste  was  described  about  1880, 
and  has  l>een  used  to  some  extent  ever  since,  its  value 

*Read  before  the  Virginia,  Maryland  and  District  of 
Columbia  Medical  Society,  November  15,  1939. 


seems  never  to  have  been  fully  appreciated.  Its  chief 
use  is  in  the  treatment  of  varicose  ulcer  of  the  lower 
extremity.  There  is  probably  very  little  or  no  medi- 
cinal value  in  the  formula  but  its  chief  remedial 


1940] 


Virginia  Medical  Monthly 


299 


properties  are  due  to  the  constant  pressure  that  can 
be  acquired.  It  has  the  advantage  of  being  non- 
irritating and  the  zinc  oxide  powder  and  glycerin 
may  have  some  healing  effect. 

Cause  of  Varicose  Ulcer 

The  predisposing  cause  of  varicose  ulcers  is  edema. 
The  edema  might  be  likened  to  a marshy  field  which 
becomes  sodden  for  lack  of  drainage.  When  the  skin 
is  once  broken  it  is  practically  impossible  to  heal  the 
ulcer  until  the  fluid  that  is  static  in  the  capillaries 
and  tissues  has  been  drained  away.  This  can  be 
accomplished  usually  by  one  of  two  ways:  either 
by  putting  the  patient  to  bed  and  elevating  the  af- 
fected limb  or  limbs,  or  by  applying  even  pressure 
to  support  the  column  of  blood  in  the  superficial 
veins.  The  first  means  incapacitating  the  patient 
for  a considerable  length  of  time,  and  as  varicose 
veins  occur  most  frequently  in  the  under-privileged 
class  who  can  ill  afford  to  lay  up,  it  is  often  im- 
practical. By  using  Unna’s  paste  bandages  the  pa- 
tient can  be  kept  on  his  feet  during  the  entire  treat- 
ment. They  should  be  changed  as  necessary, 
anywhere  from  every  other  day  to  several  weeks.  If 
there  is  much  discharge  frequent  dressings  are  nec- 
essary, but  when  the  ulcer  has  healed  the  dressing 
can  be  worn  in  place  of  an  ela.stic  stocking  to  which 
it  is  much  superior. 

How  TO  ;M.ake  Unna’s  Paste 

Unna’s  paste,  or  “paint”,  as  it  was  formerly  called, 
was  first  used  by  Dr.  P.  G.  P"nna,  of  Hamburg, 
Germany,  in  treating  diseases  of  the  skin.  To  w’hom 
is  due  the  honor  of  suggesting  it  for  the  treatment  of 
varicose  ulcers  is  not  known.  Dr.  James  F.  Mitchell 
has  used  it  for  many  years  and  was  the  one  who 
introduced  me  to  its  virtues.  The  formula  is  as 
follows:  Take  ten  parts  each  of  water  and  glycerin 
and  four  parts  each  of  the  best  sheet  gelatin  and 
zinc  oxide  powder.  Put  the  vessel  containing  the 
water  in  a water  bath  and  slowly  melt  the  gelatin; 
add  glycerin  when  the  former  is  thoroughly  melted, 
and  then  the  zinc  oxide  powder,  until  a homogenous 
mixture  results.  The  paste  will  have  a disagreeable 
odor  because  of  the  gelatin,  and  to  correct  this  a 
few  drops  of  oil  of  wintergreen  are  added.  In  the 
fluid  state  the  paste  looks  like  paint  but  when  it 
cools  it  has  the  feel  and  look  of  white  rubber. 

Application 

-\fter  the  limb  has  been  thoroughly  cleansed  and 
dried  and  any  scabs  removed,  tbe  dressing  is  ap- 


plied. It  has  been  customary  to  apply  it  as  a paint, 
alternating  each  time  with  a layer  of  gauze  roll,  but 
this  can  be  simplified  as  follows:  Take  a roll  of 
wide  mesh  gauze  bandage  and  re-roll  it  so  that  it 
can  become  impregnated  with  the  paste.  The  band- 
age should  be  about  two  and  one-half  inches  wide. 
The  paste  is  heated  over  a hot  water  bath  and  the 
loosely-rolled  bandage  immersed.  After  the  bandage 
is  thoroughly  saturated  with  the  fluid  paste  it  is 
twisted  between  two  artery  clamps  to  remove  the 
excess.  The  bandage  is  then  applied  from  the  base 
of  the  toes  to  below  the  knee,  taking  care  to  make 
the  dressing  smooth.  Several  bandages  may  be  ap- 
plied in  this  way.  Over  the  paste  bandage  a drj' 
bandage  is  placed  in  the  same  way  to  prevent  soiling 
the  clothing.  The  ulcer  areas  are  re-enforced  by 
extra  layers  of  gauze  to  take  care  of  the  discharge. 

It  is  probably  safe  to  say  that  we  have  never  seen 
an  ulcer  on  the  extremity  associated  with  edema  an3 
due  to  varicose  veins  that  could  not  be  healed  by  this 
method.  Tuberculous  and  syphilitic  ulcers  are  not 
included  in  this  discussion. 

For  a permanent  cure,  the  saphenous  vein  and  its 
branches  should  be  ligated  just  below  Poupart’s  liga- 
ment and  a retrograde  injection  of  some  sclerosing 
fluid  (preferably  sodium  morrhuate)  done  at  the 
same  time.  Any  remaining  veins  in  the  calf  can  be 
cared  for  by  local  injection  of  the  same  material. 

Contr.aindications 

There  is  one  precaution  that  should  be  taken  in 
every  case  before  ligating  and  sclerosing  the  super- 
ficial veins,  and  that  is  to  determine  that  the  deep 
veins  are  patulous.  This  can  be  done  by  Trendelen- 
burg’s test  or  by  applying  a snugly-fitting  bandage 
to  the  leg  and  noting  whether  it  gives  relief  or  more 
discomfort.  Where  the  deep  veins  are  occluded  the 
pain  as  a result  of  the  bandage  will  be  excessive.  In 
the  aged  and  in  those  suffering  from  diabetes,  arterio- 
sclerosis, thromboangiitis  obliterans  and  allied  con- 
ditions, great  concern  should  be  exercised  as  to  the 
advisability  of  using  any  sclerosing  fluid.  A careful 
history  and  examination  should  precede  treatment  in 
every  case,  being  on  the  alert  especially  for  a history 
of  thrombophlebitis  (milk  leg)  associated  with  prev- 
ious illnesses.  A case  in  question  is  the  following: 

Mr.  S.  E.,  thirty-seven  years  old,  seen  in  consulta- 
tion at  Emergency  Hospital  on  April  19,  1938.  He 
complained  of  pain  and  swelling  of  the  left  leg  and 
a small  ulcer  just  below  the  calf.  He  had  been  in  the 
hospital  two  years  previously,  suffering  from  burns 
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on  the  face  and  body  and  while  he  was  there  devel- 
oped pneumonia.  Following  this  he  had  a phlebitis 
of  the  left  leg.  As  a sequela  he  had  several  ulcers, 
one  over  the  internal  malleolus  and  one  a little  higher 
up. 

E.vamination  showed  man,  thirty-seven  years  old. 
Blood  pressure,  150/98.  T.  P.  R.,  98-100-20.  The 
left  leg  was  swollen  and  edematous  and  the  super- 
ficial veins  were  markedly  prominent.  Varicosities 
extended  above  Poupart’s  ligament  over  the  lower 
part  of  the  abdomen.  Trendelenburg  test  was  posi- 
tive. Leg  was  bandaged  from  the  base  of  the  toes  to 
below  the  knee  and  he  was  allowed  to  walk  around. 
The  bandage  instead  of  decreasing  his  pain  markedly 
increased  it,  and  he  was  obliged  to  take  it  off  him- 
self. Because  of  the  history  and  the  fact  that  the 
pressure  bandage  did  not  give  relief,  but  increased 
the  pain,  it  had  to  be  concluded  that  the  deep  cir- 
culation was  blocked  and  it  would  be  of  no  benefit 
but  a definite  detriment  to  obliterate  his  superficial 
venous  return. 

Report  of  Fifty-Six  Cases  of  Varicose 
Veins  of  the  Extremities 

Of  these,  twenty-four  were  males  and  thirty-two 
females.  The  average  age  was  forty-nine.  The  num- 
ber of  patients  having  ulcers  was  sixteen.  Two  had 
ulcers  on  both  legs;  several  had  multiple  ulcers,  all 
ulcers  situated  between  the  calf  and  lower  part  of  the 


ankle.  The  most  painful  ulcers  were  beneath  or  over 
the  internal  malleolus.  The  ulcers  varied  in  size 
from  one-half  to  three  inches  in  diameter.  Most 
cases  showed  some  edema.  Pain  was  variable  from 
moderate  to  very  severe. 

Treatment 

Skin  graft:  l.Unna’s  paste  bandage : 38.  Injection: 
thirty-four,  of  which  fourteen  were  injected  with 
quinine  and  urethane  and  the  remainder  with  sodium 
morrhuate.  Ligation:  ten  cases,  one  of  which  was 
bilateral,  and  two  cases  in  which  the  ligation  was 
done  in  the  thigh.  In  one  case  a Mayo  stripping 
operation  was  done,  and  in  one  case  treatment  was 
not  given  on  account  of  the  inflammation. 

Results 

Practically  all  cases  but  one  were  improved  at 
the  time  of  discharge.  Only  in  those  cases  where  the 
saphenous  vein  and  its  tributaries  were  tied  proximal 
to  their  junctions  with  femoral  veins  could  the  cure 
be  considered  permanent. 

There  were  nine  known  recurrences,  or  16.7  per 
cent,  among  those  treated  by  local  injection  or  by 
Unna’s  paste  bandage,  or  both.  There  were  no  cases 
of  ulcer  which  were  not  healed  by  Unna’s  paste  band- 
age, either  alone  or  in  conjunction  with  local  in- 
jections of  a sclerosing  fluid. 

2238  Que  Street,  N.  W. 


AN  ANALYSIS  OF  CESAREAN  SECTION  AT  UNIVERSITY  OF 
VIRGINIA  HOSPITAL.* 


J.  M.  Nokes,  M.D., 

University,  Va. 


Many  publications  have  appeared  in  the  past  few 
years  pointing  out  the  abuses  of  Cesarean  section,  so 
that  any  clinic  in  which  this  method  of  delivery  has 
popularity  should  from  time  to  time  analyze  their 
cases  and  determine  their  results.  It  has  always 
seemed  to  us  unwise  to  condemn  the  procedure  be- 
cause it  is  unavoidably  associated  with  a definite 
morbidity  and  mortality,  but  rather  its  value  should 
be  determined  by  the  relative  outcome  in  live  mothers 
and  babies  in  contrast  to  the  result  in  live  mothers 
and  babies  when  vaginal  delivery  is  accomplished  in 

*Read  at  the  annual  meeting  of  the  South  Atlantic 
Association  of  Obstetricians  and  Gynecologists,  Charles- 
ton, S.  C.,  February  11,  1939. 


the  presence  of  the  conditions  for  which  the  abdomi- 
nal delivery  was  performed.  An  analysis  should  be 
made  with  the  hope  of  reducing  the  incidence  and 
the  resulting  fatalities  in  one’s  own  clinic  rather  than 
an  attempt  to  compare  the  results  with  those  of  some 
other  clinic. 

Special  maternity  centers  and  lying-in  hospitals 
with  their  well  organized  prenatal  clinics  and  social 
service  departments,  and  their  low  incidence  of  neg- 
lected cases,  should  show  a lower  incidence  of 
Cesarean  section  and  a lower  morbidity  and  mortal- 
ity therefrom.  The  importance  of  detecting  the  com- 
plications of  pregnancy  and  recognizing  by  prenatal 
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observations  the  conditions  which  will  complicate 
labor  is  well  recognized.  The  maternity  hospitals  re- 
ceive some  neglected  cases  but  it  is  doubtful  if  the 
percentage  is  as  large  as  in  general  hospitals  having 
active  obstetric  services.  It  is  worthy  of  note  that 
76  per  cent  of  our  patients  delivered  by  Cesarean 
section  had  no  prenatai  care. 


about  the  ratio  of  white  patients  to  colored  patients 
on  the  entire  service.  We  encounter  better  cooperation 
prenatally  from  the  colored  than  we  do  from  the 
white  ward  patients. 

Of  the  185  cases  of  Cesarean  section,  eighty-two 
were  done  on  primiparous  and  103  on  multiparous 
patients.  The  youngest  patient  to  be  operated  upon 


TABLE  I 

T'l  PES  OF  DELIVERY 


Total  Cesarean  Versions  and  Mid  Low 

Year  Deliveries  Spontaneous  Section  Extractions  Breech  Forceps  Forceps  Craniotomy 

1931  235  153  5 3 17  1 55  1 

1932  - 567  41+  13  3 41  3 93 

1933  +09  262  30  5 32  5 75 

193+ 49+  353  28  7 40  4 62 

1935  509  375  30  4 32  3 65 

1936  607  +7+  26  6 2+  3 73  1 

1937  667  507  38  6 3+  4 78 

1938  382  276  15  3 12  1 75 


TOTAL  _ 3,870  2,81+  185  37  232  24  576  2 

72.71%  +.787o  .957o  5.997o  .62^0  14.877o  .05% 


The  following  analysis  is  based  on  185  cases  of 
Cesarean  section  done  at  the  University  of  Virginia 
Hospital  from  July  1,  1931,  to  July  1,  1938.  The 
University  of  Virginia  Hospital  is  a general  hospital 
located  in  a town  of  approximately  15,000  inhabi- 
tants and  is  the  teaching  unit  for  the  Medical  School. 
It  serves  as  a hospital  center  for  a widely  spread 
rural  and  mountainous  area. 

The  decision  to  treat  a given  case  by  Cesarean 
section  was  made  either  by  Dr.  T.  J.  Williams,  Pro- 
fessor of  Obstetrics  and  Gynecology,  or  myself,  and 
many  times  in  joint  consultation.  We  have  not  al- 
lowed the  social  status  of  a patient  to  influence  us 
in  our  decision  to  do  a Cesarean  section.  The  op- 
erations were  done  for  the  most  part  by  the  Resident 
Obstetrician  except  for  some  very  poor  operative 
risks  and  private  cases.  The  anesthesia  employed 
was  nitrous  oxide,  o.xygen  and  ether  except  in  two 
instances  in  which  spinal  anesthesia  was  used. 

The  relative  incidence  of  the  various  operative 
procedures  to  the  total  number  of  deliveries  is  shown 
in  Table  I.  There  is  an  incidence  of  72.71  per  cent 
spontaneous  deliveries,  low  forceps  14.87  per  cent, 
breech  extractions  5.99  per  cent.  Cesarean  sections 
4.78  per  cent,  versions  and  extractions  .95  per  cent 
and  mid  forceps  .62  per  cent. 

The  185  cases  of  Cesarean  sections  consisted  of 
forty-two  private  and  143  ward  patients.  The  divi- 
sion according  to  race  and  year  is  shown  in  Table  II. 

•Approximately  75  per  cent  of  the  sections  were  in 
white  women  and  25  per  cent  in  colored  which  is 


was  a colored  primipara  of  eleven  years  who  had 
never  menstruated  and  who  had  as  indications  a gen- 
erally contracted  funnel  pelvis  and  severe  toxemia. 
The  oldest  patient  was  a white  woman  forty-five 
years  of  age  who  had  had  three  spontaneous  deliv- 
eries, one  abortion  and  seven  operative  deliveries  re- 
sulting in  four  stillbirths.  After  a trial  and  unsat- 
isfactory labor  of  twenty-four  hours,  during  which 

TABLE  II 

CESAREAN  SECTIONS  BY  RACE  AND  YEAR 


Year  Total  Cesarean  Sections  White  Colored 

1931  5 3 2 

1932  13  10  3 

1933  30  21  9 

193+ 28  19  9 

1935  30  22  8 . 

1936  26  23  3 

1937  38  29  9 

1938  IS  12  3 

TOTALU  185  139  46 


time  there  was  unengagement  of  the  head,  a Porro 
Cesarean  section  was  done. 

Indications 

It  is  found  that  our  indications  for  abdominal  de- 
livery have  been  lenient.  There  is  but  little  ground 
for  concern  with  the  absolute  indications  for  Cesarean 
section  as  ordinarily  set  forth,  but  many  of  the  so- 
called  relative  indications  might  be  justly  criticized 
and  afford  reasonable  ground  for  divergence  of  opin- 
ion. In  many  cases  there  was  more  than  one  factor 
which  influenced  our  decision.  For  purposes  of 
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grouping  our  indications  we  have  tried  to  select  the 
most  important  indication. 

TABLE  III 

INDICATIONS  FOR  CESAREAN  SECTION 

1.  Contracted  Pelvis  and  Cephalo-Pelvic 

Disproportion  63  cases  34% 

4 Eclamptics 

1 Toxemia  without  convulsions 

1 Marked  varicosities  of  vulva 

2 Previous  Cesarean  Section 29  cases  29% 

2 Toxemias 

1 Transverse  presentation 
1 Tranverse  presentation  with  cen- 
tral placenta  previa 


3.  Toxemia  26  cases  14% 

1 Fibromyomata  uteri 

4.  Premature  Separation  of  Placenta 16  cases  8% 

5.  Tumors  10  cases  5% 

9 Fibromyomata 

1 Extensive  granuloma  of  cervix 

6.  Elderly  Primipara 8 cases  4% 

1 Frank  breech 
1 Toxemia 

7.  Malpositions  5 cases  3% 

1 Transverse  with  toxemia 
1 Transverse  with  two  previous  still- 
births 


1 Transv'erse  with  three  previous 
still-births 

1 Frank  breech  with  previous  ne- 


phrectomy 

1 Face  with  chin  posterior,  toxemia 

8.  Uterine  Inertia  and  Cervical  Dystocia  4 cases  2% 
1 Extreme  obesity 

1 Extensive  laceration  of  cervix 

9 Sterilization  4 cases  2% 

10.  Placenta  Previa 3 cases 

11.  Postmaturity  and  Excessive  Size  of 

Child . 3 cases 

12.  Previous  Pelvic  Operations 3 cases 

2 Complete  vaginal  plastic  repairs 
1 Suspension  with  toxemia 

13.  Varicosities  and  Thrombophlebitis 2 cases 

14.  Psychoses 3 cases 

15.  Heart  Disease 2 cases 

16.  Tuberculosis  with  Thoracoplasty 1 case 

17.  Impending  Uterine  Rupture 1 case 

18.  Previous  Inversion  of  Uterus 1 case 

19.  Torsion  of  Uterus 1 case 


The  largest  group  for  which  Cesarean  section  was 
done  was  the  group  of  contracted  pelves  with  in- 
stances of  cephalo-pelvic  disproportion.  In  only  a 


portion  of  the  cases  was  the  contraction  an  absolute 
indication  for  abdominal  deliver}^,  while  in  the  re- 
mainder some  other  relative  condition  existed  which 
influenced  our  decision  to  deliver  by  abdominal  sec- 
tion. This  group  comprised  sixty-three  cases  or  34 
per  cent  of  the  entire  series.  A division  of  these  cases 
according  to  race  and  type  of  pelvis  is  shown  in 
Table  IV. 

TABLE  IV 

TYPES  OF  CONTRACTED  PELVIS  ACCORDING 
TO  RACE 

White  Colored  Total 


Simple  Flat 9 3 12 

Generally  Contracted  Funnel 12  6 18 

Funnel  9 1 10 

Generally  Contracted 7 5 12 

Flat  Rachitic 6 6 

Unilateral  Lameness 112 

Generally  Contracted  Rachitic 3 3 

TOTAL 38  25  63 


Four  patients  with  eclampsia  and  contracted  pel- 
vis were  delivered  by  Cesarean  section,  but  in  each 
instance  the  indication  was  the  cephalo-pelvic  dis- 
proportion. The  earliest  operation  on  an  eclamptic 
was  not  performed  until  twenty-four  hours  after  the 
last  convulsion  had  occurred,  while  in  one  instance 
the  section  was  not  done  until  three  days  after  the 
last  convulsion. 

In  twenty-nine  instances  the  op>eration  was  per- 
formed because  of  a previous  Cesarean  section, 
twenty-four  of  which  were  done  at  this  Hospital. 
In  general,  we  believe  that  if  a patient  has  had  a 
Cesarean  section  her  best  interests  are  served  by  hav- 
ing subsequent  deliveries  by  the  abdominal  route.  We 
feel  that  the  hazard  to  the  mother  and  baby  are  less 
with  an  elective  section  than  with  labor,  even  though 
the  indication  for  which  the  previous  section  was 
performed  is  not  a permanent  one. 

In  sixteen  patients  the  operation  was  performed 
for  premature  separation  of  a normally  implanted 
placenta  and  in  three  instances  for  placenta  previa. 
Our  attitude  in  the  treatment  of  these  patients  is  one 
of  individualization  of  each  case,  many  of  them 
being  delivered  through  the  vagina.  The  type  of  de- 
livery is  chosen  dependent  upon  all  of  the  condi- 
tions present,  and  the  method  of  delivery  selected 
which  seems  to  offer  the  best  combined  prognosis  for 
mother  and  child. 

The  types  of  operation  by  years  are  shown  in 
Table  V. 
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TABLE  V 

TYPE  OF  OPERATION 

Classical  With 

Year  Classical  Low  Cervical  Hysterectomy 

1931  4 0 1 

1932  12  0 1 

1933  30  0 0 

1934  24  0 4 

1935  24  4 2 

1936  23  2 1 

1937  35  1 2 

1938  12  1 2 


TOTAL.  164  8 13 


The  classical  operation  was  performed  in  164  in- 
stances, and  this  high  incidence  of  the  classical  op- 
eration is  undoubtedly  open  to  criticism,  especially 
since  the  five  fatal  cases  have  occurred  in  this  group, 
although  we  suspect  the  same  fatalities  would  have 
occurred  regardless  of  the  type  of  section  performed. 
The  high  incidence  of  the  classical  operation  is  ex- 
plained mainly  on  the  basis  of  a clinical  experiment 
which  we  are  carrying  on  to  convince  ourselves  by 
our  own  experience  of  the  superiority  of  the  low 
cervical  operation.  In  this  connection  it  is  interesting 
that  the  twenty-eight  cases  delivered  by  classical  sec- 
tion were  potentially  infected  at  the  time  operation, 
although  but  one  of  this  number  proved  fatal,  the 
patient  dying  of  an  embolus.  The  Porro  operation 
was  performed  thirteen  times,  three  for  premature 
separation  of  the  placenta  with  intramuscular  hemor- 
rhage, five  for  fibromyomata  uteri  and  five  for  intra- 
uterine infection.  Tliere  were  no  mortalities  in  this 
group.  The  low  cervical  operation  was  performed 
eight  times,  six  after  trial  labor  without  progress  and 
two  before  the  onset  of  labor.  There  were  no  fatali- 
ties in  this  group. 


Mortality 

In  the  series  of  185  cases  there  were  five  maternal 
deaths,  a mortality  rate  of  2.7  per  cent.  The  five 
deaths  occurred  in  the  group  of  164  classical  opera- 
tions, giving  a mortality  of  3 per  cent  for  the  classical 
operation.  The  fatal  cases  are  briefly  described  be- 
low. 

Case  1.  Excitable  neurotic  patient.  Uterine  in- 
ertia and  cervical  dystocia.  The  lower  uterine  seg- 
ment was  poorly  formed  and  the  patient  in  poor  con- 
dition on  operating  table  and  was  taking  the  anes- 
thetic badly.  A low  classical  section  was  done.  The 
puerperium  was  complicated  by  marked  abdominal 


distention,  separation  of  the  abdominal  incision  ne- 
cessitating secondary  closure,  intestinal  olistruction 
requiring  enterostomy.  A pelvic  abscess  formed, 
treated  by  posterior  colpotomy.  There  \vas  marked 
improvement  and  it  seemed  that  all  was  well  until 
twenty-four  hours  after  the  colpotomy  the  patient 
died  from  a pulmonary  embolus. 

Case  2.  Previous  Cesarean  section,  toxemia  com- 
plicating the  present  pregnancy.  Elective  operation. 
Died  from  lobar  pneumonia  eight  days  after  opera- 
tion. 

Case  3.  Elective  classical  section  done  for  pla- 
centa previa.  The  patient  died  on  the  operating 
table  from  circulatory  collapse. 

Case  4.  Elective  classical  section  done  for  an  e.x- 
tensive  bleeding  granulomatous  lesion  of  the  cervix 
filling  the  vaginal  vault  which  was  first  thought  to 
be  carcinoma.  Death  resulted  from  peritonitis. 

Case  5.  Elective  classical  section  done  for  pre- 
mature separation  of  the  placenta  associated  with  a 
severe  toxemia  of  pregnancy.  The  patient  died  twelve 
days  postoperative  in  anuria  and  uremia.  At  no 
time  during  the  postoperative  course  was  there  any 
evidence  of  infection. 

Except  for  possibly  Cases  1 and  4 it  is  difficult  to 
see  how  the  type  of  operation  could  have  been  much 
of  a factor  in  the  outcome,  while  the  death  in  Case  2 
might  not  have  occurred  if  local  anesthesia  had  been 
used. 


Fetal  Mortality 

The  185  Cesarean  sections  resulted  in  twelve  still- 
births. We  have  included  in  this  group  questionable 
premature  children  dying  soon  after  birth.  The  un- 
corrected fetal  mortality  was  6.9  per  cent.  There 
were  six  stillbirths  in  the  sixteen  cases  of  premature 
separation  of  the  placenta.  One  stillbirth  occurred 
in  the  patient  with  tuberculosis  who  had  had  a re- 
cent thoracoplasty  and  showed  extreme  respiratory 
distress  prior  to  the  expected  date  of  confinement 
and  the  operation  was  done  prematurely.  One  still- 
birth resulted  from  the  case  of  face  presentation  with 
the  chin  posterior,  with  a definite  contraction  ring. 
One  stillbirth  occurred  in  a patient  with  severe  tox- 
emia of  pregnancy,  on  whom  the  operation  was  done 
prematurely.  Two  cases  of  premature  stillbirths  re- 
sulted where  sections  were  done  for  fibromyomata. 
Deducting  the  six  stillbirths  due  to  premature  sep- 
aration of  the  placenta  we  have  a corrected  infant 
mortality  of  3.24  per  cent. 
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Morbidity 

The  abnormal  conditions  which  occurred  in  the 
post-operative  period  are  shown  in  Table  VI. 

TABLE  VI 

COMPLICATIONS  DURING  POSTOPERATIVE 


PERIOD 

Infected  abdominal  incision 9 

Puerperal  endometritis 8 

One  case  had  infected  wound  and  phlebitis 

Thrombophlebitis  6 

Pneumonia  3 

Pyelitis  3 

Adynamic  ileus 2 

One  case  a radical  section 
One  case  a low  classical  section 

Septicemia 1 

Peritonitis  1 

Acute  suppurative  mastitis 1 

Psychosis  3 1 

Abscess  of  lung  (eclampsia) 1 


Summary 

1.  A review  of  185  cases  of  Cesarean  section  has 
been  made,  164  of  which  were  Classical  Cesareans, 
eight  were  of  the  Low  Cervical  type  and  thirteen  were 
Classical  Cesareans  with  Hysterectomy. 

2.  In  the  seven-year  period  reviewed  4.7  p>er  cent 
of  all  deliveries  were  Cesarean  sections. 

3.  Contracted  pelvis  and  cephakr-pelvic  dispro- 
portion made  up  the  largest  group  for  which  section 
was  done  (sixty-three  cases  or  3‘4  per  cent).  In  many 
cases  several  factors  were  present  in  the  same  patient 
which  influenced  our  decision  to  effect  deliver}’  by 
the  abdominal  route. 

4.  Five  maternal  deaths  occurred,  giving  a ma- 
ternal mortality  of  2.7  per  cent. 

5.  The  uncorrected  fetal  mortality  was  6.9  per 
cent,  while  the  corrected  fetal  mortality  was  3.4  per 
cent. 


LITHOPEDION  WITH  CALCIFIED  PLACENTA— CASE  REPORT," 


Philip  W.  Oden,  M.D., 

and 

Herbert  C.  Lee,  M.D., 
Richmond,  Va. 


Lithopedions  are  a rarity  in  the  present  era  of 
medicine.  Due  to  this  fact  and  to  a feature  en- 
countered which  to  our  knowledge  has  not  been  re- 
ported previously,  we  are  presenting  the  following 
case  of  a full  term  lithopedion. 

A.  D.,  a negress,  aged  forty-six  years,  married, 
was  admitted  to  St.  Philip  Hospital,  Medical  College 
of  Virginia  Hospital  Division,  June,  1938,  with  a 
diagnosis  of  fibromyomata  uteri.  Her  present  com- 
plaint was  abdominal  pain  and  low  backache  for 
one  year,  accentuated  by  exertion.  For  the  past  three 
or  four  months  she  has  been  troubled  with  frontal 
headaches  and  a sensation  of  heaviness  in  her  pelvis. 
The  menstrual  periods  were  entirely  regular  until 
January,  1938.  Since  then  two  menses  were  missed 
in  six  months.  Her  last  menstrual  period  continued 
for  one  month  and  was  checked  by  medication.  A 
profuse  foul  yellow  vaginal  discharge  has  been  pres- 
ent for  the  past  seven  years. 

Family  History:  There  were  four  children  living 
and  well,  all  born  before  1920.  Her  husband  was 
living  and  well. 

*From  the  Surgical  Service  of  the  Hospital  Division 
of  the  Medical  College  of  Virginia,  Richmond,  Va. 


Physical  examination  revealed  a very  large  obese 
colored  female,  weighing  275  pounds,  who  did  not 
appear  to  be  ill.  There  was  a moderate  hypertension 
and  a large  freely  movable  nodular  tumor  which 
apparently  arose  in  the  pelvis.  No  abdominal  tender- 
ness or  muscle  spasm  was  elicited.  Pelvic  examina- 
tion showed  a large  cervical  poh'p  and  a large  nodu- 
lar mass  in  the  pelvis.  It  was  very  freely  movable 
and  apparently  extended  well  above  the  umbilicus  on 
the  left. 

Laborator}'  studies  were  essentially  negative.  No 
X-rays  were  taken  before  operation. 

The  diagnosis  was  leiomyomata  uteri  and  a 
laparotomy  was  advised. 

On  July  5,  1938,  under  ether  anesthesia,  the  cer- 
vical polyp  was  removed  through  the  vagina  and  the 
cervix  cauterized.  Tliis  was  followed  by  a laparo- 
tomy, and  on  opening  the  peritoneal  cavity  a large 
pearl  gray  tumor  was  found.  It  was  very  firm  and 
calcified  and  was  entirely  separate  from  the  uterus, 
fallopian  tubes  and  ovaries  which  were  normal  ex- 
cept for  a few  small  subserous  uterine  fibroids.  The 
fetus  lay  with  its  head  beneath  the  patient’s  stomach 
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Fig.  1. — Anterior  view  of  fetus. 


and  its  buttocks  in  the  right  iliac  fossa.  Its  abdomi- 
nal surface  was  to  the  left.  The  omentum  was  loosely 
attached  to  the  cranial  and  posterior  parts.  This  was 
apparently  the  only  source  of  a very  scant  blood 
supply.  There  was  no  evidence  of  an  umbilical  cord. 
In  the  region  of  the  left  pelvic  brim  a small  firm 
calcified  mass,  3 cm.  by  4 cm.,  was  firmly  attached 
to  matted  intestinal  loops.  The  calcified  full  term 
fetus  was  easily  removed  and  the  abdomen  closed. 
Following  the  operation  the  patient  made  an  un- 
eventful recover}'. 

A few  days  after  operation  a more  detailed  history 
was  obtained,  which  revealed  the  following  facts: 
The  patient  had  had  five  normal  deliveries,  the  last 
being  twenty-one  years  ago  (1917).  In  1920  she 
become  pregnant,  suffered  morning  nausea,  had 
lactating  breasts,  cessation  of  menses,  and  was  aware 
of  fetal  movements.  .\t  the  end  of  eleven  months  a 
midwife  told  her  she  was  pregnant.  Following  this 
she  had  severe  attacks  of  abdominal  pain  at  intervals 
which  progressively  increased  in  length.  She  has  not 
been  pregnant  since  1920. 

'The  pathological  description  of  the  specimen  was 
as  follows:  The  specimen  consists  of  a mass  of  hard 
calcified  tissue,  weight  1,630  grams,  with  a few  at- 
tached pieces  of  fat  tissue  and  this  mass  has  the 
general  form  of  a fetus  which  is  partially  fle.xed. 
The  right  leg  and  knee  can  be  identified  as  they 
leave  the  trunk  and  are  doubled  under  it.  The  head 


can  be  definitely  identified  but  the  features  are  ob- 
scured by  the  generalized  fibrous  and  calcified 
clianges.  The  trunk  measures  15  cm.  in  length  and 
the  head  measures  1 1 cm.  occipitomental  diameter, 
6.5  cm.  in  bi-temporal  diameter,  and  7 cm.  in  oc- 
cipitofrontal diameter.  The  surface  of  the  fetus  is 
covered  by  irregular  smooth  plaques  of  pearl  gray 
thickened  tissue  which  appears  to  be  fibrous  tissue 
with  moderate  calcification.  The  general  color  is 
grayish-pink  with  irregular  patches  of  yellowish- 
white  due  to  the  calcification.  No  degenerated  oi 
necrotic  areas  can  be  seen.  (The  accompanying 
photographs  show  two  views  of  this  specimen). 

From  1582  to  1926  Masson  and  Simon^  found  183 
cases  of  lithopedions  reported  in  the  literature. 
Bland,  Goldstein  and  Bolton^  in  1933  added  thirteen 
cases,  and  in  a brief  review  of  the  English  litera- 
ture*’ ® to  the  present  date  we  found  nine  more, 
a total  of  206. 

Kuechenmeister  in  his  monograph  published  in 
1881  classified  lithopedions  into  three  groups: 

1.  Lithokelyphos,  in  which  there  are  calcifications 
of  the  fetal  membranes. 

2.  Lithokelyphopedion,  in  which  there  are  calci- 
fications of  both  fetus  and  membranes. 

3.  Lithopedion,  in  which  there  is  calcification  of 


Fig.  2. — X-ray  of  fetus  showing  full  bony  development. 
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the  fetus  with  or  without  calcification  of  the  mem- 
branes. 

The  conditions  necessary  for  a fetus  to  become 
calcified  are: 

1 . The  pregnancy  must  be  extra-uterine. 

2.  The  fetus  must  survive  in  the  abdomen  for 
more  than  three  months;  otherwise,  it  is  absorbed. 

3.  The  condition  must  escape  medical  notice. 

4.  The  fetus  must  remain  sterile. 

5.  The  necessary  conditions  for  the  deposition  of 
calcium  must  be  present,  i.e.,  minimal  and  sluggish 
circulation. 

In  our  case  all  of  these  conditions  were  fulfilled. 
In  order  that  the  condition  go  without  medical 
notice,  it  is  the  usual  finding  that  these  cases  are  re- 
ported in  the  lower  classes  of  society. 

According  to  Mozzetti-Monterumici,  the  average 
length  of  time  a lithopedion  is  carried  is  from  ten  to 
twenty  years,  the  oldest  on  record  being  forty  years. 
Our  patient  retained  her  lithopedion  eighteen  years. 
During  this  time  she  went  through  the  usual  four 
cycles  found  in  these  cases: 

1.  Onset  of  pregnancy  with  usual  symptoms  and 
findings. 

2.  Termination  of  pregnancy. 

3.  A latent  period  of  indefinite  time. 

4.  Late  symptoms. 


The  finding  at  operation  of  a calcified  mass  in 
the  pelvis,  the  retained  placenta,  is  most  unusual. 
Bland  et  al}  state  that  no  trace  of  the  placenta  is 
ever  found,  it  presumably  being  absorbed.  The  litera- 
ture makes  no  reference  to  the  finding  of  the  placenta 
in  the  case  reports.  An  X-ray  of  the  abdomen  after 
our  patient  had  recovered  showed  this  calcified  mass 
in  the  lower  left  pelvis.  We  felt  that  this  was  a re- 
tained placenta  which  had  undergone  calcification 
similar  to  that  of  the  fetus  and  therefore  is  the  first 
case  of  this  type  to  be  reported. 

Conclusion:  There  is  reported  a full  term  litho- 
pedion, which  had  been  carried  eighteen  years,  with 
a retained  calcified  placenta. 
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SULFANILAMIDE  IN  BURNS. 


B.  C,  Grigsby,  M.D., 

Bonny  Blue,  Virginia. 


B.  G.,  age  three,  received  severe  burns  to  his  face, 
neck,  arms,  chest  and  upper  half  of  abdomen  by  pull- 
ing a pan  of  hot  grease  off  the  stove  on  himself, 
producing  large  vesicles  over  these  areas. 

The  skin  was  partially  destroyed  and  large  pieces 
of  the  burned  tissues  were  removed  at  the  first  dress- 
ing. Subsequent  dressings  removed  more  of  the  de- 
stroyed skin.  .\t  first  these  areas  were  dressed  with 
adhesive  strips  to  remove  the  destroyed  tissues  and 
to  aid  epithelization.  After  the  denuded  areas  had 
started  to  heal,  boric  acid  ointment  was  used  locally. 
Sulfanilamide,  gr.  V every  four  hours,  was  given 
along  with  aspirin,  gr.  one,  every  two  hours,  from 
October  1 to  October  10,  1939.  Burned  September 
28,  1939.  Discharged  October  14,  1939.  Recovered. 

IMrs.  R.  W.,  age  thirty-eight,  received  severe  burns 


to  her  buttocks  (complete)  and  the  upper  third  of 
her  thighs,  posteriorly.  The  skin  was  partially  or 
completely  destroyed,  and  large  pieces  of  burned 
tissues  were  removed  at  the  first  and  subsequent 
dressings.  Strips  of  adhesive  were  first  used  with 
boric  acid  ointment  after  the  areas  began  to  heal. 
Sulfanilamide,  gr.  X,  and  acetophen  every  four 
hours,  were  used  for  two  weeks.  Burned  December 
12,  1939.  Discharged  January  5,  1940.  Recovered. 

Case  number  one  ran  a low  grade  temperature  for 
two  or  three  days. 

Case  number  two  ran  a temperature  for  about  four 
days.  After  she  was  well  on  the  road  to  recovery  from 
her  burn,  she  developed  a mild  pyelitis  of  about 
three  days’  duration. 


1940] 


Virginia  Medical  Monthly 


307 


Comment 

No  infection  developed  in  either  of  these  cases. 
Only  a small  amount  of  serous  fluid  was  present  on 
the  burned  areas  after  all  the  destroyed  tissues  were 
removed. 

The  healing  pericxl  for  bums  as  extensive  as  these 
was  unusually  short. 

The  amount  of  scar  tissue  was  reduced  to  a mini- 
mum. 

Signs  of  toxiemia  were  reduced. 


Public  Health  Statistics 

I.  C.  Rigcin,  M.  D., 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  March, 
1940,  compared  with  the  same  month  in  1939,  fol- 


lows: mo  1939 

Typhoid  and  Paratyphoid  Fever 13  21 

Diphtheria 57  69 

Scarlet  Fever  201  130 

Measles  438  1,587 

Meningitis  6 13 

Poliomyelitis  1 0 

Rocky  Mountain  Spotted  Fever 1 0 

Typhus  Fever  0 0 

Undulant  Fever  0 2 

Tularaemia  1 1 


Maternal  Mort.^lity  in  Virginl\ 

An  intensive  study  of  m'aternal  deaths  has  been 
planned  and  recently  put  into  operation  by  the  Ma- 
ternal Welfare  Committee  of  the  Medical  Society  of 
Virginia  and  the  State  Department  of  Health. 

A review  of  mortality  in  Virginia  during  1927  and 
1928  showed  a total  of  783  deaths  due  to  conditions 
associated  with  pregnancy  and  childbirth.  The  ma- 
ternal mortality  rate  for  that  period  was  6.8  per  1,000 
live  births.  First  among  the  causes  was  septicemia 
with  304  deaths;  second  was  albuminuria  with  con- 
vulsions accounting  for  217  deaths. 

There  has  been  a reduction  in  the  number  of 
deaths  since  the  previous  survey.  The  provisional 
rate  of  5.0  has  been  given  for  1939. 

The  present  survey  was  begun  as  of  December  1, 
1939,  and  will  cover  a period  of  at  least  one  year. 
There  will  be  no  identification  shown  on  any  report. 

The  inquiry  will  include  a review  of  the  informa- 
tion on  the  death  certificates,  a visit  to  the  attendant 


physician,  and  calls  upon  midwives  and  others  who 
may  have  essential  information. 

Through  March  of  this  year  fifty-three  maternal 
deaths  have  been  reported.  Not  all  of  these  cases 
have  as  yet  been  reviewed.  Leading  among  the  causes 
given  for  these  deaths  are: 


Eclampsia  10 

Pneumonia  7 

Abortion  5 

Hemorrhage  4 

Pulmonary  embolism  4 

Puerperal  infection  4 


It  is  noteworthy  that  eclampsia  is  the  chief  cause 
of  death  for  the  three-months’  period.  No  explana- 
tion can  be  given  for  this  situation.  However,  one  of 
these  cases  could  not  be  reached  by  a physician  dur- 
ing the  recent  snow.  Season  and  temperature  are  not 
satisfactory  explanations  for  the  existence  of  the  high 
incidence  of  the  toxemias  during  this  period.  Causes 
not  listed  are  responsible  for  numbers  smaller  than 
shown  above. 

The  reports  will  be  studied  in  detail  by  the  Ma- 
ternal Welfare  Committee  of  State  Medical  Society. 
.\n  effort  will  be  made  to  segregate  those  deaths 
which  might  have  been  preventable  and  to  determine 
the  various  factors  involved.  Among  other  inquiries, 
the  personal  economic  situation  and  neglect  on  the 
patient’s  part  will  be  considered. 

Laboratories  and  the  Prem.a.rital  Law 
Recently  the  premarital  examination  bill,  spon- 
sored by  the  State  Medical  Society,  was  passed  by  the 
General  Assembly  and  signed  by  the  Governor.  This 
new  law  becomes  effective  August  1,  1940,  and  will 
require  that  a standard  serologic  test  be  made  on  each 
applicant  as  a prerequisite  for  marriage.  It  further 
requires  that  these  tests  be  made  in  laboratories  ap- 
proved by  the  State  Health  Commissioner.  Section 
(d)  of  the  Premarital  Law  states: 

“Serological  tests  required  by  this  section  shall 
be  made  by  the  State  Department  of  Health  or 
by  a laboratory  approved  for  such  purpose  by 
the  State  Health  Commissioner;  serological 
tests  used  shall  be  such  as  are  approved  by  the 
State  Health  Commissioner.” 

In  order  that  city,  private,  and  semi-private  lab- 
oratories might  be  approved  to  participate  in  this 
program,  it  was  necessary  that  a serologic  evaluation 
survey  be  made  of  all  laboratories.  Thirty-two  city 
and  private  laboratories  applied  to  participate  in  the 
sun-ey  which  was  begun  March  20.  Doubtless  more 
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laboratories  will  desire  approval.  A second  survey 
will  be  started  as  soon  as  the  present  one  is  com- 
pleted. All  laboratories  desiring  approval  should 
communicate  with  the  State  Health  Department. 


New  Members 


New  Members  of  the  Medical  Society  of  Virginia, 
since  the  list  published  in  the  October  1939  issue  of 
the  Monthly,  are; 

Dr.  Joseph  Eagle  Barrett,  Marion. 

Dr.  Robley  Dunglison  Bates,  Jr.,  Richmond. 

Dr.  Klaus  W.  Berblinger,  Norfolk. 

Dr.  William  Russell  Bishop,  Flint  Hill. 

Dr.  William  Nicholas  Botts,  Appalachia. 

Dr.  Charles  Pugh  Brown,  Norfolk. 

Dr.  Brown  H.  Carpenter,  Danville. 

Dr.  Edgar  Childrey,  Jr.,  Richmond. 

Dr.  John  Washington  Clark,  Front  Royal. 

Dr.  Louise  Leland  Clark,  Chester. 

Dr.  William  Henry  Copley,  Richmond. 

Dr.  Jesse  Hill  Crouch,  Richmond. 

Dr.  Hubert  Dinwiddie  Crow,  Buckingham. 

Dr.  Dexter  Davis,  Roanoke. 

Dr.  Charles  Harris  Dow,  Chilhowie. 

Dr.  Patrick  Henry  Drewry,  Jr.,  Richmond. 

Dr.  Garland  Dyches,  Dillwyn. 

Dr.  Thomas  Shepherd  Englar,  Charlottesville. 

Dr.  William  Hughes  Evans,  Richmond. 

Dr.  James  Bauer  Funkhouser,  Marion. 

Dr.  William  Grossman,  Richmond. 

Dr.  Gordon  Douglas  Hall,  Dumbarton. 

Dr.  Hubert  Lee  Hamilton,  Goshen. 

Dr.  Thomas  Hamilton  Hogshead,  Staunton. 

Dr.  John  Paul  Jones,  Richmond. 

Dr.  Paul  Kimmelstiel,  Richmond. 

Dr.  Eugene  Markley  Landis,  Charlottesville. 

Dr.  Ralph  Maurice  Lechausse,  Pardee. 

Dr.  Ludwell  Fitzhugh  Lee,  Fredericksburg. 

Dr.  Norbert  N.  Lindner,  Clifton  Forge. 

Dr.  Clabe  Webster  Lynn,  Petersburg. 

Dr.  John  Fulton  McGavock,  Crozet. 

Dr.  William  Province  McGuire,  Winchester. 

Dr.  Marvin  Everett  McRae,  Chatham. 

Dr.  Theodore  Maisel,  Richmond. 

Dr.  Edith  Irene  Miller,  Petersburg. 

Dr.  Eugenia  Elizabeth  Murphy,  Arlington. 

Dr.  Philip  Wood  Oden,  Richmond. 

Dr.  Albert  Joseph  Orlosky,  Arlington. 

Dr.  John  Claiborne  Palmer,  Radford. 

Dr.  Harris  Preston  Pearson,  Roanoke. 

Dr.  James  Brooke  Pettis,  Staunton. 

Dr.  Cullen  Pitt,  Richmond. 

Dr.  Frank  Noera  Pole,  Richmond. 

Dr.  Harry  Howard  Pope,  Ivanhoe. 

Dr.  Richard  C.  Potter,  Jr.,  Marion. 


Dr.  Mowey  Presberg,  Roanoke. 

Dr.  Henkel  Moser  Price,  Brook  Hill. 

Dr.  Chester  Loris  Riley,  Winchester. 

Dr.  Spotswood  Robins,  Richmond. 

Dr.  David  Herman  Rosenfeld,  Richmond. 

Dr.  Herbert  Grayson  Ruffin,  Arvonia. 

Dr.  William  T.  Sanger,  Richmond. 

Dr.  Hilmar  Reinhold  Schmidt,  Petersburg. 

Dr.  Jerome  Joseph  Shapiro,  Richmond. 

Dr.  Eugene  Bowie  Shephe/d,  Madison  Heights. 
Dr.  Ralph  Alonzo  Stata,  Oceana. 

Dr.  James  Carl  Trivett,  Page. 

Dr.  Vernon  Atwill  Turner,  Staunton. 

Dr.  James  Volpe,  Jr.,  Jonesville. 

Dr.  Oswald  Massena  Weaver,  Colony. 

Dr.  Hazael  Joseph  Williams,  Brownsburg. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 


President — Mrs.  Henry  A.  Latane,  Alexandria. 
President-Elect — Mrs.  Griffin  Holland,  Eastville. 
Recording  Secretary — Mrs.  T.  N.  Hunnicutt,  Newport 
News. 

Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 
Parliamentarian — Mrs.  Joseph  Bear,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 


Norfolk  Auxilary. 

The  annual  luncheon  of  the  Woman’s  Auxiliary 
to  the  Norfolk  County  Medical  Society  was  held  on 
March  26.  Mrs.  Henry  A.  Latane,  of  Alexandria, 
president  of  the  Auxiliary  to  the  Medical  Society  of 
Virginia,  was  the  guest  of  honor  and  principal 
speaker.  She  discussed  socialized  medicine  and  the 
responsibility  of  medical  auxiliary  members  to  the 
community  as  wives  of  doctors. 

In  observance  of  “Doctors’  Day”,  Mrs.  M.  N. 
King  presented  a book,  “Medicine  in  Virginia  in  the 
Nineteenth  Century”  to  the  Norfolk  County  Medical 
Society.  This  book  was  accepted  on  behalf  of  the 
Society  by  Dr.  Lockburn  B.  Scott,  its  secretary.  Dr. 
Scott  also  paid  a brief  tribute  to  the  late  Dr.  D.  Lee 
Hirschler,  president  of  the  Society. 

Dr.  Julian  L.  Rawls  spoke  on  behalf  of  the  Can- 
cer Control  Campaign  and  gave  briefly  the  history  of 
the  Norfolk  Diagnostic  Control  Clinic.  Dr.  N.  G. 
Wilson  spoke  on  tuberculosis  and  described  the  work 
of  the  Anti-Tuberculosis  League  of  Norfolk.  He 
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stated  that  there  should  be  a preventorium  in  every 
congressional  district. 

The  speakers  were  introduced  by  Mrs.  William 
Lett  Harris,  program  chairman.  Mrs.  Southgate 
Leigh,  honorary  life  member  of  the  local  auxiliary 
and  a founder  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  was  also  introduced. 

Preceding  the  luncheon  and  program,  the  Aux- 
iliar\’,  in  a short  business  session,  decided  to  co- 
operate with  the  Junior  Woman’s  Club  in  conduct- 
ing the  Cancer  Control  Campaign.  The  Auxiliary 
will  have  charge  of  the  booth  in  the  Medical  Arts 
Building. 

The  Reverend  Rowland  Wagner,  pastor  of  the 
Central  Baptist  Church,  spoke  on  the  Community 
Fund  Drive. 

A nominating  committee,  composed  of  Mrs.  Mil- 
lard Savage,  chairman,  Mrs.  C.  j.  Devine,  Mrs.  B. 
A.  Doggett,  Mrs.  Elmore  Jones,  and  Mrs.  Rufus 
Right,  was  appointed  to  bring  a slate  of  officers  to 
the  next  meeting. 

Mrs.  Herbert  W.  Rogers,  president,  presided. 

(Mrs.  B.  D.)  Eugenia  H.  Jones, 
Chairman,  Press  and  Publicity. 

Northampton-Accomac. 

The  Woman’s  Auxiliary  to  the  Northampton- 
Accomac  Medical  Society  held  its  April  meeting  on 
the  2nd  at  the  home  of  Mrs.  C.  E.  Critcher  of  New 
Church,  with  seventeen  members  present. 

In  the  absence  of  the  president,  Mrs.  W.  B. 
Trower,  the  meeting  was  conducted  by  Mrs.  J.  L. 
DeCormis,  vice-president. 

Ways  and  means  of  raising  money  were  suggested. 
$1.55  was  collected  for  the  Jane  Todd  Crawford 
Memorial  and  $20.00  was  asked  to  be  raised  for  the 
Leigh-Hodges-Wright  Memorial  Bed. 

The  adoption  of  a constitution  and  by-law's  was 
postponed  until  the  next  meeting. 

!Mrs.  J.  Rooker  White  read  a brief  history  of  “The 
Medical  Profession”.  Mrs.  E.  W.  P.  Downing  pre- 
sented “Our  Doctors  as  Husbands”. 

Our  Auxiliary  was  doubly  honored  in  having  both 
our  State  president,  Mrs.  H.  A.  Latane,  and  presi- 
dent-elect, Mrs.  Griffin  Holland,  present  at  this  meet- 
ing. Mrs.  J.  H.  Hiden  introduced  Mrs.  Latane  who 
brought  greetings  from  Norfolk  and  Alexandria  and 
gave  a very  interesting  and  instructive  talk  on  “Ideals 
for  Doctors’  Wives”. 


The  Wagner  Health  Bill  was  also  explained  to  the 
Auxiliary. 

Our  Public  Relations  chairman  presented  a copy 
of  the  platform  of  the  A.  M.  A.  to  each  member. 

A delightful  social  hour,  with  refreshments,  fol- 
lowed the  business  meeting. 

On  April  8,  the  Auxiliary  were  the  guests  of  the 
Northampton-Accomac  Medical  Society  at  a de- 
lightful dinner  at  the  Eastville  Inn. 

Violin  music,  vocal  selections,  and  tap  dancing 
were  greatly  enjoyed  during  the  dinner,  which  ended 
with  all  singing  “ ’Til  We  Meet  Again”. 

The  October  meeting  is  to  be  an  oyster  roast  at 
“Kendall  Grove”  with  Mrs.  Holland  Trower. 

An  auction  bake  is  also  planned  for  this  meeting 
and  members  have  been  asked  to  put  a receipe  in  their 
donations. 

Catherine  Rush  Trower, 
(Mrs.  Holland  Trower) 

Chairman,  Press  and  Publicity. 

Petersburg  Auxiliary. 

A Jane  Todd  Crawford  program  was  observed  at 
the  March  meeting  of  the  Petersburg  Medical  Aux- 
iliary, when  the  story  of  her  life  was  reviewed  by 
Mrs.  Hilmar  Schmidt.  Mrs.  George  Reese  was  hos- 
tess for  this  meeting,  and  at  its  close,  tea  was  served. 

This  Auxiliary  has  been  particularly  active  dur- 
ing the  past  month,  sponsoring  a very  successful 
rummage  sale  to  increase  the  Auxiliary’s  treasury, 
and  helping  with  many  other  affairs  which  would 
come  under  the  head  of  “public  realtions”  and  health 
programs.  Various  members  helped  with  the  in- 
fantile paralysis  drive,  and  the  Auxiliary  made  a 
donation  to  this,  and  also  to  the  cancer  fund.  Dur- 
ing the  week  for  enlistments  for  the  cancer  campaign, 
members  of  the  Auxiliary  “manned”  the  booths  sta- 
tioned at  public  places. 

At  our  next  meeting,  we  are  looking  forward  to 
having  our  State  president,  Mrs.  Latane,  as  our 
guest  of  honor.  At  this  time,  several  new  members 
who  have  recently  joined  our  group,  will  also  be 
entertained. 

Mrs.  Fletcher  J.  Wright,  Jr., 

Press  and  Publicity  Chairman. 

Auxiliary  to  A.  M.  A. 

.4  Last  Reminder  to  make  your  reservation  for 
the  18th  Annual  Convention  of  the  Woman’s  Aux- 
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iliary  to  the  American  Medical  Association  to  be 
held  at  the  Hotel  Pennsylvania,  New  York  City, 
June  10  to  14,  1940.  New  York  has  much  to  offer 
aside  from  the  convention  and  we  are  sure  you  will 
not  want  to  miss  the  opportunity  of  visiting  New 
York  this  year. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Associa- 
tion: 

Parke,  Davis  & Co. 

Kapseals  Theelol,  0.24  mg. 

E.  R.  Squibb  & Sons. 

Sulfapyridine — Squibb. 

Capsules  Sulfapyridine — Squibb,  0.25  Gm.  (3.38 
grains). 

Tablets  Sulfapyridine — Squibb,  0.5  Gm.  (7.7  grains). 
The  Upjohn  Company. 

Ampoules  Bismuth  Subsalicylate  with  Chlorobutanol 
in  Oil,  1 cc. 

Bismuth  Subsalicylate  with  Chlorobutanol  in  Oil.  30  cc. 
Vials. 

Winthrop  Chemical  Co.,  Inc. 

Ampules  Pontocaine  Hydrochloride  ‘Niphanoid”  for 
Spinal  Anesthesia,  10  mg. 

Ampules  Pontocaine  Hydrochloride  “Niphanoid”  for 
Spinal  Anesthesia,  20  mg. 

New  and  Nonofficial  Remedies 
The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Nonofficial 
Remedies: 

Amniotin. — A liquid  containing  a highly  concentrated, 
non-crystalline  preparation  of  estrone  (ketohydroxyestrin) 
together  with  a small  varying  amount  of  other  estrogenic 
ketones  extracted  from  the  urine  of  pregnant  mares. 
Amniotin  is  used  either  orally  or  by  hypodermic  injection 
of  an  oil  solution  in  the  same  conditions  for  which 
estrone  (theelin)  and  estriol  (theelol)  are  recommended. 
The  product  is  supplied  in  the  following  dosage  forms: 
Amniotin  in  Oil,  2,000  International  Units;  Amniotin  in 
Oil,  10,000  International  Units;  Amniotin  in  Oil,  20,000 
International  Units;  Amniotin  Capsules,  1,000  Interna- 
tional Units;  Amniotin  Capsules,  2,000  International 
Units;  Amniotin  Capsules,  4,000  International  Units; 
Amniotin  Pessaries,  1,000  International  Units;  Amniotin 
Pessaries,  2,000  International  Units.  E.  R.  Squibb  & Sons, 
New  York.  (J.  A.  M.  A.,  March  2,  1940,  p.  764.) 

Ampoules  Mercuric  Salicylate  0.065  Gm.  (1  grain),  1 
cc. — Each  cubic  centimeter  contains  mercuric  salicylate 
(New  and  Nonofficial  Remedies,  1939,  p.  319)  0.065  Gm. 
(1  grain)  and  quinine  and  urea  hydrochloride  0.02  Gm. 
(1/3  grain)  suspended  in  a sweet  almond  oil  and  lanum 
base.  Upjohn  Company,  Kalamazoo,  Mich. 


Ampoules  Mercury  Succinimide  0.02  Gm  (1/3  grain), 
1 cc. — Each  cubic  centimeter  contains  mercuric  succini- 
mide 0.02  Gm  (1/3  grain)  and  chlorobutanol  not  more 
than  0.008  Gm.  dissolved  in  distilled  water.  Upjohn 
Company,  Kalamazoo,  Mich. 

Pulvules  Sulfanilamide — Lilly,  2 grains. — Each  pulvule 
contains  sulfanilamide  (New  and  Nonofficial  Remedies, 
1939,  p.  466),  2 grains.  Eli  Lilly  & Co.,  Indianapolis, 
Ind. 

Pulvules  Sulfanilamide — Lilly,  5 grains. — Each  pulvule 
contains  sulfanilamide  (New  and  Nonofficial  Remedies, 
1939,  p.  466),  5 grains,  Eli  Lilly  & Co.,  Indianapolis, 
Ind.  (7.  A.  M.  A.,  March  16,  1940,  p.  961.) 

Tablets  Sulfapyridine — Parke,  Davis  & Company,  0.5 
Gm.  (7.7  grains). — Each  tablet  contains  sulfapyridine 
(Revised  Supplement  to  New  and  Nonofficial  Remedies, 
1939,  p.  28;  also  The  Journal,  January  27,  1940,  p.  327), 
0.5  Gm.  Parke,  Davis  & Company,  Detroit,  Mich. 

Sulfapyridine — Squibb. — A brand  of  sulfapyridine — 

N. N.R.  (Revised  Supplement  to  New  and  Nonofficial 
Remedies,  1939,  p.  28).  The  product  is  marketed  in 
the  form  of  capsules,  0.25  Gm.  (3.38  grains)  and  tablets, 

O. 5  Gm.  (7.7  grains).  E.  R.  Squibb  & Sons,  New  York, 
N.  Y. 

Barbital — Abbott  Tablets,  5 grains. — Each  tablet  con- 
tains barbital — Abbott  (New  and  Nonofficial  Remedies, 
1939,  p.  115),  5 grains.  Abbott  Laboratories,  North 
Chicago,  111.  (7.  A.  M.  A.,  March  30,  1940,  p.  1156.) 


Book  Announcements 


New  Books. 

The  following  are  recent  acquisitions  to  the  Li- 
brary of  the  Medical  College  of  Virginia  and  are 
available  to  our  readers,  the  only  cost  being  return 
postage : 

American  Medical  Association — The  vitamins. 

Armstrong,  B.  N. — The  health  insurance  doctor. 
Armstrong,  H.  G. — Principles  and  practice  of  aviation 
medicine. 

Artificial  limbs  and  their  relation  to  amputations. 

Ashman  & Hull — Essentials  of  electrocardiography. 

Barnes,  A.  R. — Electrocardiographic  patterns. 

Beck,  A.  C. — Obstetrical  practice. 

Bertwistle,  A.  P. — Radiographs. 

Bigger,  J.  W. — Man  against  microbe. 

Blanchard,  C.  E. — Romance  of  proctology. 

Boos,  W.  F. — The  poison  trail. 

Bush,  I.  J. — Gringo  doctor. 

Butler,  N.  M. — Across  the  busy  years. 

Cabot,  H. — The  patient’s  dilemma. 

Cannon,  R. — Lee  on  the  Levee. 

Carter,  J.  B. — The  fundamentals  of  electrocardiographic 
interpretation. 

Chance,  B. — Ophthalmology. 

Clark,  K.  C. — Positioning  in  radiography. 
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Clark,  W. — Photography  by  infra-red. 

Clark,  W.  E.  LeG. — The  tissues  of  the  body. 

Clement,  F.  W. — Nitro-oxide  oxygen  anesthesia. 

Cushing,  H. — The  medical  career. 

Cutler  & Zollinger — Atlas  of  surgical  operations. 

Da>^on,  N.  A. — New  facts  on  mental  disorders. 

De  Leeuw,  H. — Flower  of  joy. 

Dickinson,  R.  L. — Control  of  conception. 

Dickson,  F.  D. — Functional  disorders  of  the  foot. 

Eller,  J.  J. — Tumors  of  the  skin. 

Ferguson,  A.  B. — Roentgen  diagnosis  of  the  extremities 
and  spine. 

Fisher,  M. — William  B.  Wherry,  bacteriologist. 

Fluhmann,  C.  F. — Menstrual  disorders. 

Gerber,  S.  R. — Alcohol  and  traffic. 

Gershenfeld,  L. — Biological  products. 

Graham,  H. — The  story  of  surgery. 

Greenhill,  J.  P. — Office  gynecology. 

Hamblen,  E.  C. — Endocrine  gynecology. 

Harpole,  J. — Body  menders. 

Harvard  School  of  Public  Health — Virus  and  rickettsial 
diseases. 

Hill  & Pillsbury — Argyria : the  pharmacology  of  silver. 
Hiscock,  I.  V. — Ways  to  community  health  education. 
Holley,  J.  A. — The  recollections  of  a country  doctor. 
Homans,  J. — Circulatory  diseases  of  the  extremities. 
Jackson,  D.  E. — Experimental  pharmacology  and  materia 
medica. 

Jackson  & Jackson — Cancer  of  the  larynx. 

Jeffery,  M.  P. — Dr.  Ida:  India  (the  life  story  of  Ida  S. 
Scudder) . 

Jorpes,  J.  E. — Heparin:  its  chemistry,  physiology  and  ap- 
plication in  medicine. 

Kagan,  S.  R. — Jewish  contributions  to  medicine  in  Amer- 
ica. 

Katz  & Johnson — Elements  of  electrocardiographic  inter- 
pretation. 

Kercher,  J. — Fifty  years  a doctor. 

Kleitman,  N. — Sleep  and  wakefulness. 

Lampson,  R. — Death  loses  a pair  of  wings;  the  epic  of 
Gorgas  and  the  conquest  of  yellow  fever. 

Liljencrantz,  E. — Cancer  handbook  of  the  tumor  clinic. 
McCulloch,  A. — Gas  analysis. 

McCulloch,  E.  C. — Disinfection  and  sterilization. 
McDonough,  E.  G. — Truth  about  cosmetics. 

McGregor,  A.  L. — A synopsis  of  surgical  anatomy. 
Magnuson,  P.  B. — Fractures. 

Mangham,  S. — Earth’s  green  mantle. 

Marburg  & Helfand — Injuries  of  the  nervous  system  in- 
cluding poisonings. 

Marshall,  C.  McI. — Caesarean  section,  lower  segment  op- 
eration. 

Martin,  E. — Dextrose  therapy  in  everyday  practice. 

Mills,  C.  A. — Medical  climatology. 

Mitchiner  & Cowell — Medical  organization  and  surgical 
practice  in  air  raids. 

Muenscher,  W.  C. — Poisonous  plants  of  the  United  States. 
Ogilvie,  R.  F. — Pathological  histology. 

Perkins,  W.  H. — Cause  and  prevention  of  disease. 


Physical  Diagnosis.  By  Elmer  and  Rose.  Revised  by 
HARRY  WALKER,  M.D.,  F.A.C.P.,  Associate  Pro- 
fessor of  Medicine,  Medical  College  of  Virginia, 
Richmond,  Va.  Eighth  Edition.  St.  Louis.  The 
C.  V.  Mosby  Company.  1940.  Octavo  of  792  pages. 
With  295  illustrations.  Cloth. 

This  book  is  reviewed  editorially  in  this  issue  of 
the  Monthly. 

Cancer  of  the  Larynx.  By  CHEVALIER  JACKSON, 
M.D.,  Sc.D.,  LL.D.,  F.A.C.S.,  Honorary  Professor  of 
Broncho-Esophagoscopy  and  Consultant  in  Broncho- 
Esophagologic  Research,  Temple  University  Medi- 
cal School,  Philadelphia.  And  CHEVALIER  L. 
JACKSON,  A.B.,  M.D.,  M.Sc.  (Med.),  F.A.C.S.,  Pro- 
fessor of  Broncho-Esophagology,  Temple  University 
Medical  School,  Philadelphia.  W.  B.  Saunders  Com- 
pany. Philadelphia.  1939.  Octavo  of  x-309  pages. 
Illustrated.  Cloth.  Price,  $8.00. 

The  Jacksons  have  divided  their  monograph  on 
Cancer  af  the  Larynx  into  three  parts,  the  first 
having  to  do  with  the  procedures  used  in  diag- 
nosis and  treatment  of  lai^-ngeal  cancer;  the  second 
part  is  devoted  to  general  considerations  of  the  dis- 
ease with  particular  reference  to  symptomatology, 
pathology,  and  differential  diagnosis;  the  third  part 
contains  historical  notes  on  cancer  of  the  larynx, 
laryngofissure,  biopsy,  laryngectomy,  the  artificial 
larynx,  and  irradiation  in  treatment.  Laryngofissure 
is  stressed  as  the  desirable  method  of  treatment  when 
the  lesion  is  diagnosed  early  and  is  operable,  and 
irradiation  is  advised  for  the  inoperable  cases.  The 
book  is  well  illustrated.  Operations  are  carefully 
described,  and  there  are  many  colored  plates  showing 
various  types  of  laryngeal  lesions.  Those  interested 
in  larjTigeal  disease  will  find  the  volume  a valuable 
one.  Porter  P.  Vinson,  M.D. 

The  Romance  of  Proctology.  Which  is  the  Story  of 
the  History  and  Development  of  This  Much  Neg- 
lected Branch  of  Surgery  from  its  Earliest  Times  to 
the  Present  Day,  Including  Brief  Biographic 
Sketches  of  Those  Who  Were  Its  Pioneers.  By 
CHARLES  ELTON  BLANCHARD,  M.D.  1938. 
Medical  Success  Press.  Youngstown,  Ohio.  Octavo 
of  284  pages.  Cloth.  Price,  $4.50. 

In  the  foreword  of  this  humorous  but  caustic  work, 
the  author  points  out  the  prevalence  and  antiquity  of 
rectal  troubles  by  quoting  the  Bible  to  the  effect  that 
Ashbod  was  “smitten  with  emerods.” 

The  first  four  chapters  are  devoted  to  medical  his- 
tory without  reference  to  proctology.  The  remainder 
of  the  book  deals  largely  with  the  technic  of  the  in- 
jection treatment  of  rectal  conditions  and  the  de- 
fense of  ambulant  proctology.  His  experiences  with 
carcinoma  have  been  disheartening.  On  page  244,  he 
states  that  “It  is  my  firm  conviction  that  surgical 
operations  for  malignancy  of  any  of  the  internal  or- 
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gans  have  seldom  if  ever  cured  a case.  In  America 
we  have  had  numerous  ‘cancer  cures’  but  personally 
I have  never  seen  any  satisfactory  results  from  any 
of  them.”  He  infers  that  he  has  kept  non-operative 
patients  with  carcinoma  comfortable  for  some  years 
with  intravenous  injections  of  HCl,  1-500  solution 
in  10  cc.  doses  two  or  more  times  each  week. 

For  the  critical  layman  who  likes  nothing  better 
than  a name-calling  contest  between  medical  men, 
this  book  will  have  a wide  appeal.  For  the  proctolo- 
gist who  desires  a detailed  description  of  the  am- 
bulant method,  it  will  doubtless  be  of  value  despite 
the  author’s  frequent  jibes  at  “orthodox”  proctology 
and  organized  medicine. 

A little  of  the  latter  adds  piquancy  to  an  otherwise 
prosaic  subject — too  much  of  it  raises  doubts  as  to 
whether  this  proctologist  has  not  fallen  into  common 
error  with  the  home-loving  cuckoo  with  incompetent 
sphincters. 

Harry  J.  W.arthen,  M.D. 

Hospital  Service  in  the  United  States.  1940.  Nine- 
teenth Presentation  of  Hospital  Statistics  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association.  The  1939  Census  of 
Hospitals.  Hospitals  registered  by  the  American 
Medical  Association.  Reprinted  from  the  Hospital 
Number  of  the  Journal  of  the  American  Medical  As- 
sociation. March  30,  1940.  Pamphlet.  Price,  50 
cents. 

Proctology  For  The  General  Practitioner.  By  FRED- 
RICK C.  SMITH,  M.D.,  M.Sc.,  (Med);  F.A.P.S., 
Proctologist  to  St.  Luke’s  and  Children’s  Hospital, 
Philadelphia:  formerly  assoclatedi  in  Proctology, 
Graduate  School  of  Medicine,  University  of  Penn- 
sylvania. Illustrated  with  142  half-tones  and  line 
engravings  and  3 color  plates.  F.  A.  Davis  Com- 
pany, Philadelphia.  1939.  Octavo  of  XV-386  pages. 
Cloth.  Price  $4.50.  , 

This  book  is  interestingly  written  and  the  interest 
starts  right  away.  On  page  two  one  has  the  opportu- 
nity to  disagree  with  the  author  concerning  the  rela- 
tive cleanliness  of  the  rectal  cavity  and  on  page  three 
we  can  disagree  violently  with  him  concerning  his 
statement  that  the  ungloved  finger  is  preferable  for 
making  rectal  examinations.  It  is  inconceivable  that 
such  an  erudite  touch  is  necessary  or  needed,  and 
widespread  belief  to  the  contrary  would  have  an  un- 
happy influence  on  the  satisfactorily  increasing  num- 
ber of  rectal  examinations. 

The  arrangement  of  the  text  has  much  to  recom- 
mend it  since  the  author  starts  it  with  a full  dis- 
cussion of  symptoms  and  leads  on  to  examination, 
diagnosis  and  treatment.  This  arrangement  increases 
one’s  interest  in  the  book  and  makes  it  easy  to  read. 


Dr.  Smith  has  written  this  book  for  the  general 
practitioner  and  the  latter  will  find  it  concise  enough 
yet  thorough.  Diagnostic  and  therapeutic  measures 
are  given  in  detail  and  the  illustrations  are  plentiful 
and  instructive. 

W.  W.  R. 

Accepted  Foods,  and  Their  Nutritional  Significance, 
a publication  of  the  Council  on  Foods  of  the  Ameri- 
can Medical  Association.  Pp.  512.  Chicago.  Ameri- 
can Medical  Association.  1939.  Cloth.  Price,  $2.00 
postpaid. 

Accepted  Foods,  and  Their  Nutritional  Signifi- 
cance contains  descriptions  and  detailed  information 
regarding  the  chemical  composition  of  more  than 
3,800  accepted  products,  together  with  a discussion 
of  the  nutritional  significance  of  each  class  of  foods. 
The  book  provides  also  the  Council’s  opinion  on 
many  topics  in  nutrition,  dietetics  and  the  proper  ad- 
vertising of  foods. 

This  book  will  be  a welcome  reference  book  for 
all  persons  interested  in  securing  authoritative  in- 
formation about  foods,  especially  the  processed  and 
fabricated  foods  which  are  widely  advertised.  The 
accepted  products  are  classified  in  various  categories; 
fats  and  oils;  fruit  juices  including  tomato  juice; 
canned  and  dried  fruit  products;  grain  products; 
preparations  used  in  the  feeding  of  infants;  meats, 
fish  and  sea  foods;  milk  and  milk  products  other 
than  butter;  foods  for  special  dietetic  purposes; 
sugars  and  syrups;  vegetables  and  mushrooms;  and 
unclassified  and  miscellaneous  foods,  including  gela- 
tin, iodized  salt,  coffee,  tea,  chocolate,  cocoa,  choco- 
late flavored  beverage  bases,  flavoring  extracts,  des- 
sert products,  baking  powder,  cream  of  tartar,  bak- 
ing soda,  cottonseed  flour.  There  is  a suitable 
subject  index  as  well  as  an  index  of  all  the  manu- 
facturers and  distributors  of  food  products  that  stand 
accepted  by  the  Council  on  Foods. 

Essentials  of  the  Diagnostic  Examination.  By  JOHN 
B.  YOUMANS,  B.  A.,  M.  S.,  M.  D.,  Associate  Pro- 
fessor of  Medicine  and  Director  of  Postgraduate 
Instruction,  Vanderbilt  University  Medical  School. 
New  York.  The  Commonwealth  Fund.  1940.  12mo 
of  xvi-417  pages.  Illustrated.  Cloth.  Price,  $3.00. 

This  text  was  written  as  an  aid  to  physicians, 
small  hospitals  and  small  clinics  wishing  to  establish 
a laboratory.  It  gives  information  for  installing  and 
maintaining  such  laboratories  at  small  outlay.  Many 
helpful  suggestions  are  given  for  extemporized  equip- 
ment and  all  of  the  time-proven  methods  suitable  for 
routine  work  have  been  included. 

R.  C.  Beck,  M.D. 
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Editorial 


Mental  Disease  and  Modern  Medicine. 

Ten  thousand  sick  folks  constitute  a group  equal 
in  mere  numbers  to  the  population  of  a town  of 
moderate  size.  .A.t  the  conclusion  of  Virginia’s  fiscal 
year  on  June  30,  1939,  there  were  under  treatment  in 
the  State’s  six  institutions  for  mentally  sick  folks 
10,525  patients.  One  of  the  institutions  is  for  the 
white  mentally  subnormal  and  the  epileptic;  another 
is  for  Negroes,  the  feeble-minded  and  the  epileptic. 
The  other  four  State  hospitals  minister  to  the  men- 
tally diseased — the  so-called  insane  or  the  psychotic. 
Twenty-nine  physicians,  as  members  of  the  medical 
staffs  of  the  six  hospitals,  have  professional  access 
to  the  more  than  ten  thousand  patients.  Of  that 
number  of  physicians  six  are  Superintendents,  each 
charged  with  directing  the  medical  work  of  his  hos- 
pital and  with  the  administration  of  its  affairs.  The 
Superintendents  are  so  busily  engaged  in  their  execu- 
tive duties  that  they  should  have  little  time  for  clini- 
cal medical  work.  The  actual  diagnostic  investigative 
procedures  and  the  therapeutic  ministrations  must  be 
carried  out  chiefly  by  the  assistant  physicians — 
twenty-three  of  them,  for  more  than  10,000  sick  folks. 
In  the  six  institutions  there  are,  in  addition  to  at- 
tendants, women  and  men,  without  formal  training, 
forty  graduate  nurses.  During  the  last  hospital  year, 
ending  June  30,  1939,  there  were  admitted  to  the  six 
institutions  3,414  patients.  The  cost  of  maintaining 
the  institutions — all  six  of  them — for  that  year  was 


more  than  one  million  and  three  quarter  dollars. 
Exactly,  the  maintenance  cost  was  $1,831,383.79. 
The  average  cost  of  caring  for  a patient  for  a year 
was  $175.85. 

What  do  the  figures  say  in  every-day  language 
about  a great  group  of  sick  folks,  confined  in  hos- 
pitals, in  which  few  physicians  have  access  to  them? 
Often  it  is  difficult,  because  of  the  patient’s  abnormal 
mental  condition,  to  make  a thorough  and  a satisfac- 
tory physical  examination.  It  is  often  equally  as 
difficult  to  investigate  the  patient’s  mental  qualities — 
the  intellect,  the  emotions,  the  spiritual  state.  Yet  if 
a diagnosis  is  to  be  evolved  a thorough  study  of  each 
patient  must  be  made.  Such  a study  requires  time; 
patience,  skill.  In  the  State  hospital  system  there  is 
one  physician  to  every  360  patients — if  the  Superin- 
tendents be  included  in  the  apportionment.  If  they 
be  not  included  460  patients  fall  to  each  physician. 
The  forty  graduate  nurses  in  the  system  allow  one 
such  nurse  to  every  260  patients.  Ten  patients  are 
admitted  each  day  to  the  six  hospitals.  The  first  step 
after  admission  of  the  patient  is  a thorough  exami- 
nation of  body  and  of  mind.  But  such  a study  re- 
quires time  and  skill.  A patient  is  maintained  for 
somewhat  less  than  fifty  cents  a day.  The  allocation 
by  the  State  of  such  a supporting  fund  for  each  pa- 
tient must  often  provide  clothing,  as  well  as  room, 
food,  drugs,  nursing  and  medical  care. 

Twenty-three  physicians  cannot  afford  adequate 
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medical  care  to  more  than  10,000  patients  and,  in 
addition  to  that  work,  make  comprehensive  examina- 
tions of  more  than  3,000  new  patients  admitted  dur- 
ing the  year.  Forty  graduate  nurses  are  almost  lost 
in  dilution  in  more  than  10,000  patients.  The  fa- 
cilities of  modern  medicine  cannot  be  brought  to 
patients  for  fifty  cents  each  a day. 

Is  the  State  making  any  effort  to  bring  the  work 
of  the  State  hospitals  within  the  domain  of  modern 
medicine?  What  are  the  evidences  of  the  effort? 
The  general  administration  of  the  hospital  system  is 
thoroughly  laymanized.  The  General  Hospital  Board 
is  composed  chiefly  of  lay  people,  untrained  in  nurs- 
ing, in  medicine,  and  wholly  inexperienced  in  hos- 
pital administration.  How  can  such  a Board  bring 
about  improvement  in  a condition  of  which  it  has  no 
understanding?  If  the  State  can  afford  modern  hos- 
pital buildings  why  cannot  it  provide  also  modem 
medical  and  nursing  seiA'ice,  fit  in  quality  and  ade- 
quate in  quantity? 

A bill  introduced  into  the  last  General  Assembly 
of  Virginia  would,  if  adopted,  have  created  a Com- 
missioner of  Mental  Hygiene  and  Hospitals.  The 
bill  purported  to  give  the  Commissioner  large  au- 
thority in  exercising  supervision  over  the  State  hos- 
pital system.  But  the  Commissioner  would  have  been 
the  mere  puppet  of  the  Governor.  He  would  have 
been  appointed  to  serve  “at  the  pleasure  of  the  Gov- 
ernor” and  his  term  of  office  would  have  been  con- 
temporaneous with  that  of  the  appointing  Governor. 
The  bill  did  not  even  require  that  the  Commissioner 
should  be  a physician,  and  there  were  no  intimations 
that  he  should  know  anything  about  psychiatry  or 
about  hospital  administration. 

The  present  State  Hospital  Board  was  to  be  con- 
tinued under  the  new  name  of  the  Board  of  Mental 
Hygiene  and  Hospitals,  but  it  was  to  be  deprived  of 
practically  all  duties  and  responsibilities.  Most  of 
the  functions  of  the  present  Hospital  Board  were  to 
be  exercised  by  the  Commissioner  of  Mental  Hygiene 
and  Hospitals.  And  the  Commissioner  was  to  be 
easily  removeable  by  the  Governor.  Such  an  ar- 
rangement would  have  placed  the  State  hospitals 
directly  under  the  control  of  the  Governor. 

The  supervision  of  the  State  hospital  system  is 
already  thoroughly  laymanized.  Had  the  hopes  of 
the  Governor  been  realized  through  adoption  of  the 
proposed  legislation  the  State  hospital  system  would 
have  become  as  thoroughly  politicalized.  But  the 
General  Assembly  killed  the  bill  as  dead  as  Hector. 


The  activities  of  the  State  in  reference  to  public 
health  should  be  carried  on  under  the  auspicies  of  a 
Department  of  Health.  For  administrative  conven- 
ience or  necessity  it  may  be  advisable  for  several 
years  to  think  of  sickness  of  body  and  also  sickness 
of  mind.  Such  thought  would  express  itself  in  two 
divisions  in  the  Department  of  Health — a Division 
of  Public  Health  (the  present  State  Board  of 
Health),  and  a Division  of  Mental  Hygiene.  Each 
Division  should  function  under  the  supervision  of  a 
Director,  each  of  equal  rank  and  authority  with  the 
other.  Sickness  of  body  and  sickness  of  mind  do  not 
easily  separate  and  differentiate  themselves  in  the 
patient.  One  does  not  experience  sickness  in  pigeon- 
hole fashion.  Disease  is  unlikely  to  be  limited  in 
dysfunction  to  the  kidneys,  to  the  liver,  to  the  emo- 
tions or  to  the  psyche.  A Department  of  Health 
would  tend  to  encourage  all  of  us  to  conceive  of  a 
human  being  as  a biological  totality,  in  whom  dis- 
ease— disturbance  of  function— may  manifest  itself 
either  as  psychic  or  as  somatic  poor  health,  or  as  both. 

James  K.  Hall. 

The  Quincentenary  of  Printing. 

About  1440  somebody  somewhere  in  Europe  in- 
vented movable  type  and  we  celebrate  this  year  the 
quincentenary  of  that  momentous  event.  The  dis- 
covery in  China  was  still  earlier.  It  is  believed  on 
good  authority  that  there  in  the  year  868  one  Wang 
Chieh  employed  wooden  blocks  for  printing  purposes 
and  that  in  the  year  1041  one  Pi  Sheng  conceived 
the  method  now  known  as  printing  with  movable 
type. 

The  first  printed  documents  in  Europe  were  Papal 
Indulgencies.  The  Mazarin  or  Gutenberg  Bible  was 
the  product  of  the  Mainz  Press  in  1454.  In  Eng- 
land the  first  printing  was  done  in  1476;  in  the 
Western  Hemisphere  the  first  was  done  in  Mexico 
City,  by  Giovanni  Paoli,  in  1539;  in  the  United 
States,  at  Cambridge,  Massachusetts  in  1638,  and  in 
Virginia,  by  William  Parks  at  Williamsburg  in  1730. 

Medicine  shared  with  religion  the  interest  of  the 
early  printers.  Of  those  books  which  were  published 
before  1500  and  which  are  now  known  as  incunabula 
no  fewer  than  400  dealt  with  medical  subjects.  The 
early  medical  books,  like  the  early  books  on  other 
subjects,  were  for  the  most  part  translations  of  manu- 
scripts of  great  antiquity  and  authority,  such  as  those 
of  Hippocrates  and  Galen,  Avicenna  and  Celsus. 
Some  of  them  were  the  embodiment  of  the  thought 
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and  experience  of  contemporary  doctors.  The  tracts 
in  Sudhoff’s  memorable  collection  of  early  works  on 
syphilis  were  for  the  most  part  published  before 
1500,  as  were  the  Cirurgia  of  Hieronymous  Brunswig 
and  Johann  Ketham’s  Fasciculus  Medicinae.  Medi- 
cine owes  a great  debt  to  printing  and  on  this  birth- 
day of  the  art  doctors  everywhere  will  be  thinking 
what  the  printed  page  has  done  to  preserve  the  record 
of  scientific  thought  and  experiment  and  what  a stim- 
ulus it  has  given  to  continuous  investigation. 

On  a wider  horizon  doctors  will  share  with  all 
cultured  persons  the  acclaim  of  books  and  the  makers 
of  books.  Through  the  year  we  will  be  paying  tribute 
to  the  great  printers  of  all  time — Gutenberg  in  Ger- 
many and  Caxton  and  Wynken  de  Worde  in  Eng- 
land, Plantin  in  Antwerp,  Elzevir  in  Leyden,  and 
among  the  moderns,  D.  B.  Updike  who  is  producing 
in  Boston  today  books  worthy  of  the  best  of  his 
predecessors.  The  magnificent  folios  and  exquisite 
texts  of  such  craftsmen  will  always  be  objects  of 
wonder  and  amazement. 

We  will  be  thinking  of  the  great  writers  of  the 
past  and  present,  teachers  and  artists,  prophets  and 
seers,  w'ho  through  the  medium  of  books  have  become 
immortal.  Without  printing  few  names  would  sur- 
vive the  generation  in  which  they  were  current. 

We  will  be  thinking  of  the  great  libraries  of  the 
world,  the  Bibliotheque  Nationale,  the  British  Mu- 
seum, the  Library  of  Congress,  and  of  the  eleven 
million  and  more  books  they  contain.  The  imagina- 
tion is  staggered  by  the  vast  output  of  the  world’s 
printing  presses.  By  a very  simple  calculation  it  can 
be  shown  that  it  would  require  a thousand  scholars, 
reading  a book  a week,  210  years  to  peruse  the  vol- 
umes in  these  three  libraries  alone. 

Printers,  libraries,  books  will  be  uppermost  in  the 
minds  of  those  who  contemplate  five  hundred  years 
of  printing.  What  civilization  would  be  without 
printing  no  one  knows.  One  thing  is  certain:  the 
influence  of  the  printed  page  continues  to  be  the  most 
potent  factor  in  shaping  human  destiny. 

Revamping  an  Old  Book. 

Books,  like  people,  grow  old.  As  they  grow  old 
one  of  two  fates  awaits  them.  If  they  are  great  books 
— classics,  we  call  them- — they  will  be  endowed  with 
a sure  immortality.  If  they  are  not  great  books — 
just  ephemeral  writing — they  will  eventually  become 


as  dead  as  the  paper  on  which  they  are  written. 
Medical  books  are  no  exception  to  the  rule. 

Publishers,  especially  the  publishers  of  medical 
books,  know,  however,  that  old  age  can  sometimes  be 
deferred.  The  accepted  way  of  deferring  it  is  by 
revision.  Da  Costa’s  Surgery  and  Osier  and 
McCrae’s  Medicine  and  Howell’s  Physiology  are 
cases  in  point.  When  the  authors  of  worthwhile 
books  die,  new  revisionists  are  called  in  and  the  work 
of  streamlining  the  old  model  goes  on  until  even  the 
most  enterprising  publisher  is  willing  to  call  quits. 

In  1917  W.  D.  Rose,  Associate  Professor  of  Medi- 
cine in  the  University  of  Arkansas,  published  a 
Physical  Diagnosis  for  “the  medical  student  and  the 
busy  practitioner.”  The  volume  must  have  sold  well 
because  it  went  through  five  editions.  In  1930  the 
publishers  requested  Warren  P.  Elmer,  Associate 
Professor  of  Clinical  Medicine  in  the  Washington 
University  School  of  Medicine,  to  undertake  another 
revision.  While  retaining  much  of  Rose’s  original 
text,  Elmer  made  radical  changes.  In  1935  the  book 
was  again  revised  by  him,  and  now  in  1940  we  have 
before  us  the  eighth  edition  of  Elmer  and  Rose’s 
Physical  Diagnosis  revised  by  Harry  Walker,  Asso- 
ciate Professor  of  Medicine  in  the  Medical  College 
of  Virginia. 

This  latest  revision  is  not  just  a face  lifting  job, 
achieved  with  a few  new  illustrations  and  with  a few 
sections  rewritten.  On  the  contrary  it  is  a con- 
scientious effort  to  put  new  life  into  a volume  which 
had  undergone  many  previous  operations.  The  last 
revisionist  went  to  work  with  scissors  and  paste,  clip- 
ping one  hundred  pages  from  the  preceding  editions. 
Then  he  called  in  Drs.  D.  W.  Luken  of  St.  Louis, 
J.  A.  Shield,  P.  P.  Vinson,  Paul  Kimmelstiel  and 
Harvie  DeJ.  Coghill  of  Richmond,  Virginia,  to  con- 
tribute chapters  on  special  subjects.  He  reserved  for 
himself  the  important  function  of  making  the  re- 
mainder of  the  text  conform  to  the  generally  accepted 
present  day  opinions.  Dr.  Walker  believes  that  re- 
cent advances  in  pathology  and  more  exact  methods 
of  clinical  diagnosis  have  rendered  many  physical 
signs,  which  were  once  regarded  as  of  great  value, 
now  worthless.  It  would  have  been  interesting  had 
he  enumerated  just  what  those  outmoded  signs  were. 
His  alterations  and  additions  have  added  to  the  value 
of  a standard  text.  May  there  be  many  happy  re- 
turns I 
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President’s  Message 


Now  that  the  Legislature  of  the  State  of  Virginia 
has  adjourned,  the  members  of  the  Medical  Society 
of  Virginia  can  give  their  attention  to  some  subjects 
other  than  those  concerning  the  struggles  of  the  Gen- 
eral Assembly. 

However,  it  might  first  be  interesting  very 
briefly  to  recall  the  fate  of  some  of  the  Bills  con- 
sidered by  the  General  Assembly  in  which  our  So- 
ciety was  primarily  interested. 

The  Bill  concerning  the  premarital  blood  test  was 
made  a law  in  a manner  most  acceptable  to  our 
“Committee  on  Syphilis  Control”.  Dr.  Ennion  S. 
Williams,  Chairman,  and  the  other  members  of  that 
committee  presented  this  Bill  in  such  a form  that  it 
met  with  very  little  opposition. 

After  having  made  a study  in  other  states  which 
have  tried  to  regulate  birth  control  by  statute,  your 
Council,  in  association  with  Dr.  I.  C.  Riggin,  our 
capable  Health  Officer,  decided  not  to  ask  the  Gen- 
eral Assembly  for  any  action  on  this  subject.  This 
will  probably  be  the  subject  of  discussion  for  some 
future  meeting  of  the  General  Assembly,  and  if  it  is, 
it  is  hoped  by  such  a time  some  satisfactory  statute 
will  have  been  found  by  those  states  now  experi- 
menting with  efforts  in  that  direction. 

It  was  also  considered  unwise,  at  this  Session  of 
the  General  Assembly,  to  request  any  change  in  the 
laws  concerning  present  methods  of  licensing  nurses 
to  practice  their  profession  in  the  State.  However,  it 
is  hoped  by  the  time  of  the  next  meeting  of  the 
General  Assembly,  our  Advisory  Committee  to  the 
State  Board  of  Nurses’  Examiners  and  the  Board  of 
Nurses’  Examiners  itself  will  have  some  constructive 
suggestion  which  will  tend  to  lessen  the  complaints 
now  coming  from  our  smaller  communities  through- 
out the  State  relative  to  the  nursing  situation  in  such 
localities. 

The  failure  of  the  General  Assembly  to  accept 
Governor  Price’s  Re-organization  Plan  leaves  those 
responsible  for  the  care  of  the  mentally  sick  in  some- 
what of  a dilemma.  However,  I personally  feel  that 
Governor  Price  will  make  every  possible  effort  to 
continue  the  excellent  start  already  made  by  the 
State  Hospital  Board. 

The  Bill  to  license  “Chiropractors”  was  defeated 
in  spite  of  the  usual  political  efforts  made  by  this 


group.  As  a profession  whose  chief  obligation  is  the 
protection  of  health  of  our  communities,  we  should, 
in  the  future,  try  to  influence  the  various  Common- 
wealth Attorneys  to  do  their  duty  in  enforcing  the 
laws  as  regards  these  men  who,  largely  through  their 
gross  ignorance,  are  spreading  tuberculosis  and  other 
contagious  diseases,  obstructing  the  control  of  cancer, 
etc. 

Before  even  mentioning  the  real  objective  of  this 
annual  message,  I,  as  your  president,  and  for  you, 
want  to  express  our  gratitude  to  Dr.  J.  Morrison 
Hutcheson,  Chairman  of  the  Legislative  Committee, 
for  the  excellent  and  efficient  work  he  and  his  co- 
workers did  before  the  last  General  Assembly.  It 
might  interest  you  to  know  “no  lobby”  was  main- 
tained in  Richmond.  Such,  in  the  opinion  of  your 
Council,  would  have  been  both  degrading  and  in- 
effective— also  expensive. 

The  big  pleasant  event,  which  is  the  excuse  for  this 
annual  message  this  year,  concerns  our  having  accepted 
the  invitation  of  the  West  Virginia  State  Medical 
Association  to  meet  with  them  on  July  29th,  30th, 
and  31st,  at  the  Greenbrier  Hotel,  White  Sulphur 
Springs,  West  Virginia.  It  is  true  that  this  popular 
resort  hotel  is  located  in  West  Virginia,  but  it  is 
only  a few  miles  from  the  border  line  between  the 
two  states.  It  is  easily  accessible  from  all  parts  of 
each  state. 

The  Program  Committees  of  the  two  states  have 
had  a joint  meeting  and  arranged  a most  attractive 
and  helpful  three  day  convention.  They  have  ar- 
ranged to  have  eleven  “out-of-the-state”  speakers  on 
the  program.  The  addresses  of  nine  of  these  nation- 
ally known  speakers  will  be  followed  by  two  discus- 
sions, one  member  from  each  state  having  been  se- 
lected to  make  these  discussions.  At  lunch  every  day 
each  essayist  who  has  read  a paper  that  morning 
will  be  given  a separate  dining  room,  and  anyone 
wanting  to  ask  any  questions  of  any  one  of  these  in- 
vited guests  will  be  given  ample  opportunity  to  do  so. 
In  order  to  encourage  the  asking  of  questions  there 
will  be  a printed  slip  of  paper  at  each  plate  on  which 
questions  can  be  written.  It  has  been  found  that  this 
method  produces  much  valuable  discussion.  In  the 
afternoons  there  will  be  round  table  discussions 
concerning  many  subjects.  These  round  table  dis- 
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cussions  will  also  be  led  by  our  various  invited 
guests. 

The  hotel  authorities  have  made  a special  rate  of 
S9.00  per  day.  This  includes  room,  meals,  etc. 
While  this  price  might  appear  excessive  to  many  of 
us,  still  I feel  quite  certain  most  of  us  spend  more 
than  that  amount  each  day  when  we  attend  medical 
meetings  in  any  city,  especially  if  we  consider  the 
usual  unnecessary  purchases  we  (or  our  wives)  make 
in  the  enticing  stores. 

Mrs.  H.  A.  Latane,  President,  and  the  chairmen 
of  the  other  committees  of  the  Woman’s  .Auxiliary, 
have  also  arranged  a most  attractive  program.  I am 


certain  all  the  wives  ivill  enjoy  and  appreciate  a 
short  vacation  in  such  pleasant  surroundings. 

We  all  realize  this  meeting  is  somewhat  in  the 
nature  of  an  e.xperiment,  but  such  joint  meetings  have 
been  most  successful  elsewhere,  and  I hope  and  be- 
lieve the  members  of  the  Medical  Society  of  Virginia 
will  combine  with  the  members  of  the  West  Virginia 
State  Medical  Association  to  make  this  joint  meeting 
such  a success  that  in  a few  years  we  will  all  want 
to  repeat  the  “experiment”  and  do  so  by  inviting  the 
West  Virginia  State  Medical  Association  to  join  us 
in  a meeting  in  Virginia. 

Hugh  H.  Trout,  M.D., 
President,  Medical  Society  of  Virginia. 


Department  of  Clinical  and  Medical  Education 

of  the 


Medical  Society  of  Virginia 


Postgraduate  Clinics. 

University  of  Virginia 
The  twenty-fifth  Postgraduate  Clinic  of  the  Uni- 
versity of  Virginia  Medical  School  was  held  at  the 
University  on  April  5 and  6 and  the  full  program,  as 
published  last  month,  was  carried  out.  The  follow- 
ing visitors  were  in  attendance : 

Dr.  O.  L.  Anderson,  Richmond. 

Dr.  L.  H.  Apperson,  Richmond. 

Dr.  H.  L.  Baptist,  Ivy. 

Dr.  E.  E.  Barksdale,  Danville. 

Dr.  C.  D.  Bennett,  Chatham. 

Dr.  H.  O.  Bolling,  Kingsport,  Tenn. 

Dr.  W.  E.  Brown,  Charlottesville. 

Dr.  O.  K.  Burnette,  Culpeper. 

Dr.  W.  W.  S.  Butler,  Roanoke. 

Dr.  H.  G.  Byrd,  Louisa. 

Dr.  H.  T.  Chelf,  Culpeper. 

Dr.  L.  E.  Cockrell,  Reedville. 

Dr.  F.  D.  Daniel,  Charlottesville. 

Dr.  E.  B.  Dovell,  Unionville. 

Dr.  R.  E.  Dyer,  Washington,  D.  C. 

Dr.  T.  S.  Englar,  Charlottesville. 

Dr.  R.  T.  Ergenbright,  Charlottesville. 

Dr.  W.  F.  Evans,  New  York  City. 

Dr.  H.  B.  Franchere,  Alexandria. 

Dr.  M.  E.  Gardner,  Washington,  D.  C. 

Dr.  R.  W.  Garnett,  Danville. 

Dr.  C.  M.  Gratz,  New  York  City. 

Dr.  E.  J.  Haden,  Ore  Bank. 

Dr.  E.  C.  Harper,  Richmond. 

Dr.  Percy  Harris,  Scottsville. 


Dr.  W.  F.  Hartman,  Swoope. 

Dr.  H.  T.  Hawkins,  Waynesboro. 

Dr.  R.  L.  Hillman,  Emory. 

Dr.  J.  Minor  Holloway,  Fredericksburg. 
Dr.  E.  M.  Holmes,  Jr.,  Richmond. 

Dr.  William  James,  Panama. 

Dr.  W.  R.  Jordan,  Richmond. 

Dr.  T.  F.  Kennan,  Raphine. 

Dr.  J.  Paul  Kent,  Alta  Vista. 

Dr.  D.  M.  Kipps,  Front  Royal. 

Dr.  Anita  Lotti,  Charlottesville. 

Dr.  J.  W.  Love,  Alexandria. 

Dr.  Florence  Mahoney,  Staunton. 

Dr.  B.  B.  Mallory,  Lexington. 

Dr.  W.  M.  Moir,  Bristol. 

Dr.  J.  E Moore,  Baltimore,  Md. 

Dr.  Carleton  Moorman,  Alta  Vista. 

Dr.  J.  O.  Mundy,  Charlottesville. 

Dr.  T.  W.  Murrell,  Richmond. 

Dr.  D.  O.  Nichols,  Charlottesville. 

Dr.  W.  H.  Paine,  Charlottesville. 

Dr.  T.  E.  Patteson,  Ransons. 

Dr.  B.  H.  Payne,  Staunton. 

Dr.  M.  J.  Payne,  Staunton. 

Dr.  C.  G.  Pearson,  Charlottesville. 

Dr.  C.  W.  Putney,  Staunton. 

Dr.  B.  F.  Randolph,  Arrington. 

Dr.  C.  M.  Rice,  Sweet  Briar. 

Dr.  J.  M.  Ruffin,  Durham,  N.  C. 

Dr.  J.  J.  Sapero,  Washington,  D.  C. 

Dr.  C.  L.  Savage,  Ashland. 

Dr.  F.  B.  Stafford,  Charlottesville. 

Dr.  W.  O.  Smith,  Alta  Vista. 

Dr.  J.  A.  M.  Thompson,  Charlottesville. 
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Dr.  H.  F.  White,  Fishersville. 

Dr.  M.  J.  W.  White,  Luray. 

Dr.  Reid  White,  Lexington. 

Dr.  W.  H.  Wood.  Charlottesville. 

Medical  College  or  Virginlv 
At  the  eleventh  annual  Stuart  McGuire  Lectures 
and  Spring  Postgraduate  Clinics  of  the  College, 
April  16  and  17,  the  following  visitors  registered  at- 
tendance : 

Dr.  L.  M.  Allen,  Winchester. 

Dr.  L.  H.  Apperson,  Richmond. 

Dr.  Q.  H.  Barney,  Altavista. 

Dr.  H.  E.  Beard,  Huntington,  W.  Va. 

Dr.  N.  A.  Beeton,  Vinton. 

Dr.  Waylon  Blue,  Jonesboro,  N.  C. 

Dr.  T.  N.  Bowles,  Durham,  N.  C. 

Dr.  John  O.  Boyd,  Roanoke. 

Dr.  L.  H.  Bracey,  South  Hill. 

Dr.  F.  L.  Byers,  Harrisonburg. 

Dr.  K.  N.  Byrne,  Lexington. 

Dr.  G.  C.  Campbell,  Staunton. 

Dr.  B.  L.  Carleton,  Newport  News. 

Dr.  W.  D.  Chase,  McLean. 

Dr.  F.  A.  Clark,  Charleston,  W.  Va. 

Dr.  J.  E.  Cole,  Fredericksburg. 

Dr.  H.  S.  Daniel,  Louisa. 

Dr.  Welch  Dew,  Fredericksburg. 

Dr.  C.  W.  Dorsey,  Roanoke. 

Dr.  S.  F.  Driver,  Troutville. 

Dr.  Elizabeth  Edmunds,  Lynchburg. 

Dr.  T.  B.  Ely,  Jonesville. 

Dr.  C.  D.  Freeman,  Jr.,  Portsmouth. 

Dr.  G.  S.  Fultz,  Butterworth. 

Dr.  Jesse  Gamble,  Lincolnton,  N.  C. 

Dr.  John  Gamble,  Lincolnton,  N.  C. 

Dr.  Wilson  O.  Grimm,  Huntington,  W.  Va. 

Dr.  A.  M.  Groseclose,  Roanoke. 

Dr.  E.  S.  Groseclose,  Lynchburg. 

Dr.  J.  M.  Habel,  Jetersville. 

Dr.  E.  J.  Haden,  Ore  Bank. 

Dr.  P.  L.  Hill,  Petersburg. 

Dr.  Paul  S.  Hill,  Harrisonburg. 

Dr.  W.  E.  Hoffman,  Charleston,  W.  Va. 

Dr.  L.  H.  Hoover,  Clarksville. 

Dr.  A.  P.  Hudgins,  Charleston,  W.  Va. 

Dr.  Frank  L.  Hughes,  Ashland. 

Dr.  E.  J Humphrey,  Huntington,  W.  Va. 

Dr.  G.  S.  Hurt,  Roanoke. 

Dr.  C.  H.  Iden,  Berryville. 

Dr.  J.  B.  Jones,  Culpeper. 

Dr.  J.  L.  Kinzie,  Salem. 

Dr.  J.  P.  Lilly,  Charleston,  W.  Va. 

Dr.  C.  E.  Llewellyn,  Richmond. 

Dr.  R.  H.  Manson,  McKenney. 

Dr.  E.  W.  McCauley,  Rainelle,  W.  Va. 

Dr.  P.  W.  Miles,  Danville. 

Dr.  R.  S.  Montgomery,  South  Hill. 

Dr.  Richard  B.  Nicholls,  Norfolk. 


Dr.  Dan  Nichols,  Charlottesville. 

Dr.  T.  E.  Patteson,  Ransons. 

Dr.  Thos.  B.  Payne,  Fredericksburg. 

Dr.  Harrison  Picot,  Alexandria. 

Dr.  F.  O.  Plunkett,  Lynchburg. 

Dr.  W.  W.  Point,  Charleston,  W.  Va. 

Dr.  Wm.  R.  Pretlow,  Warrenton. 

Dr.  C.  W.  Putney,  Staunton. 

Dr.  G.  A.  Ratcliff,  Huntington,  W.  Va. 

Dr.  M.  L.  Rea,  Charlottesville. 

Dr.  Irvin  Rifkin,  Richmond. 

Dr.  C.  L.  Riley,  Winchester. 

Dr.  Wm.  M.  Robinson,  Richmond. 

Dr.  E.  C.  Schelin,  Richmond. 

Dr.  L.  L.  Shamburger,  Richmond. 

Dr.  H.  C.  Spalding,  Richmond. 

Dr.  H.  G.  Steele,  Bluefield,  W.  Va. 

Dr.  M.  S.  Stinnett,  Buchanan. 

Dr.  E.  L.  Strickland,  Wilson,  N.  C. 

Dr.  F.  N.  Taylor,  Petersburg. 

Dr.  Beverley  Tucker,  Richmond. 

Dr.  A.  E.  Turman,  Richmond. 

Dr.  Amelia  V.  Tutles,  New  Britain,  Conn. 
Dr.  W.  E.  Vermilya,  Clifton  Forge. 

Dr.  J.  J.  Waff,  Shenandoah. 

Dr.  H.  F.  White,  Fishersville. 

Dr.  J.  W.  Wilkins,  Mt.  Oliver,  N.  C. 


Short  Courses. 

-A.  course  in  Internal  Aledicine  and  Surgery  in 
Alexandria  was  completed  on  March  29  with  a dis- 
cussion of  “Sterility”  by  Dr.  Howard  Kane  of  Wash- 
ington, D.  C. 

The  following  doctors  in  Alexandria  and  vicinity 
attended  the  course  which  extended  over  a period  of 
six  weeks: 


Dr.  C.  V.  Amole 
Dr.  F.  I.  Bloise 
Dr.  C.  L.  Fifer 
Dr.  James  A.  Gooch 
Dr.  L.  F.  Hobbs 
Dr.  Henry  A.  Hornthal 
Dr.  Z.  A.  Hurianek 
Dr.  W.  H.  Janney 
Dr.  C.  E.  Jenkins 


Dr.  H.  A.  Latane 
Dr.  J.  W.  Love 
Dr.  C.  MacRae 
Dr.  L.  Powell 
Dr.  N.  G.  Schuman 
Dr.  J.  A.  Simms 
Dr.  Williams 
Dr.  Herbert  D.  Wolff 


.A  course,  begun  in  Newport  News  on  March  21, 
continued  through  April  25.  The  meetings  were  held 
on  Thursday  evenings  at  eight  o’clock  and  alternated 
between  the  Buxton  Hospital  and  the  Riverside  Hos- 
pital. The  attendance  was  good  and  the  interest 
high. 

Tentative  plans  are  being  made  for  courses  to  be 
held  in  Fauquier  and  Southampton  Counties  at  an 
early  date.  Other  courses  will  be  organized  as  re- 
quests are  received  by  the  Executive  Secretary. 

George  B.  Zehmer,  Executive  Secretary. 
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Proceedings  of  Societies 


The  Norfolk  County  Medical  Society 

Has  had  the  unusual  experience  of  losing  two 
presidents  within  the  past  few  months.  Dr.  Harvie 
S.  Baker,  elected  president  last  summer,  died  the  last 
of  December,  and  his  successor,  Dr.  D.  Lee  Hirsch- 
ler,  three  months  later.  As  this  left  no  vice-president. 
Dr.  Lockburn  B.  Scott,  for  over  twenty-one  years 
secretary,  called  a meeting  and  asked  for  nominations 
for  president,  whereupon  he  was  unanimously  named 
to  this  office  until  the  annual  meeting  in  June.  If 
was  also  voted  that  he  was  to  continue  as  secretary 
but  would  have  the  power  to  appoint  some  one  to 
assist  him.  Dr.  A.  Brownley  Hodges  was  asked  to  do 
this  and  also  to  act  for  Dr.  Scott  during  his  vacation 
in  the  summer.  Dr.  C.  J.  Andrews  was  elected  vice- 
president  for  the  remainder  of  this  term. 

In  addition  to  its  weekly  meetings,  this  Society 
held  its  annual  all-day  clinic  on  April  17,  with  its 
morning  session  and  luncheon  at  the  Norfolk  Gen- 
eral Hospital.  In  the  afternoon.  Dr.  Ben  M.  Baker 
of  Baltimore  presented  a paper  on  The  Therapeutic 
Use  of  Histamine  and  there  was  a round  table  dis- 
cussion of  Abdominal  Pain.  A cocktail  hour  and 
dinner  followed  at  the  Town  Club. 

Patrick-Henry  Medical  Society. 

The  regular  quarterly  meeting  of  the  Society  was 
held  in  Martinsville,  April  5 at  7 P.  M.  with  the 
president.  Dr.  W.  C.  Akers,  presiding.  A committee 
consisting  of  Drs.  F.  B.  Teague,  R.  H.  Walker  and 
E.  M.  McDaniel  was  appointed  to  act  as  Advisory 
Board  of  the  local  Chapter  of  the  Red  Cross. 

A committee  consisting  of  Drs.  R.  H.  Walker  and 
C.  R.  Titus  was  appointed  to  draw  up  resolutions 
regarding  membership  of  negro  physicians  in  the 
State  Society. 

Delegates  and  alternates  were  elected  for  the  meet- 
ing of  the  State  Society  in  July,  following  which  Dr. 
Henry  Lee  of  Roanoke  gave  an  interesting  paper  on 
‘‘Folk  Medicine”. 

R.  H.  Walker, 

Secretary. 

The  Orange  County  Medical  Society 

Held  its  regular  quarterly  meeting  in  the  office 
of  Dr.  G.  R.  Elliott  at  Orange  on  April  5,  at  which 


time  delegate  and  alternate  were  appointed  for  the 
meeting  of  the  Society  at  White  Sulphur  Springs  in 
July.  Representatives  from  various  clubs  and  groups 
met  with  the  Society  on  this  occasion  for  the  purpose 
of  organizing  for  the  annual  drive  of  the  Virginia 
Field  Army  for  the  Control  of  Cancer. 

The  Northampton  County  Medical  Society 

Acted  as  hosts  to  the  ladies  of  the  Auxiliaries  of 
the  medical  societies  of  the  Eastern  Shore  and  to 
members  of  the  Accomack  County  Medical  Society  at 
a banquet  held  at  Eastville  Inn,  April  8,  which  was 
attended  by  forty  persons.  Mrs.  W.  L.  Cosby  of 
Painter  was  in  charge  of  entertainment  and  she  and 
her  daughter,  Mrs.  Polk  Kellam,  gave  a violin  duet, 
accompanied  by  Miss  Dorothy  Wise.  Vocal  numbers 
were  also  given  by  Mrs.  John  Van  Kesteren  and  by 
Dr.  James  C.  Doughty  and  Miss  Martha  Cosby  gave 
vivacious  tap  dances. 

Dr.  C.  E.  Critcher  of  New  Church  spoke  briefly  as 
representative  of  the  Accomack  County  Society  and 
IMrs.  Griffin  W.  Holland  of  Eastville  was  presented 
as  president-elect  of  the  Woman’s  Auxiliary  to  the 
State  Society. 

In  a short  business  session,  delegate  and  alternate 
were  elected  to  the  meeting  of  the  State  Society  at 
I\'hite  Sulphur  Springs. 

Alleghany-Bath  County  Medical  Society. 

.At  the  annual  meeting  of  this  Society,  Dr.  L.  A. 
Houff  of  Clifton  Forge  was  elected  president  and  Dr. 
R.  P.  Hawkins,  also  of  Clifton  Forge,  was  re-elected 
secretary-treasurer. 

New  members  admitted  to  the  Society  recently  are: 
Dr.  Walter  Vermilya  and  Dr.  N.  N.  Lindner  of  Clif- 
ton Forge,  and  Dr.  W.  E.  Roye  of  Covington.  At 
its  last  meeting,  delegates  and  alternates  were  elected 
for  the  next  meeting  of  the  State  Society  in  July. 

The  Lynchburg  Academy  of  Medicine 

Held  its  regular  meeting  at  a dinner  on  April  1. 
This  was  at  the  Lynchburg  General  Hospital,  with 
Dr.  Powell  Dillard,  vice-president,  presiding.  A 
symposium  on  Thoracic  Disease  by  Dr.  F.  B.  Staf- 
ford of  Blue  Ridge  Sanatorium  and  Dr.  E.  C. 
Drash  of  the  University  of  Virginia  provided  an  ex- 
cellent program.  The  meeting  was  one  of  the  most 
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largely  attended  of  the  Academy,  with  a number  of 
visitors  also  present.  The  symposium  was  instructive, 
and  illustrated  modem  advancements  in  the  treatment 
of  pulmonary  tuberculosis. 

Medical  Society  of  Northern  Virginia 

Held  its  regular  meeting  in  Winchester  on  April  9, 
under  the  presidency  of  Dr.  R.  W.  Stoneburner  of 
Edinburg.  Dr.  J.  E.  Harris  of  Winchester  is  secretary. 
At  the  business  session,  delegates  and  alternates  were 
elected  to  represent  that  organization  at  the  meeting 
of  the  State  Society  in  July.  Dr.  Byrd  Leavell  of 
the  University  of  Virginia  was  the  guest  speaker,  his 
subject  being  “Acute  Glomerulo-Nephritis,  Clinical 
Course  and  Treatment”.  Dr.  William  P.  McGuire  of 
Winchester  read  a paper  on  “Acute  Oculoglandular 
Tularemia”. 

This  Society  is  composed  of  doctors  residing  in  the 
counties  of  Clarke,  Frederick,  Page,  Rappahannock, 
Shenandoah  and  Warren. 

The  Southwestern  Virginia  Medical  Society 

Held  its  Spring  meeting  in  Radford,  April  17, 
with  Dr.  C.  F.  Manges,  of  Blacksburg,  President, 
presiding.  The  attendance  was  the  largest  in  the 
Society’s  history,  there  being  seventy-five  members 
for  the  afternoon  session  and  one  hundred  and  forty 
for  the  evening  meeting. 

A round  table  on  Infections — “General  and  Local” 
— was  held  during  the  afternoon.  Dr.  Harry  Walker 
and  Dr.  Thomas  Beath,  both  of  Richmond,  were  the 
leaders. 

At  the  business  session,  the  Society  voted  to  con- 
tinue the  Farm  Security  Health  Program  for  another 
year.  Also  approved  was  a resolution  to  grant  honor- 
ary membership  for  members  seventy  years  of  age 
who  had  been  members  of  the  Society  in  good  stand- 
ing for  a period  of  ten  years.  This  action  provides 
full  membership  for  those  eligible,  without  further 
payment  of  dues.  For  deceased  members,  the  Society 
voted  to  expend  the  sum  of  five  dollars  for  flowers  or 
a like  sum  for  an  appropriate  memorial  in  some 
charitable  organization  in  which  the  deceased  mem- 
ber was  interested.  Drs.  E.  L.  Lawrence  and  J.  H. 
Dunkley,  both  of  Roanoke,  were  elected  to  Honorary 
Membership.  Severeal  new  members  were  received 
into  the  Society.  An  invitation  to  meet  in  Marion 
for  the  Fall  session  was  extended  by  Dr.  Joseph  R. 
Blalock. 

The  Staff  of  Saint  Albans  Sanatorium  was  the 
host  to  members  of  the  Society  for  the  Banquet  Ses- 


sion. Following  the  dinner,  the  Society  adjourned  to 
the  High  School  auditorium,  where  Dr.  H.  W.  Bach- 
man of  Bristol  gave  an  interesting  paper  on  “Fibroma 
of  the  Thyroid  Gland”.  The  guest  speaker.  Dr. 
Walter  C.  Alvarez  of  the  Mayo  Foundation,  was  in- 
troduced by  Dr.  W.  L.  Sibley  of  Roanoke  and  ad- 
dressed the  Society  on  “Hints  in  the  Treatment  of 
Indigestion”. 

James  P.  King, 

Secretary. 

The  Amelia  County  Medical  Society, 

A unit  of  the  Fourth  District  Society,  continues 
with  its  group  gatherings  and  had  its  annual  meeting 
at  Amelia  on  April  10,  with  Dr.  J.  M.  Habel  of 
Jetersville  presiding.  In  the  rotation  of  members  to 
office,  Dr.  James  L.  Hamner  of  Mannboro  became 
president  as  well  as  secretary,  and  Dr.  G.  Craig 
Eggleston  of  Amelia  was  named  vice-president. 

The  South  Piedmont  Medical  Society 

Held  its  regular  semi-annual  meeting  at  Turbeville 
on  April  16,  under  the  presidency  of  Dr.  Ernest  G. 
Scott  of  Lynchburg.  Dr.  J.  A.  Owen  of  Turbeville 
acted  as  secretary.  This  was  an  excellent  meeting 
with  about  fifty  doctors  in  attendance.  The  program 
included  a symposium  on  Syphilis  given  by  Drs. 
Walter  McMann  and  E.  E.  Barksdale  of  Danville, 
and  Dr.  Edwin  .A.  Harper  of  Lynchburg;  the  presi- 
dential address  by  Dr.  Scott:  and  papers  by  Drs.  Geo. 
B.  Craddock  and  Wm.  H.  Higgins  of  Richmond,  Dr. 
Ray  A.  Moore  of  Farmville,  and  Dr.  John  Hundley, 
Jr.,  of  Lynchburg. 

Officers  elected  for  the  ensuing  year  are:  Presi- 
dent, Dr.  W.  L.  Eastlack  of  South  Boston;  vice- 
presidents,  Drs.  J.  P.  Kent  of  Altavista,  Walter 
McMann  of  Danville,  and  W.  R.  Watkins  of  South 
Boston;  and  secretary.  Dr.  F.  O.  Plunkett  of  Lynch- 
burg. It  was  voted  to  hold  the  next  meeting  in 
Lynchburg  on  the  third  Tuesday  in  November. 

As  a memorial  to  Dr.  George  A.  Stover,  a former 
president  and  for  many  years  secretary  of  the  Society, 
a minute’s  silent  meditaton  was  observed  by  the  mem- 
bers while  standing. 

The  Virginia  Obstetrical  and  Gynecological 

Society 

Had  its  Spring  Travel  meeting  in  March,  twenty- 
one  members  taking  advantage  of  this  opportunity  to 
visit  hospitals  in  New  York  and  Jersey  City.  The 
Virginia  members  met  at  Hotel  Pennsylvania,  New 
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York,  on  March  25  and  went  to  the  New  York 
Lving-In  Hospital,  where  Dr.  H.  J.  Stander  took 
them  in  charge  and  they  had  a full  morning  in  opera- 
tive clinics  and  rounds.  They  were  later  Dr. 
Slander’s  guests  at  lunch,  following  which  they  spent 
the  afternoon  in  discussions  and  demonstrations  on 
extrauterine  pregnancies  and  a staff  conference.  The 
large  attending  and  house  staff  were  at  this  and  all 
cases  about  which  there  might  be  controversy  con- 
cerning judgment  were  presented.  The  visitors  then 
went  to  the  University  Club  where  they  were  guests 
of  Dr.  Nelson  Sackett  for  cocktails.  Later  the  group 
entertained  sixteen  of  their  New  York  and  Jersey 
City  friends  at  a seated  dinner. 

The  26th  was  spent  at  the  Jersey  City  Medical 
Center,  where  Dr.  Edward  G.  Waters  substituted 


for  Dr.  S.  A.  Cosgrove  who  was  sick.  Here  several 
cases  came  up  for  discussion,  and  addresses  on  pel- 
vimetry, heart  diseases,  and  ectopic  pregnancy  were 
given,  with  Dr.  Waters  showing  by  slides  and  movies 
his  extra-peritoneal  Caesarean  section. 

The  following  are  the  Virginia  members  and  guests 
who  attended:  Drs.  L.  M.  Allen  of  Winchester; 
C.  J.  Andrews,  G.  Bentley  Byrd,  R.  S.  Right,  Mil- 
lard Savage  and  P.  E.  Thornhill  of  Norfolk;  John 
O.  Boyd,  A.  M.  Groseclose,  George  S.  Hurt  and  Rees 
Morgan  of  Roanoke;  A.  L.  Carson,  Jr.,  B.  H.  Gray, 
L.  L.  Shamburger,  H.  C.  Spalding,  Meyer  Vitsky, 
H.  H.  Ware,  Jr.,  and  W.  C.  Winn  of  Richmond; 
S.  E.  Oglesby  and  F.  O.  Plunkett  of  Lynchburg; 
James  Parrish  of  Portsmouth;  and  Harrison  Picot  of 
Alexandria. 


News  Notes 


American  Pharmaceutical  Association. 

The  88th  .Annual  Meeting  of  this  Association  will 
be  held  in  Richmond  on  May  5-11.  The  American 
•Association  of  Colleges  of  Pharmacy,  the  National 
.Association  of  Boards  of  Pharmacy  and  The  Plant 
Science  Seminar,  constituent  parts  of  the  Associa- 
tion, will  also  hold  their  meetings  at  this  time,  and 
the  programs  of  the  four  are  so  arranged  that  they 
do  not  materially  conflict.  The  program  will  be 
divided  into  sections  and  several  hundred  papers  on 
research  and  education  will  be  presented. 

A full  program  of  entertainment  has  also  been 
planned  for  the  meeting,  including  visits  to  historic 
spots  of  Richmond,  Williamsburg,  Jamestown  and 
A’orktown,  seeing  colonial  homes  and  gardens,  a re- 
ception at  the  Governor’s  Mansion,  and  numerous 
other  trips. 

The  American  Pharmaceutical  Association  is  the 
organization  which  represents  the  scientific,  profes- 
sional and  educational  phases  of  pharmacy.  It  was 
organized  in  1852  and  since  that  date  has  published 
monthly  a scientific  journal.  It  has  been  active  in 
stopping  the  importation  into  this  country  of  adul- 
terated and  sub-standard  drugs  and  has  encouraged 
home  production.  The  A.  Ph.  A.  has  contributed  to 
the  development  of  the  United  States  Pharmacopoeia 
and  the  National  Formulary;  it  has  secured  the  adop- 
tion of  these  books  as  standards  under  the  Federal 
Food,  Drug,  and  Cosmetic  Act,  thereby  retaining  the 


making  of  standards  for  drugs  and  medicines  in  the 
hands  of  those  best  prepared  to  discharge  this  im- 
portant duty;  it  has  promoted  pharmaceutical  re- 
search and  the  discovery  of  new  drugs  and  medicines. 

The  headquarters  of  the  A.  Ph.  A.,  The  American 
Institute  of  Pharmacy,  is  a beautiful,  white  marble 
structure  located  opposite  the  Lincoln  Memorial  in 
Washington.  This  building  houses  a historical  mu- 
seum, a reference  library,  and  a chemical  laboratory 
devoted  to  drug  standardization  and  research. 

Dr.  A.  G.  DuMez,  Dean  of  the  School  of  Phar- 
macy, University  of  Maryland,  is  president;  Mr. 
Charles  H.  Evans,  Warrenton,  Ga.,  president-elect; 
and  Dr.  E.  F.  Kelly,  Washington,  secretary.  Mr. 
L.  C.  Bird,  Richmond,  is  chairman  of  the  local  plan- 
ning committee. 

Medical  College  of  Virginia  News. 

The  annual  Stuart  McGuire  Lectures  and  the 
spring  postgraduate  clinics  were  well  attended.  About 
one  hundred  ex-internes  attended  the  reunion  of  the 
association  of  the  hospital  division  during  the  lecture 
series. 

Dr.  Lewis  E.  Jarrett,  director  of  the  hospital  di- 
vision, has  been  made  a member  of  the  Board  of 
Trustees  of  the  Virginia  Hospital  Association. 

Dr.  H.  L.  Osterud,  professor  of  anatomy,  attended 
a board  meeting  of  the  American  Association  of  Uni- 
versity Professors  in  Chicago. 
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Dr.  Frank  L.  Apperly,  professor  of  pathology,  at- 
tended the  meeting  of  the  American  Association  of 
Pathologists  and  Bacteriologists  at  Pittsburgh,  giv- 
ing a paper  on  the  effect  of  the  sun  rays  on  the  in- 
cidence of  cancer.  Dr.  Paul  Kimmelstiel  and  Dr. 
George  Z.  Williams,  associate  professors  of  pathol- 
ogy, also  attended  the  meeting. 

Anonymous  grants  of  $20,000.00  and  $10,000.00 
have  been  received  for  special  college  purposes. 

News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

On  March  18,  Dr.  Harrison  F.  Flippin  addressed 
the  University  of  Virginia  Medical  Society  on  the 
subject.  The  Use  of  Sulfathiazole  in  the  Treatment 
of  Pneumonia. 

Dr.  Eugene  M.  Landis  spoke  before  the  Clinical 
Society  of  the  University  Hospitals  of  Cleveland  on 
March  20.  His  subject  was  Kidney  Extracts  and 
Hypertension. 

On  April  1,  Drs.  E.  C.  Drash  and  F.  B.  Stafford 
addressed  the  Lynchburg  Academy  of  Medicine  on 
Modern  Surgical  Treatment  of  Pulmonary  Tuber- 
culosis. 

At  the  meeting  of  the  University  of  Virginia  Medi- 
cal Society  on  April  1,  Dr.  Ra}Tnond  S.  Crispell, 
Professor  of  Neurology  and  Psychiatry  at  Duke  Uni- 
versity School  of  Medicine,  discussed  Neuropsychia- 
try in  the  Aged. 

On  April  4,  Dr.  E.  W.  Kirby  participated  in  the 
Postgraduate  Course  in  Medicine  and  Surgery  for 
the  Warwick  County  Medical  Society  conducted  un- 
der the  auspices  of  the  Department  of  Clinical  and 
Medical  Education  of  the  Medical  Society  of  Vir- 
ginia. His  subject  was  Urological  Problems  in 
Children. 

The  twenty-fifth  Postgraduate  Clinic  of  the  Uni- 
versity of  Virginia  Medical  School  in  connection  with 
the  University  of  Virginia  Division  of  Extension  was 
held  on  April  5 and  6 under  the  chairmanship  of 
Dr.  Staige  D.  Blackford.  Sixty-three  physicians  reg- 
istered for  the  two-day  Clinic.  On  Friday  Dr.  George 
M.  Lawson,  Professor  of  Preventive  Medicine  and 
Bacteriology,  spoke  on  the  subject  of  Viruses;  Dr. 
Edward  Francis,  Medical  Director  of  the  United 
States  Public  Health  Service,  spoke  on  Tularemia; 
and  Dr.  W'illiam  McCully  James,  of  the  Herrick 


Clinic,  Panama,  Republic  of  Panama,  spoke  on 
Amebiasis.  A special  clinical  demonstration  of  elec- 
troencephalography was  given  by  Dr.  David  C.  Wil- 
son, Professor  of  Neurology  and  Psychiatry,  and 
Dr.  E.  L.  Corey,  Assistant  Professor  of  Physiology. 
On  Friday  evening  Dr.  James  gave  the  James  Car- 
roll  Flippin  IMemorial  Lecture,  speaking  on  Obser- 
vations of  Malaria.  On  Saturday  Dr.  Albert  Victor 
Hardy,  Assistant  Professor  of  Epidemiology  at  Co- 
lumbia University,  spoke  on  Undulant  Fever;  Dr. 
J.  Earle  Moore,  of  Baltimore,  spoke  on  Syphilis; 
and  Dr.  R.  Eugene  D)^er,  Senior  Surgeon  of  the 
United  States  Public  Health  Service,  discussed  The 
Rickettsial  Diseases. 

At  the  meeting  of  the  University  of  Virginia  Medi- 
cal Society  on  April  15,  Dr.  Edward  Roberts,  of  the 
Lederle  Laboratories,  showed  motion  picture  films  on 
Pneumonia. 

Dr.  Baldwin  Lucke,  Professor  of  Pathology  at  the 
University  of  Pennsylvania,  gave  the  third  Alpha 
Omega  Alpha  Lecture  on  April  12.  He  discussed 
Neoplasma  in  Cold-Blooded  Animals;  Their  Sig- 
nificance in  the  Experimental  Investigation  of  Can- 
cer. 

Dr.  C.  C.  Speidel  gave  a motion  picture  demon- 
stration on  Some  Activities  of  Various  Kinds  of 
Cells,  at  the  meeting  of  the  American  Association  of 
Anatomists  in  Louisville  on  March  21. 

The  Jefferson  Medical  College  Alumni  As- 
sociation 

W’ill  hold  its  Reunion  Banquet,  Wednesday,  June 
12,  at  7 :00  p.  m.,  during  the  convention  of  the  Amer- 
ican Medical  Association  in  New  York  City.  The 
banquet  will  be  at  the  Murray  Hill  Hotel  on  Park 
Avenue  at  40th  Street,  that  city,  and  tickets  will  be 
$2.50  each.  If  possible,  reserv'ations  should  be  made 
in  advance  through  Dr.  Thomas  F.  Duhigg,  chair- 
man of  the  Dinner  Committee,  care  of  the  hotel. 
However,  alumni  w'ho  fail  to  make  reservations  in 
advance  are  urged  to  attend  any  way. 

News  Notes  from  Duke  University, 

On  March  16,  forty-three  students  in  the  first  year 
class  of  the  School  of  Nursing  received  their  caps  in 
an  impressive  ceremony  in  the  Duke  Hospital  amphi- 
theatre. The  capping  ceremony  marks  the  completion 
of  a student’s  probationary  period  and  her  acceptance 
as  a full-fledged  student  nurse.  Mr.  F.  Vernon 
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Altvater,  Superintendent  of  the  Hospital,  addressed 
the  students. 

On  March  30,  Dr.  Richard  Kovacs,  Clinical  Pro- 
fessor and  Director  of  Physical  Therapy  at  the  Poly- 
clinic Medical  School  and  Hospital,  New  York  City, 
gave  an  illustrated  lecture  at  Duke  Hospital  on 
“Electricity  in  Medicine — Historical  and  Practical 
Aspects”. 

Dr.  D.  Hunter  Marrow 

.Announces  that  he  has  returned  to  his  home  at 
Boydton  for  the  summer,  after  spending  the  winter 
months  at  Daytona  Beach,  Fla. 

Dr.  Willis  Fiske  Evans, 

Class  of  ’33,  Medical  College  of  Virginia,  was  one 
of  two  selected  last  month  for  a $4,000  fellowship 
for  medical  research,  given  by  Mrs.  Ruth  E.  Ledyard 
of  New  York  City,  in  memory  of  her  husband.  The 
recipients  were  selected  from  a list  of  applicants  from 
all  parts  of  the  United  States  and  will  carry  on  their 
research  along  specified  lines. 

Dr.  J.  E.  K.  Flannagan 

Was  recently  appointed  superintendent  and  medi- 
cal director  of  the  Municipal  Tuberculosis  Sanato- 
rium at  Roanoke  and  entered  upon  his  duties  there 
on  March  20. 

Married. 

Dr.  Hugh  Henry  Trout,  Jr.,  and  Miss  Elizabeth 
Page  Broun  of  Roanoke,  April  6.  Dr.  Trout  is  at 
present  on  the  house  staff  of  Union  Memorial  Hos- 
pital, Baltimore. 

Dr.  Edward  Marshall  Sandidge  of  Pleasant  View 
and  Miss  Nellie  Penn  McDaniel  of  Sandidges, 
April  3. 

Dr.  Lewis  Alexander  Vance,  class  of  ’35,  Uni- 
versity of  Virginia,  Department  of  Medicine,  and 
Miss  Jane  Kelley  of  Brookline,  Mass.,  April  20. 
Dr.  ^’ance  recently  completed  his  residency  at  the 
Massachusetts  General  Hospital. 

Dr.  Louis  Benjamin  Sheppard  and  Miss  Callie 
Helen  Nolde,  both  of  Richmond,  April  25. 

Dr.  Ernest  Lynwood  Bagby,  class  of  ’38,  Medical 
College  of  Virginia,  and  Miss  Barbara  Lucille  Rid- 
dell, both  of  Richmond,  April  27. 

The  American  Association  of  Industrial  Phy- 
sicians and  Surgeons 

Will  hold  its  25th  annual  meeting,  together  with 
the  1st  annual  meeting  of  The  .American  Industrial 


Hygiene  .Association,  at  Hotel  Pennsylvania,  New 
York  City,  June  4,  5,  6,  and  7.  This  will  be  a four- 
day  convention  intensively  devoted  to  the  problems  of 
industrial  health  in  all  of  their  various  medical,  tech- 
nical, and  hygienic  phases,  with  particular  stress  on 
prevention  and  control  of  occupational  hazards.  Im- 
portant programs  have  been  prepared,  and  technical 
and  scientific  e.xhibits  will  be  a feature  of  the  con- 
vention. The  dinner  on  Thursday  evening,  June  6, 
will  be  the  occasion  of  the  presentation  of  the  Wm. 
S.  Knudsen  award  for  the  year  of  1939-40.  The 
medical  profession  is  not  only  invited,  but  urged  to 
attend  these  gatherings  as  they  will  be  of  unusual 
interest  and  value  to  all  practitioners  interested  in  in- 
dustrial injuries  and  illnesses. 

Dr.  Alex.  F.  Robertson,  Jr. 

Recently  returned  to  his  home  in  Staunton  after 
a two  weeks’  course  at  Ann  .Arbor,  Mich.,  following 
which  he  attended  the  convention  of  the  .American 
College  of  Physicians  in  Cleveland. 

The  National  Gastroenterological  Association 

Has  arranged  an  e.xcellent  program  for  its  fifth  an- 
nual meeting  to  be  held  in  New  York,  June  4-6, 
under  the  presidency  of  Dr.  .Anthony  Bassler  of  New 
York  City.  Headquarters  will  be  at  Hotel  Roosevelt 
and  members  of  the  medical  profession  are  invited. 
Programs  or  other  information  may  be  obtained  from 
Dr.  Henry  Kendall,  chairman  of  the  Program  Com- 
ittee,  16  East  96th  Street,  New  York  City. 

The  American  Medical  Golfing  Association. 

Will  hold  its  twenty-sixth  annual  tournament  at 
Winged  Foot  Golf  Club,  Mamaroneck,  New  York, 
Monday,  June  10,  1940.  Winged  Foot  has  two  fa- 
mous championship  courses  and  a beautiful  club- 
house. Some  250,  out  of  the  1,360  Fellows  of  the 
A.M.G.A.,  are  expected  to  take  part  at  Winged  Foot 
in  the  36-hole  competition,  each  contestant  playing 
both  courses.  The  hours  for  teeing  off  are  from  7 ;00 
A.  M.  to  2:00  P.  M.  The  sixty  prizes,  in  the  nine 
Events,  will  be  distributed  after  the  banquet  at  the 
club-house  at  7:00  P.  M. 

All  members  of  the  A.M.A.  are  eligible  for  Fellow- 
ship in  the  A.M.G.A.  For  registration  application 
write  the  Secretary,  Bill  Burns,  2020  Olds  Tower, 
Lansing,  Michigan. 
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The  Greenbrier  Interstate  Medical  and  Sur- 
gical Society, 

Composed  of  members  of  the  Alleghany-Bath 
Medical  Society  of  Virginia  and  the  Greenbrier  Val- 
ley Medical  Society  of  West  Virginia,  held  its  sec- 
ond annual  meeting  at  The  Greenbrier,  White  Sul- 
phur Springs,  on  April  6.  Dr.  Guy  Hinsdale  of 
White  Sulphur  Springs  and  Dr.  R.  P.  Hawkins,  Jr., 
of  Clifton  Forge  presided.  The  program  included 
pap>ers  by  Dr.  J.  Edwin  Wood  of  the  University  of 
Virginia,  Dr.  C.  C.  Coleman  of  the  Medical  College 
of  Virginia,  Dr.  Richard  Kovacs  of  New  York  Poly- 
clinic Medical  School,  and  Dr.  B.  S.  Troedsson,  di- 
rector of  Physical  Therapy,  Orange,  N.  J.,  Memorial 
Hospital. 

Dr.  J.  D.  Hagood 

Of  Clover  is  listed  as  a member  of  the  governing 
board  of  Halifax  County’s  proposed  community 
forest. 

Warning ! 

Virginia  doctors  should  advise  their  laboratory 
technicians  concerning  information  which  appeared 
in  the  March,  1940  issue  of  the  American  Journal 
of  Clinical  Pathology^. 

Numerous  complaints  have  reached  the  Registry 
of  Medical  Technologists  regarding  the  activities  of 
a certain  person  of  Red  Bank,  New  Jersey,  who  has 
launched  an  organization  styled  the  “American  Medi- 
cal Technologists”  which  purports  to  issue  certifi- 
cates of  qualification.  It  is  soliciting  membership 
especially  among  graduates  of  non-approved  schools 
or  those  who  are  ineligible  for  examination  by  the 
standards  of  the  Registry.  The  man  in  charge  has 
never  taken  the  Registry  examination  but  assumes  the 
designation  of  M.  T.  after  his  name  in  his  drive  for 
membership.  He  has  also  presumed  to  give  approval 
to  a number  of  commercial  schools  which  are  not  ap- 
proved by  the  Registry. 

This  enterprise  is  not  sponsored  by  a scientific  so- 
ciety but  appears  to  be  motivated  by  commercial  as- 
sects,  as  a $5.00  registration  fee  is  solicited  from 
those  desiring  to  join. 

To  obviate  any  confusion  of  this  unauthorized 
movement  with  the  legitimate  work  of  the  Registry 
of  Medical  Technologists  of  the  American  Society  of 
Clinical  Pathologists,  this  warning  is  issued  to  all 
interested  in  maintaining  high  standards  to  dissemi- 
nate the  true  information  to  the  unwary  about  the 


standing  of  the  so-called  “.A,merican  IMedical  Tech- 
nologists”. 

The  American  Society  of  Clinical  Pathologists,  as- 
sisted by  the  American  Medical  Association,  has  been 
active  in  standardizing  training  schools  for  medical 
technologists  (laboratory  technicians)  and  the  Amer- 
ican Society  of  Medical  Technologists  is  the  national 
organization  which  is  interested  in  upholding  these 
standards. 

Symposium  on  Industrial  Health. 

In  line  with  the  increased  interest  in  industrial 
health  manifested  by  both  the  American  Medical  -As- 
sociation, the  Medical  Society  of  Virginia,  and  the 
National  -Association  of  Manufacturers,  the  Medical 
College  of  Virginia  is  putting  on  its  first  symposium 
on  industrial  health  on  September  12  and  13,  1940. 

The  program  is  practically  made  up  and  includes 
some  of  the  outstanding  authorities  on  industrial 
medicine  in  the  country.  The  night  meeting  is  to  be 
semi-popular  type  to  which  the  managers  of  industry 
will  be  especially  invited.  The  principal  speaker  at 
this  meeting  will  be  Doctor  Victor  Heiser,  author  of 
“-An  American  Doctor’s  Odyssey”- 

It  is  planned  to  publish  the  completed  program  in 
an  early  issue  of  the  Monthly. 

Dr.  Alex.  N.  Chaffin, 

Recently  of  Galax,  announces  that  he  is  now  at 
Wytheville. 

Associated  with  Dr.  C.  A.  Young. 

Dr.  Glenn  L.  Walker,  who  recently  completed  four 
years  of  postgraduate  work  at  the  University  of  Iowa, 
is  now  associated  with  Dr.  C.  A.  Young  of  Roanoke 
in  the  practice  of  ophthalmology. 

Dr.  H.  L.  Segar 

Of  Warsaw  has  been  re-elected  one  of  the  directors 
of  the  Northern  Neck  State  Bank  of  that  place. 

Appreciation. 

The  Society’s  office  was  recently  the  recipient  of 
two  bound  copies  of  Transactions — one  for  1877  and 
one  for  1900.  The  donor,  Mr.  William  J.  Wolly, 
representative  in  this  section  for  Ciba  Pharmaceutical 
Products,  is  much  interested  in  old  medical  books 
and  prints  and  found  these  recently  at  an  auction 
sale. 

Directors  of  Bank. 

Dr.  H.  C.  Rucker  of  Mattoax  and  Dr.  J.  L.  Ham- 
ner  of  Mannboro  were  re-elected  directors  of  the 
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Union  Bank  and  Trust  Company  of  Amelia  for  the 
year  1940. 

The  Virginia  Society  of  Ophthalmology  and 
Oto-Laryngology 

Will  hold  its  annual  meeting  at  Hotel  Chamber- 
lain,  Old  Point  Comfort,  on  Saturday,  May  18,  at 
9:30  a.  m.  Programs  have  not  yet  been  published 
but  there  will  be  two  out-of-State  guest  speakers  in 
addition  to  members  on  the  program.  Dr.  Karl  S. 
Blackwell  of  Richmond  is  president  and  Dr.  Morti- 
mer H.  Williams  of  Roanoke  is  secretary. 

Southern  Society  of  Clinical  Surgeons. 

At  the  annual  business  meeting  of  this  Society, 
held  in  Rochester,  Minn.,  the  latter  part  of  March, 
the  following  officers  were  elected:  President,  Dr. 
J.  S.  Speed,  Memphis,  Tenn.,  vice-president.  Dr. 
Charles  Bruce  Morton,  University  of  Virginia,  and 
secretary-treasurer.  Dr.  William  Perrin  Nicolson, 
.\tlanta,  Ga.,  (re-elected). 

American  Public  Health  Association. 

The  69th  annual  meeting  of  this  Association  will 
be  held  in  Detroit,  Michigan,  October  8-11.  This  is 
the  largest  ancf  most  important  health  convention 
held  on  this  continent  and  will  bring  about  3,500 
health  officials  together.  The  scientific  meetings  will 
cover  all  phases  of  health  protection  and  promotion. 
A Health  Exhibit  will  be  held  in  connection  with 
the  meeting  and  an  Institute  on  Health  Education  is 
scheduled  prior  to  the  official  opening. 

Dr.  Reginald  M.  Atwater  is  Executive  Secretary  of 
the  Association,  with  offices  at  50  West  50th  Street, 
New  York  City. 

Educational  Qualifications  of  Health  Officers. 

The  American  Public  Health  Association  has  re- 
cently adopted  a Report  on  the  Educational  Qualifi- 
cations of  Health  Officers.  It  is  distributed  free  in 
the  belief  that  it  will  serve  a useful  purpose  in  rais- 
ing the  educational  standards  of  professional  public 
health  personnel.  Copies  may  be  secured  from  the 
American  Public  Health  Association,  50  West  50th 
Street,  New  York,  N.  Y. 

Dr.  A.  M.  Owen, 

For  a number  of  years  located  at  Long  Island,  an- 
nounces that  his  address  is  now  Gretna. 

The  American  College  of  Chest  Physicians 
Has  arranged  an  interesting  program  for  its  sixth 
annual  meeting  in  New  York  City,  June  8-10.  Head- 


quarters will  be  at  Biltmore  Hotel.  One  of  the 
features  of  this  session  will  be  the  “Information 
Please”  luncheons  to  be  held  on  the  first  and  second 
days,  with  experts  to  sit  at  the  head  of  the  table  and 
answer  inquiries.  Dr.  Ralph  C.  Matson  of  Portland, 
Ore.,  is  president,  and  Dr.  Robert  B.  Homan,  Jr.,  of 
El  Paso,  Texas,  secretary'. 

American  College  of  Physicians. 

At  the  annual  meeting  of  the  College  in  Cleve- 
land, early  in  April,  under  the  presidency  of  Dr. 
O.  H.  Perry  Pepper  of  Philadelphia,  258  new  fel- 
lows and  143  associates  were  inducted  into  the  Col- 
lege. Dr.  James  D.  Bruce  of  Ann  Arbor,  Mich.,  as- 
sumed the  presidency  for  1940  and  Dr.  Roger  I.  Lee 
of  Boston  was  named  president-elect  to  take  office 
in  1941. 

Resident  Physicians  Wanted. 

Opening  for  three  mixed  residencies,  July  1.  Ex- 
cellent service.  Good  salary.  Opportunity  for  one  to 
be  chief  resident.  Address : Superintendent,  Roanoke 
Hospital,  Roanoke,  Va.  (Adv.) 

For  Sale — 

“Imperatori”  Treatment  and  Diagnostic  Unit, 
Ophthalmoscope  (new).  Fountain  Cuspidor,  Treat- 
ment Chair.  Will  sell  cheap.  Address  Mrs.  W.  E. 
Fahrney,  Admx.,  Broadway,  Va.  (Adv.) 

For  Sale — 

A select  and  useful  set  of  instruments,  furnish- 
ings and  fixtures,  for  a practicing  physician  doing  a 
general  and  industrial  practice.  Also,  a fresh  stock 
of  dispensing  drugs.  A good  location  in  a desirable 
section  of  Virginia  goes  with  the  above  merchandise. 
Address,  Box  32,  Goshen,  Va.  (Adv.) 

Location  in  South  Desired. 

Southerner,  Gentile,  Harvard  graduate,  wishes  to 
locate  in  South  as  assistant  to  a surgeon  or  in  group 
practice.  Has  had  five  years’  training  in  surgery  and 
is  at  present  first  assistant  to  Professor  of  Surgery  at 
an  Eastern  medical  school.  Also  on  surgical  staff  of 
Eastern  medical  school  and  hospital.  Address  “Sur- 
geon”, care  this  Journal.  (Adv.) 

For  Sale; 

Complete  office  equipment  and  instruments.  Prac- 
tically new  as  used  only  a few  weeks.  Write  No.  175, 
care  of  this  Journal.  (Adv.) 
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Obituary  Record 


Dr.  George  Adam  Stover, 

President  of  the  Medical  Society  of  Virginia  in 
1916-17,  died  at  his  home  in  South  Boston,  April  5, 
following  an  illness  of  a week.  Dr.  Stover  was  born 
in  Augusta  County  on  November  20,  1873,  and  grad- 
uated in  medicine  from  the  former  University  College 
of  Medicine,  Richmond,  in  1900.  A year  later  he 
located  in  South  Boston,  where  he  had  since  practiced 
and  taken  an  active  part  in  the  civic  as  well  as  the 
professional  life  of  that  section.  Prior  to  being  made 
president  of  the  Medical  Society  of  Virginia,  Dr. 
Stover  had  gained  much  prominence  among  doctors 
of  the  State  as  chairman  of  its  Legislative  Committee 
at  the  time  of  the  repeal  of  the  State  license  tax  on 
doctors.  He  was  an  ex-president  and  for  m.any  years 
secretary  of  the  South  Piedmont  Medical  Society  and 
active  in  other  organizations.  His  wife  and  several 
children  survive  him. 

Dr.  Joseph  Francis  Geisinger, 

Prominent  Richmond  physician,  died  April  15, 
after  a short  illness.  He  w'as  born  in  1883  and  grad- 
uated from  the  former  University  College  of  Medi- 
cine, Richmond,  in  1912.  Before  Dr.  Geisinger  began 
his  study  of  medicine,  he  was  associated  with  the 
staff  of  a local  newspaper  of  which  he  was  for  a 
time  city  editor,  .\fter  serving  a year’s  internship,  he 
became  associated  with  the  newly  organized  Stuart 
Circle  Hospital,  and,  with  the  exception  of  an  inter- 
val during  the  World  \Var,  he  had  continued  his  con- 
nection there,  serving  as  head  of  the  department  of 
urolog}’.  Dr.  Geisinger  was  also  clinical  professor  of 
urology  at  the  ^Medical  College  of  Virginia.  He 
served  in  France,  during  the  W^orld  War,  as  a major 
in  the  Medical  Corps  and  as  adjutant  of  Base  Hos- 
pital 45,  or  “The  McGuire  Unit”. 

Dr.  Geisinger  was  active  in  civic  and  medical  af- 
fairs. He  had  served  as  president  of  the  Richmond 
Academy  of  Medicine  and  to  him  is  given  the  credit 
for  the  organization  of  the  Richmond  Hospital  Serv- 
ice Association.  He  was  a member  of  several  national 
medical  associations  and  had  been  a member  of  the 
Medical  Society  of  Virginia  since  1914. 

His  wife,  a son  and  one  sister  survive  him. 


Dr.  David  Lee  Hirschler, 

Who  recently  succeeded  to  the  presidency  of  the 
Norfolk  County  Medical  Society,  died  on  March  22 
of  a heart  attack,  after  an  illness  of  a few  days.  He 
was  a native  of  Norfolk  and  fifty-nine  years  of  age. 
Dr.  Hirschler  graduated  in  medicine  from  the  Fmi- 
versity  of  Virginia  in  1901  and  did  graduate  work  in 
medical  colleges  in  Germany.  He  was  identified  with 
several  medical  organizations  and  was  always  active 
in  his  local  medical  society.  He  is  survived  by  his 
wife  and  a son. 

Dr.  Lewis  Harvie  Taylor, 

Washington,  D.  C.,  died  March  30  at  his  former 
home  in  Amelia  County,  Va.  He  was  sixty-four  years 
of  age  and  a graduate  of  George  Washington  Uni- 
versity, School  of  Medicine,  in  1903.  He  served  an 
internship  and  residency  at  W’ashington  hospitals, 
later  locating  in  that  city  where  he  had  become  one 
of  its  prominent  surgeons.  He  joined  the  Medical 
Society  of  Virginia  shortly  after  graduation  and  had 
kept  this  membership  continuously.  Besides,  he  w'as 
a member  of  numerous  other  medical  organizations 
and  a Mason.  He  was  a past  president  of  the  Ameri- 
can Therapeutic  Society  and,  at  the  time  of  his  death, 
was  president  of  the  Visiting  Staff  of  Sibley  Me- 
morial Hospital,  Washington.  Dr.  Taylor  was  un- 
married. 

Dr.  John  Lee  Grant, 

Former  Fauquier  County  physician,  who  located 
in  Frederick  County  upon  retirement  from  practice 
.some  years  ago,  died  March  21,  following  a stroke. 
He  was  seventy-seven  years  of  age  and  received  his 
medical  education  at  the  University  of  Virginia.  He 
was  for  some  time  stationed  in  the  Philippines  and 
in  China  in  the  Federal  service.  His  wife  and  a son 
survive  him. 

Dr.  Henry  Benjamin  Treakle 

Died  at  his  home  in  Richmond  on  March  30.  He 
was  a native  of  Lancaster  County  and  sixty-six  years 
of  age.  After  graduating  from  the  Baltimore  Uni- 
versity School  of  Medicine  in  1893,  he  located  at 
White  Stone  where  he  practiced  for  some  time  before 
coming  to  Richmond  in  1919.  A daughter  and  sev- 
eral brothers  survive  him. 


CALORIE  COMPUTATIONS 


Moving  Day — Who  Packed  Sonny's  Cod  Liver  Oil? 


No  need  to  worry  about  cod  liver  oil  when  the  feeding  is  S.M.A. 
Vitamins  A,  Bi  and  D are  provided  in  S.M.A.,  in  adequate 
amounts  to  meet  the  nutritional  needs  of  normal,  full-term  infants. 

Diluted,  ready  to  feed,  each  quart  of  S.M.A.  provides  7500 
U.S.P.  units  vitamin  A,  400  U.S.P.  units  vitamin  D and  200 
U.S.P.  units  vitamin  Bi. 


S.  M.  A.  IS  ECONOMICAL  TO  FEED.  INFANTS  RELISH  IT,  DIGEST  IT  EASILY  AND  THRIVE  ON  IT. 


S.  M.  A.  is  a food  for  infants — derived  front 
tuberculin«tested  cow’s  milk,  the  fat  of  which 
is  replaced  by  animal  and  vegetable  fats  in- 
cluding biologically  tested  cod  liver  oil ; with  the 
addition  of  milk  sugar  and  potassium  chloride ; 


altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  essentially 
similar  to  human  milk  in  percentages  of 
protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 


S.  M.  A.  CORPORATION  • 8100  MCCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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I WANT  MORE  PABLUM! 

Babies  like  the  taste  of  Pablum,  yet  it  furnishes  more  iron  than  does  any  other  food  in  the  child’s  daily  diet. 
Investigations  show  that  even  such  an  iron-rich  vegetable  as  spinach  does  not  increase  iron  storage  in  the 
body  but  that  the  iron  in  Pablum  is  present  in  available  form"'  Although  Pablum  is  higher  in  total  and  in 
soluble  iron,  vegetables  are  also  valuable  in  the  child’s  diet,  supplying  vitamins,  minerals  and  roughage. 
’■  Bibliography  on  request.  Mead  Johnson  & Company,  Evansville,  Indiana,  U.  S.  A. 


Pablum  consists  of  uhcatmeal  {farina),  oatmeal,  wheat  embryo,  cornvical,  beef  bone,  brewers  yeast, 
alfalfa  leaf,  sodium  chloride  and  reduced  iron. 


1 

I 

I 

♦ 


VIRGINIA 

MEDICAL  MONTHLY 

OFFICIAL  PUBLICATION  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


Vol.  67.  No.  6 
WHOLE  No.  1056. 


RICHMOND,  VA.,  JUNE,  1940 


$2.00  A YEAR 
25  CENTS  A COPY 


Joint  Meeting  Qf 

Medical  Society  of  Virginia  C 19-  3 

and  tj  t\  M Y 

West  Virginia  State  Medical  Association 

White  Sulphur  Springs,  West  Virginia 

July  29,  30  and  31,  1940 


TABLE  OF  CONTENTS— Advertising  Page  4 
INDEX  TO  ADVERTISERS— Advertising  Page  6 
Entered  as  Second  Class  Matter  at  the  Postoffice,  Richmond,  Va. 
Business  Office — 1200  East  Clay  Street 


BACKGROUND 


Three  Decades  of  Clinical  Experience 

The  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of  au- 
thoritative clinical  experience  as  Dextri-Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-M.4LTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in 
preventing  their  reaching  unauthorized  persons.  Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


etrolagar 

Vacations  mean  a change  of  diet,  water,  exercise. 
Daily  routine  is  altered  and  bowel  Habit  Time  inter- 
rupted. This  combination  of  circumstances  tends  to 
have  a constipating  effect. 

Instead  of  quick  acting  harsh  catharsis,  the  gentle 
softening  action  of  Petrolagar  promotes  motility  and 
encourages  a regular,  comfortably  passed  stool. 

Petrolagar  is  miscible  with  liquids.  It  may  be  given 
orally  or  in  an  enema  to  assist  in  the  restoration  of  a 
regular  Habit  Time  of  Bowel  Movement. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago, 
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THE  USE  OF  PROTAMINE  ZINC  INSULIN  IN  THE 
TREATMENT  OF  DIABETES  MELLITUS.* 


H.  B.  Mulholland,  M.  D., 

From  the  Department  of  Interna!  Medicine,  University  of  Virginia  Hospital, 
University,  Virginia. 


In  1936  Hagedorn,  et  aV-  reported  in  this  country 
their  results  in  the  treatment  of  diabetes  mellitus 
with  a combination  of  protamine  and  regular  insulin, 
showing  that  this  protein  derived  from  fish  sperm 
proved  to  be  most  efficient  in  prolonging  the  action  of 
regular  insulin.  Scott  and  Fisher,^  suggested  that  the 
addition  of  zinc  to  this  new  type  of  insulin  prolonged 
its  effect  and  made  a much  more  stable  product. 
Shortly  after  the  appearance  of  Hagedorn’s  paper  we 
were  able  to  obtain  a small  amount  of  protamine  in- 
sulin and  later  protamine  zinc  insulin  for  clinical 
trial  in  the  University  of  Virginia  Hospital,  f Since 
this  time  136  patients  with  diabetes  mellitus  have 
been  placed  on  (1)  protamine  zinc  insulin  before 
breakfast,  (2)  in  combination  with  regular  insulin, 
but  given  separately,  before  breakfast,  and  (3)  in 
combination  with  regular  insulin,  with  the  latter  be- 
fore breakfast  and  protamine  zinc  insulin  at  various 
times  during  the  twenty-four  hours.  It  is  proposed  to 
analyze  these  groups  with  reference  to  (1)  adequacy 
of  control  of  the  disease,  (2)  time  of  administration 
of  protamine  zinc  insulin,  (3)  shock,  (4)  the  amount 
of  carbohydrate  in  the  diet,  and  (5)  other  pertinent 
data  which  might  elucidate  the  role  of  this  long  act- 
ing insulin  in  the  treatment  of  diabetes  mellitus. 

In  Table  I the  essential  data  is  given  for  cases 
treated  with  one  dose  of  protamine  zinc  insulin. 

In  most  instances  the  dose  was  administered  be- 
fore breakfast,  the  patients  being  told  to  take  it  as 
soon  as  they  got  out  of  bed  instead  of  waiting  until 
twenty  minutes  before  the  meal.  Twenty-four  of 
these  fifty-six  patients  were  placed  on  diets  con- 
taining from  100  to  150  grams  of  carbohydrate  and 
thirty-two  on  diets  containing  more  than  150  grams 

*Read  before  the  seventieth  annual  session  of  the  Med- 
icaj  Society  of  Virginia,  at  Richmond,  October  3-5,  1939. 

I Through  the  courtesy  of  the  Eli  Lilly  Company, 
Indianapolis,  Ind. 


of  carbohydrate.  In  this  group  two  were  under 
twenty  years  of  age,  seven  between  twenty-one  and 
forty,  and  forty-seven  over  forty  years  of  age. 
Twenty-three  of  these  patients  are  still  on  one  dose 
of  protamine  zinc  insulin  and  are  considered  to  be 
under  satisfactory  control.  “Satisfactory  control” 
indicates  that  the  patient  is  usually  free  of  glycosuria 


with  the  blood  sugars  within  a fairly  normal  range 
and  without  severe  shock  or  other  untoward  mani- 
festations. Two  of  these  patients  are  now  taking  no 
insulin  and  are  still  considered  to  be  satisfactorily 
controlled,  twenty  have  not  been  heard  from,  six  are 
not  doing  well  and  one  is  now  on  regular  insulin 
alone.  Two  patients  are  dead  and  two  find  it  neces- 
sary to  take  both  regular  and  protamine  zinc  in- 
sulin, one  of  whom  is  satisfactorily  controlled. 

Chart  1 gives  an  illustrative  blood  sugar  curve  on 
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Table  I. — Protamine  Zinc  Insulin  Alone 


Duration 

Diet 

Follow-up 

Date 

Age 

Sex 

Race 

Yrs. 

Insulin 

C 

P 

F 

Mos. 

Remarks 

10/16/36 

60 

F 

W 

3. 

10  ACB 

100 

70 

100 

32 

No  shock.  Condition  excellent. 

12/15/36 

59 

M 

W 

.1 

10  ACB 

150 

60 

100 

20 

Mild  osteomyelitis.  No  insulin  since 
1937.  Sugar  free. 

\l\ijn 

56 

F 

W 

.6 

20 

9 P.M. 

125 

70 

120 

33 

No  shock.  No  sugar. 

2/28/37 

55 

M 

W 

29. 

18  ACB 

175 

60 

120 

31 

Mild  angina.  Doing  well.  No  shock. 
Occ.  sugar. 

3/  1/37 

57 

F 

W 

6. 

47  ACB 

160 

70 

100 

30 

No  sugar.  No  shock.  Doing  well. 

3/12/37 

71 

M 

W 

2. 

30  ACB 

175 

80 

no 

0 

4/  8/37 

55 

M 

W 

2. 

35  ACB 

150 

70 

no 

27 

Neuritis.  Epilepsy.  In  and  out  of  con- 
trol. 7/14/39  out  of  control.  Left 
against  advice. 

5/  7/37 

60 

F 

W 

.1 

30  ACB 

125 

70 

no 

27 

Good  control.  35  ACB.  Occ.  slight 
shock. 

5/26/37 

45 

F 

W 

7. 

25  ACB 

Restricted 

CH 

28 

Now  no  insulin.  Occ.  shock. 

6/  2/37 

57 

F 

W 

17. 

25  ACB 

150 

70 

100 

26 

Took  insulin  until  2 weeks  ago.  Well 
controlled  8/25/39. 

6/21/37 

56 

M 

W 

4.5 

33 

2 P.M. 

150 

70 

100 

0 

Carbuncle.  Gangrene. 

6/21/37 

64 

F 

w 

5. 

20  ACB 

125 

70 

100 

27 

Same  insulin.  Off  diet.  Showing  sugar. 
No  shock. 

7/29/37 

11 

M 

w 

3. 

20  -\CD 

250 

70 

100 

25 

Taking  50  regular.  Very  variable  diet. 

8/14/37 

39 

F 

c 

1. 

25  ACB 

150 

70 

no 

25 

20  ACB.  Occ.  sugar.  No  shock. 

10/  9/37 

27 

F 

w 

.3 

15  ACB 

165 

80 

100 

23 

1 8 

20  ACB.  Change  due  to  infection. 
Mild  shock.  No  sugar. 

11/10/37 

70 

F 

w 

4. 

15  ACB 

Restricted 

CH 

20 

7 ACB.  No  sugar.  No  shock. 

1/11/38 

65 

M 

w 

3. 

12  ACB 

175 

70 

90 

0 

1/18/38 

65 

F 

w 

1. 

35  ACB 

175 

70 

no 

21 

No  insulin.  No  sugar. 

2/10/38 

58 

M 

w 

6. 

30  ACB 

200 

80 

120 

16 

20  ACB.  No  shock.  No  sugar. 
Operation — hyperthyroidism. 

3/27/38 

73 

M 

w 

1. 

30  ACB 

175 

70 

no 

0 

Dead. 

4/  7/38 

69 

M 

w 

? 

12  ACB 

Restricted 

CH 

17 

No  sugar.  No  shock. 

4/19/38 

62 

F 

w 

7. 

38  ACB 

120 

60 

no 

15 

No  sugar.  Mild  shock.  20  ACB. 

6/13/38 

65 

M 

w 

1. 

12  ACB 

175 

70 

90 

0 

7/11/38 

50 

F 

w 

.7 

18  ACB 

140 

70 

100 

0 

9/11/38 

34 

M 

w 

1.8 

45  ACB 

250 

80 

120 

0 

9/19/38 

73 

M 

w 

5. 

35  ACB 

150 

70 

80 

9 

Off  diet.  Showing  sugar. 

9/18/38 

55 

M 

w 

.1 

40  ACB 

175 

70 

no 

8 

No  sugar.  Blood  sugar  132.  Carci- 
noma rectum. 

10/  3/38 

53 

F 

w 

.10 

20  ACB 

150 

70 

100 

7 

5/39  died  apoplexy.  Diabetes  con- 
trolled. 

10/  5/38 

59 

M 

w 

? 

35  ACB 

200 

70 

no 

10 

No  sugar.  No  shock.  30  ACB. 
Hodgkins  disease. 

10/21/38 

61 

M 

w 

.1 

25  ACB 

200 

80 

no 

11 

9/21/39  no  insulin  for  2 mos.  Show- 
ing sugar.  Now  back  on  25  ACB. 

10/22/38 

65 

M 

w 

? 

65  ACB 

175 

70 

no 

0 

Cholecystitis. 

10/25/38 

46 

F 

w 

? 

50  ACB 

200 

70 

no 

0 

25 

Not  satisfactory.  On  65  ACB. 

10/28/38 

54 

M 

c 

3. 

40  ACB 

175 

70 

no 

8 

11/  7/38 

45 

F 

c 

2.6 

50  ACB 

175 

70 

no 

0 

11/11/38 

61 

F 

w 

3. 

20  ACB 

175 

70 

90 

0 

11/15/38 

70 

F 

w 

8. 

50  ACB 

150 

70 

100 

0 

11/25/38 

29 

M 

c 

4. 

23  ACB 

225 

70 

no 

7 

No  insulin  for  2 days.  Much  sugar. 
All  right  before. 

1/  4/39 

50 

M 

w 

? 

30  ACB 

150 

80 

80 

0 

1/31/39 

74 

M 

w 

8. 

30  ACB 

175 

70 

80 

8 

9/21/39  10  ACB.  No  shock.  No  sugar. 

2/15/39 

47 

F 

w 

? 

35  ACB 

150 

70 

100 

7 

Blood  sugar  72.  10  ACB.  No  shock. 

2/18/39 

29 

M 

w 

? 

40  ACB 

225 

70 

no 

6 

No  shock.  No  sugar. 

3/  3/39 

66 

M 

w 

6. 

35  ACB 

175 

80 

100 

0 
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Table  I. — Protamine  Zinc  Insulin  Alone  {Continued) 


Duration  Diet  Follow-up 


Date 

Age 

Sex 

Race 

Yrs. 

Insulin 

C 

P 

F 

Mos. 

Remarks 

3/19/39 

70 

M 

W 

1. 

25  ACB 

175 

70 

100 

0 

3/20/39 

35 

M 

W 

.4 

35  ACB 

250 

70 

120 

6 

No  shock.  No  sugar. 

3/22/39 

46 

F 

C 

3. 

35  ACB 

150 

70 

100 

4 

No  shock.  No  sugar. 

3/31/39 

50 

F 

W 

.6 

38  ACB 

200 

70 

no 

4 

No  shock.  No  sugar. 

4/19/39 

49 

F 

W 

10. 

25  ACB 

200 

70 

120 

4 

No  shock.  No  sugar. 

S/10/39 

59 

F 

\V 

3. 

45  ACB 

160 

70 

90 

0 

5/29/39 

60 

F 

\V 

.4 

25  ACB 

125 

70 

no 

0 

6/  7/39 

50 

F 

W 

1.4 

10  ACB 

120 

75 

75 

0 

7/14/39 

65 

F 

W 

? 

10  ACB 

140 

60 

70 

0 

Cholecystitis. 

7/22/39 

26 

F 

w 

? 

25  ACB 

150 

70 

120 

0 

Pregnant. 

7/29/39 

9 

M 

w 

.1 

15  ACB 

200 

70 

80 

2 

No  shock.  No  sugar. 

7/31/39 

50 

F 

w 

10. 

30  ACB 

175 

70 

100 

0 

8/  2/39 

48 

M 

w 

17. 

40 

200 

50 

125 

1 

No  shock.  No  sugar. 

2 P.M. 

8/  7/39 

55 

F 

w 

? 

40  ACB 

150 

70 

80 

0 

Legend 

Dates=Time  protamine  zinc  insulin  first  started. 
Black  figures  in  tables=Protamine  zinc  insulin. 
Light  figures=Regular  insulin. 

ACB=Before  breakfast. 

ACD=Before  dinner. 

ACS  =Before  supper. 

PCD=After  dinner. 


a patient  taking  one  dose  of  protamine  zinc  insulin 
before  breakfast.  It  should  be  noted  that  this  curve 
shows  normal  blood  sugars  until  8 P.  M.  \\  e do  not 
consider  the  high  blood  sugar  at  this  time  of  great 


CHART  2 

AGE  9 DIET  CH  200  P 70  F 80 


importance  if  the  rest  of  the  four  hour  observations 
are  within  normal  limits.  Moderately  high  blood 
sugars  in  elderly  individuals  are  considered  safer 
than  low  ones  because  of  the  possible  danger  of 


coronary  occlusion  associated  with  the  latter.  We 
have  also  often  found  that  patients  tend  to  have 
lower  curves  after  leaving  the  hospital  and  resuming 
their  normal  activities,  very  likely  due  to  the  effect 


CHART  3 

AGE  61  DIETCH  150  PIIO  F 70 


TIME 


of  additional  exercise.  (On  the  charts,  the  figures 
circled  indicate  protamine  zinc  insulin.) 

Chart  2 shows  the  blood  sugar  curve  in  a child, 
aged  nine,  taking  one  dose  of  protamine  zinc  insulin 
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Table  II. — Protamine  Zinc  Insulin  -f  Regular  Insulin  Before  Breakfast 


Duration  Diet  Follow-up 


Date 

Age 

Sex 

Race 

Yrs. 

Insulin 

C 

10/23/37 

39 

M 

W 

1. 

15 

30  ACB 

160 

11/13/37 

17 

M 

W 

5. 

43 

35  ACB 

150 

1/14/38 

52 

W 

W 

10. 

20 

20  ACB 

250 

4/10/38 

16 

F 

W 

2. 

30 

55  ACB 

250 

10/17/38 

30 

F 

C 

.5 

25 

73  ACB 

175 

11/  3/38 

58 

F 

W 

10. 

70 

35  ACB 

150 

11/11/38 

50 

F 

W 

.1 

50 

25  ACB 

150 

12/13/38 

60 

F 

W 

18. 

10 

20  ACB 

200 

12/12/38 

69 

F 

w 

8. 

10 

25  ACB 

150 

12/13/38 

64 

M 

w 

10. 

10 

18  ACB 

175 

12/28/38 

32 

M 

c 

2. 

10 

48  ACB 

250 

1/  9/39 

61 

F 

c 

6. 

15 

40  ACB 

150 

2/10/39 

16 

M 

c 

.1 

25 

60  ACB 

250 

2/22/39 

53 

M 

w 

10. 

15 

30  ACB 

150 

3/15/39 

56 

F 

w 

? 

20 

40  ACB 

225 

4/25/39 

50 

F 

c 

.4 

20 

70  ACB 

175 

5/12/39 

56 

M 

w 

.6 

25 

45  ACB 

200 

5/12/39 

68 

F 

w 

2. 

20 

40  ACB 

175 

6/  6/39 

69 

F 

w 

1. 

10 

50  ACB 

160 

6/18/39 

53 

M 

w 

? 

7 

25  ACB 

200 

8/  7/39 

39 

M 

w 

3. 

30 

100  ACB 

200 

P 

F 

Mos. 

Remarks 

15  ACB. 

60 

100 

21 

37  ACD.  No  sugar.  Occ.  mild  shock. 
48  ACB. 

80 

100 

17 

50  4 P.M.  Good  control  until  3 mos. 
ago. 

70 

70 

11 

Accident.  Out  of  control.  Pneumonia. 
Now  all  right. 

65 

100 

13 

20  ACB.  No  sugar.  No  shock. 

70 

110 

0 

70 

100 

2 

Gangrene.  Died  infected  stump. 
No  sugar. 

75 

100 

0 

18 

70 

100 

5 

22  ACB.  Neuritis.  No  sugar.  No 
shock. 

70 

100 

0 

Very  unsatisfactory  curve.  Put  back 
on  regular. 

12 

80 

no 

5 

23  ACB.  Satisfactory. 

80 

130 

5 

No  shock.  No  sugar.  Osteomyelitis. 
Died  5/11/39.  Out  of  control. 

70 

no 

0 

70 

100 

5 

No  sugar.  No  shock. 

80 

100 

7 

20  ACB.  No  sugar.  No  shock. 

70 

no 

0 

Died  from  Pulmonary  Tuberculosis 
shortly  after  leaving. 

70 

100 

0 

80 

120 

1 

Slight  shock.  No  sugar. 

70 

no 

0 

70 

no 

0 

90 

80 

3 

No  sugar.  No  shock. 

70 

no 

0 

Poor  control. 

before  breakfast.  This  curve  is  considered  quite  sat- 
isfactory. 

Table  II  gives  the  data  for  patients  taking  a dose 
of  regular  insulin  plus  a dose  of  protamine  zinc 
insulin  before  breakfast.  The  protamine  zinc  insulin 
was  often  given  immediately  on  arising  and  the  reg- 
ular insulin  twenty  minutes  before  the  meal.  No  pa- 
tient was  placed  on  these  insulins  mixed  in  the  same 
syringe  as  used  by  Lawrence.®  Six  of  these  twenty- 


one  patients  were  given  diets  containing  between  100 
and  150  grams  of  carbohydrates  and  fifteen  diets  con- 
taining over  ISO  grams  of  carbohydrate  in  the  twen- 
ty-four hours.  Three  were  less  than  twenty  years  of 
age,  four  between  twenty-one  and  forty,  and  fourteen 
over  forty  years  of  age.  Six  patients  are  considered 
to  be  under  satisfactory  control  and  one  not  satis- 
factorily controlled  on  this  regime.  One  patient  is 
now  taking  regular  insulin  and  protamine  zinc  in- 


1940] 


\'iRGiNiA  Medical  Monthly 


331 


Table  III. — Protamine  Zinc  Insulin  + Regular  Insulin  Other  Than  Before  Breakfast. 


Duration  Diet  Follow-up 


Date 

Ace 

Sex 

R.ace 

Yrs. 

Insulin 
24  ACB 

C 

1/27/36 

63 

F 

VV 

10. 

20  4 P.M. 
25  ACB 

200 

5/18/36 

18 

F 

VV 

5. 

18  ACD 
35  ACS 

35  ACB 

200 

6/15/36 

23 

F 

VV 

10. 

30  3 P.M. 
25  ACB 

200 

7/22/36 

22 

F 

VV 

12. 

10  ACD 
28  ACS 
25  ACB 

150 

11/  1/36 

51 

F 

VV 

8. 

25  5 P.M. 
35 

140 

11/  8/36 

24 

F 

VV 

8. 

25  3 P.M. 
23  ACB 

200 

11/18/36 

58 

F 

VV 

9. 

20  3 P.M. 
28  ACB 

150 

11/19/36 

58 

F 

VV 

8. 

30  4 P.M. 
20  ACB 

150 

11/30/36 

65 

F 

VV 

3. 

13  5 P.M. 
25  ACB 

160 

12/  9/36 

57 

F 

VV 

0. 

45  4 P.M. 
25  ACB 

140 

1/  5/37 

33 

F 

VV 

4. 

30  4 P.M. 
22  ACB 

200 

1/16/37 

48 

M 

VV 

2. 

35  ACS 
25  ACB 

180 

1/21/37 

16 

M 

5. 

40  2:30  P.M.  200 
25  ACB 

1/26/37 

27 

F 

VV 

.4 

30  4 P.M. 
15  ACB 

180 

1/30/37 

24 

F 

w 

1.3 

28  5 P.M. 
22  ACB 

150 

2/  3/37 

17 

M 

VV 

5. 

30  5 P.M. 
18 

220 

2/  5/37 

54 

F 

VV 

.1 

28  5 P.M. 
25  ACB 

160 

2/22/37 

25 

M 

VV 

4.0 

25  2 P.M. 
22  ACB 

220 

3/  8/37 

63 

M 

w 

4. 

20  PCD 
20  ACB 

175 

3/17/37 

50 

F 

c 

? 

30  2 P.M. 
25  ACB 

180 

4/17/37 

48 

F 

VV 

12. 

25  ACD 
7 ACB 

150 

4/23/37 

52 

F 

c 

1. 

14  4 P.M. 

15  ACB 

150 

4/23/37 

30 

F 

VV 

.6 

25  2 P.M. 
18  ACB 

170 

4/24/37 

33 

M 

w 

2. 

15  ACS 
17  ACB 

150 

5/  2/37 

59 

F 

w 

1. 

23  2 P.M. 

100 

P 

F 

,Mos. 

Remarks 

33  ACB. 

80 

80 

39 

10  12N.  Occ.  mild  shock.  Occ.  sugar. 
Severe  case. 

12  ACB. 

75 

50 

38 

10  ACD.  Severe.  Requires  frequent 
69  2 P.M.  adjustment.  Mild  shock. 

27 


80 

50 

31 

42  ACB.  Good  control.  Occ.  shock. 

70 

100 

36 

30  ACB. 

35  4 P.M.  No  shock.  Occ.  sugar. 

70 

80 

36 

10  ACB. 

10  ACD.  Occ.  shock.  Occ.  sugar. 
28  5 P.M. 

80 

80 

26 

27 

42  ACB.  Mild  shock.  Occ.  sugar. 

70 

110 

28 

20  ACB. 

10  ACS.  Severe  shock.  Off  protamine. 

70 

100 

36 

Died  Pulmonary  Hemorrhage.  Dia- 
betes O.  K. 

65 

110 

29 

8 ACB. 

11  4 P.M.  Mild  shock. 

60 

100 

33 

10  ACB.  Doing  well.  Operation  Hy- 
perthyroidism. 

75 

115 

0 

70 

110 

33 

Fair  control.  Now  in  hospital  with 
infection  and  no  control.  Occ.  shock. 

75 

100 

31 

In  hospital  several  times  with  acidosis. 

Now  28  ACB,  30  ACD.  Good  con- 


dition. 


70 

120 

25 

Admitted  in  labor.  Sent  out  on  regu- 
lar insulin. 

70 

120 

28 

Doing  well  until  5/27/39.  30  ACB. 

Showing  sugar. 

70 

120 

26 

18  ACB 

Mild  Shock.  30  1 P.M.  Good  control. 

60 

120 

0 

70 

125 

0 

70 

120 

30 

Developed  recurrent  hyperthyroidism 
X-ray.  Now  on  30  45,  both  ACB.  Occ. 
shock  and  sugar. 

70 

100 

30 

20  ACB. 

20  2 P.M.  Doing  fine. 

70 

75 

0 

70 

110 

28 

7 ACB. 

14  4 P.M.  No  shock.  No  sugar. 

70 

120 

0 

75 

120 

19 

No  sugar.  Mild  shock. 

70 

110 

28 

20  ACB.  Occ.  sugar.  No  shock. 
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Table  III.— Protamine  Zinc  Insulin  + Regular  Insulin  Other  Than  Before  Breakfast.— (Continued). 


Date 

Age 

Sex 

Duration 

Race  Yrs.  Insulin 

C 

Diet 

P 

F 

Follow - 
Mos. 

■UP 

Remarks  . 

5/  2/37 

43 

F 

W 

10. 

10 

12  2 P.M. 

150 

70 

no 

15 

Died  heart  failure. 

SlZS/17 

72 

F 

W 

2. 

17  ACB 
22  12  N. 

150 

70 

120 

Died  1 week  Carcinoma  Cervix. 

5/26/37 

62 

F 

w 

9. 

12  ACB 
18  2 P.M. 

150 

70 

120 

27 

10 

23  ACB.  Good  shape. 

6/28/37 

61 

F 

w 

7. 

12  ACB 
20  2 P.M. 

150 

70 

no 

10 

No  shock.  No  sugar. 

7/18/37 

32 

M 

w 

2.2 

20  ACB 
25  2 P.M. 

150 

70 

no 

24 

Good  shape.  Restricted  CH. 

ijixln 

13 

F 

w 

8. 

28  ACB 
60  2 P.M. 

200 

70 

100 

25 

30  ACB. 

50  2 P.M.  Doing  well. 

8/  3/37 

53 

F 

w 

? 

15  ACB 
40  2 P.M. 

150 

70 

100 

0 

8/  3/37 

57 

F 

w 

1. 

10  ACB 
20  2 P.M. 

150 

70 

no 

16 

24  ACB. 

23  2 P.M.  No  shock.  Occ.  Sugar. 

1/  3/38 

52 

F 

w 

17. 

32  ACB 

40  12  N. 

200 

75 

80 

21 

On  regular.  Did  not  do  well  on 

II2SIZ% 

58 

F 

w 

5. 

20  ACB 
30  2 P.M. 

170 

60 

120 

0 

Protamine. 

2/  8/38 

62 

F 

w 

18. 

20  ACB 
38  12  N. 

Restricted  CH 

19 

28  ACB. 

38  2 P.M.  No  sugar.  Occ.  shock. 

3/12/38 

48 

F 

w 

7. 

58  ACB 
60  12  N. 

150 

60 

120 

12 

Died  Heart  Disease. 

4/  2/38 

53 

F 

w 

.1 

25  ACB 
35  2 P.M. 

170 

60 

120 

16 

10  ACB. 

35  2 P.M.  No  sugar.  No  shock. 

4/20/38 

60 

M 

w 

15. 

32  ACB 
50  12  N. 

240 

80 

no 

14 

27  ACB. 

52  2 P.M.  Occ.  sugar.  No  shock. 

4/20/38 

24 

F 

w 

10. 

17  ACB 
22  4 P.M. 

140 

65 

120 

7 

Carried  through  twin  pregnancy  and 

5/  3/38 

63 

M 

w 

.9 

20  ACB 
50  12  N. 

170 

70 

90 

17 

toxemia.  Occ.  shock. 

Gangrene.  No  sugar.  No  shock. 

7/  8/38 

83 

F 

c 

? 

33  ACB 
55  2 P.M. 

150 

70 

80 

0 

Insulin  same. 

Died  October  15,  1938. 

7/13/38 

65 

F 

w 

2. 

10  ACB 
35  12  N. 

150 

75 

no 

13 

No  sugar.  No  shock. 

35 

F 

c 

3. 

20  ACB 
42  12  N. 

175 

70 

100 

11 

40  ACB  only.  No  sugar.  No  shock. 

7/25/38 

11 

M 

w 

2. 

22  ACB 
15  1P.M. 

200 

75 

120 

11 

Stopped  taking  insulin  7/2/39. 

8/  1/38 

64 

F 

w 

? 

30  ACB 
30  2 P.M. 

200 

70 

120 

0 

Died  Acidosis  7/7/39. 

8/12/38 

16 

F 

w 

3. 

10  ACB 
60  12  N. 

250 

70 

no 

0 

11/11/38 

54 

F 

w 

15. 

45  ACB 
50  2 P.M. 

150 

70 

120 

6 

Irregular  in  taking  insulin. 

11/28/38 

57 

F 

w 

8. 

30  ACB 
25  12  N. 

150 

70 

100 

10 

Showing  sugar. 

20  ACB.  No  shock.  No  sugar. 

1/  9/39 

14 

M 

c 

3. 

25  ACB 
37  2 P.M. 

225 

70  • 

120 

7 

Doing  well  until  recent  cold.  Now 

1/30/39 

40 

F 

w 

12. 

10  ACB 
45  2 P.M. 

150 

90 

70 

0 

showing  sugar.  In  hospital. 

2/  2/39 

7 

M 

w 

1.1 

15  ACB 

25  1:30  P.M.  175 

70 

no 

7 

5 ACB. 

5 1:30  P.M.  No  shock.  No  sugar. 

2/26/39 

67 

F 

w 

10. 

25  ACB 
50  2 P.M. 

160 

70 

no 

5 

No  sugar.  No  shock. 
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Table  III. — Protamine  Zinc  Insulin  + Regular  Insulin  Other  Than  Before  Breakfast. — {Continued). 


Date 

Ace 

Sex 

Duration 
Race  Yrs. 

Insulin 

C 

Diet 

P 

F 

Follow-up 

Mos.  Remarks 

4/17/ 3 9 

63 

F 

C 

.9 

30  ACB 
30  2 P.M. 

175 

70 

110 

5 

Occ.  shock.  Occ.  sugar. 

4/20/39 

60 

F 

W 

P 

10  ACB 
35  2 P.M. 

175 

70 

no 

4 

No  shock.  No  sugar. 

5/  2/39 

7 

F 

W 

1. 

15  ACB 
5 4 P.M. 

200 

70 

70 

4 

No  sugar.  Occ.  shock  at  night. 
12  ACB,  5 4 P.M. 

5/  6/39 

19 

F 

W 

? 

20  ACB 
66  2 P.M. 

175 

70 

100 

4 

15  ACB. 

70  2 P.  M.  Slight  trace  sugar.  No 
shock. 

9/12/39 

32 

F 

W 

2. 

20  ACB 
60  2 P.M. 

175 

70 

100 

No  shock.  No  sugar. 

sulin  at  times  other  than  before  breakfast  and  is 
under  satisfactory  control.  One  patient  is  now  on 
regular  insulin  and  not  under  control.  Two  patients 
have  been  placed  on  one  dose  of  protamine  zinc  in- 
sulin before  breakfast  and  are  in  satisfactory  condi- 
tion. Six  patients  have  not  been  heard  from  and 
three  are  dead. 

Chart  3 shows  an  illustrative  blood  sugar  curve  of 
an  elderly  patient  on  this  regime.  This  is  considered 
to  be  a very  smooth  blood  sugar  curve. 


Chart  4 shows  the  blood  sugar  curve  in  a sixteen- 
year-old  patient  with  regular  and  protamine  zinc 
insulin  given  before  breakfast.  Only  one  blood  sugar 
is  above  the  normal  level,  that  at  8 P.  M. 

Table  III  gives  the  essential  data  for  patients 
taking  regular  insulin  and  protamine  zinc  insulin 
at  various  times  during  the  day  other  than  before 


breakfast.  This  constitutes  the  largest  group  of  patients 
observed  (58).  The  time  of  administration  of  both 
types  of  insulin  was  arrived  at  through  a study  of  the 
blood  sugar  curves  in  each  individual  case.  Twenty- 
five  of  these  patients  were  given  diets  containing  100 
to  150  grams  of  carbohydrate  and  thirty-three  diets 
containing  over  150  grams  of  carbohydrate.  Ten  were 
under  twenty  years  of  age,  fourteen  from  twenty-one 
to  forty,  and  thirty-four  over  forty  years  of  age. 
Thirty  patients  are  now  under  satisfactory  control 


on  the  same  regime.  One  is  not  satisfactorily  con- 
trolled, four  taking  regular  insulin  and  protamine 
zinc  insulin  before  breakfast  are  under  satisfactory 
control,  and  three  have  been  changed  over  to  regular 
insulin  alone  and  are  considered  to  be  under  satis- 
factory control,  three  have  been  placed  on  one  dose 
of  protamine  zinc  insulin  before  breakfast  and  are 
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doing  well,  and  six  are  dead.  Eleven  of  these  pa- 
tfents  have  not  been  heard  from. 

Chart  5 shows  a satisfactory  blood  sugar  curve  in 
a forty-eight  year  old  patient  taking  fifty-eight  units 
of  regular  insulin  before  breakfast  and  sixty  units 
of  protamine  zinc  insulin  at  12  noon. 


Chart  6 gives  the  curve  for  a patient  put  on 
twenty-five  units  of  regular  insulin  before  breakfast 
and  thirty  units  of  protamine  zinc  insulin  at  5 P.  M. 
As  a result  of  the  low  blood  sugars  in  the  early  part 


of  the  day  this  patient’s  regular  insulin  was  reduced 
to  twenty-two  units  before  breakfast  and  the  pro- 
tamine zinc  insulin  left  unchanged. 


Chart  7 gives  a blood  sugar  curve  in  a seven-year- 
old  child  first  placed  on  regular  insulin  and  pro- 
tamine zinc  insulin  before  breakfast.  This  curve  in- 
dicated a lack  of  control  with  high  blood  sugars  late 
in  the  day  and  after  supper.  Subsequent  adjustment 
with  the  protamine  zinc  insulin  given  before  break- 
fast and  regular  insulin  at  4 P.  M.  resulted  in  a 
normal  blood  sugar  at  8 P.  M.  and  normal  fasting 
blood  sugar  the  next  morning. 

Chart  8 shows  an  unsatisfactory  curve  in  a patient 
taking  three  doses  of  regular  insulin  daily  and  subse- 
quent control  with  one  dose  of  protamine  zinc  in- 
sulin before  breakfast  with  only  one  blood  sugar 
above  the  normal  level.  It  will  be  noted  that  fewer 
units  of  the  latter  insulin  were  required  in  this  case, 


which  has  been  consistently  observed  in  this  series. 
This  has  been  previously  noted. 


Discussion 

At  first  no  patients  were  placed  on  protamine  zinc 
insulin  who  were  doing  well  on  one  or  two  doses  of 
regular  insulin.  Now  a good  many  patients  are 
placed  on  protamine  zinc  insulin  either  alone  or  in 
combination  without  first  trying  them  on  regular  in- 
sulin. All  of  these  patients  were  on  a liberal  portion 
of  carbohydrate  as  compared  with  the  older  type  of 
diabetic  diet.  This  has  enabled  them  to  select  a more 
normal  diet,  they  feel  much  better,  and  the  psycho- 
logic effect  is  excellent.  P'urthermore,  the  food  used 
in  this  type  of  diet  is  cheaper  than  that  necessary 
in  a low  carbohydrate  intake.  In  most  cases  the  daily 
ration  of  carbohydrate  was  divided  into  three  equal 
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portions.  \\’hen  the  blood  sugar  curve  showed  low 
levels  in  the  late  afternoon  with  a high  level  after 
breakfast  a division  of  the  carbohydrate  was  occa- 
sionally made  into  one-fifth  for  breakfast,  two-fifths 
for  lunch  and  two-fifths  for  supper.  A between-meal 
carbohydrate  feeding  w’as  given  where  the  blood 
sugar  curve  indicated  that  this  was  advisable,  which 
was  frequently  the  case  in  children.  The  fat  in  the 
diet  was  not  higher  than  120  grams  (except  in  one 
case)  which  is  probably  near  the  optimum  level  as 
indicated  by  Watson  and  Wharton.'* 

In  general  the  blood  sugar  curves  were  much 
smoother  than  those  observed  with  regular  insulin. 
Transient  elevations  of  blood  sugars  above  the  nor- 
mal were  not  uncommon.  Due  to  the  fact  that  this 
elevation  of  the  blood  sugar  was  often  of  such  short 
duration,  examination  of  the  urine  did  not  give  a 
true  picture  of  the  situation.  It  is  thought  advisable 
that  a study  of  the  blood  sugar  at  four  hour  intervals 
be  made  whenever  possible.  This  should  be  done 
with  the  patient  taking  as  normal  an  amount  of  ex- 
ercise as  is  practicable,  for  blood  sugars  which  are 
high  with  the  patient  in  the  hospital  may  be  much 
lower  outside. 

Persistently  low  blood  sugars  were  often  found 
without  any  evidence  of  insulin  shock  and  instances 
of  severe  reactions  were  rare.  Many  patients  noted 
mild  reactions  which  commonly  occurred  between 
breakfast  and  lunch.  Apprehension,  nervousness, 
weakness  and  sweating  were  the  symptoms  most  often 
reported  with  these  sh<x:ks.  One  or  two  patients  com- 
plained of  a headache  in  the  early  morning  which 
was  thought  to  be  due  to  a reaction  during  the  night. 
Low  blood  sugars  were  not  often  encountered  after 
supper. 

It  is  felt  that  no  general  rule  can  be  laid  down  in 
regard  to  the  optimum  time  of  administration  of  pro- 
tamine zinc  insulin.  In  the  milder  cases  of  diabetes 
mellitus,  found  particularly  in  elderly  people,  a 
single  dose  taken  before  breakfast  will  suffice.  In 
this  series  good  results  were  obtained  by  giving  reg- 
ular insulin  usually  before  breakfast  and  protamine 
zinc  insulin  at  varying  times  during  the  day  accord- 
ing to  the  indications  derived  from  a study  of  the 
blood  sugar  curves.  In  a number  of  cases  the  blood 
sugar,  particularly  the  fasting  level,  was  variable 
even  though  the  patient  remained  on  exactly  the  same 
regime,  which  has  been  noted  by  others.  This  did 
not  seem  to  be  a serious  disadvantage. 

We  feel  that  patients  taking  protamine  zinc  in- 


sulin can  be  better  managed  if  they  have  a relatively 
frequent  check  up  with  a study  of  the  twenty-four 
hour  blood  sugar  curve.  Slight  variations  from  the 
normal  may  then  be  corrected  by  making  minor  ad- 
justments, while  a delay  may  result  in  a more  serious 
lack  of  control. 

Summary 

One  hundred  and  thirty-six  cases  of  diabetes  mel- 
litus treated  with  protamine  zinc  insulin  alone  and 
protamine  zinc  insulin  plus  regular  insulin  have 
been  reported  with  an  analysis  of  the  results  of 
treatment. 

In  many  of  these  cases  this  long  acting  insulin 
seemed  to  be  of  definite  value  in  their  treatment,  with 
resulting  improvement  in  the  patient’s  general  status. 
Successful  treatment  was  compatible  with  the  feed- 
ing of  a high  carbohydrate  diet. 

In  the  individual  case  the  time,  the  amount  and 
the  type  of  insulin  was  determined  through  a study 
of  the  four  hour  blood  sugar  curve. 
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Discussion 

Dr.  John  B.  McKee,  Winchester:  It  has  been  a great 
pleasure  to  hear  Dr.  Mulholland’s  very  excellent  paper. 
He  has  reported  a larger  number  of  cases,  of  course, 
than  most  of  us  have  an  opportunity  of  seeing,  and  he 
has  demonstrated  how  carefully  and  scientifically  the 
diabetic  can  be  controlled.  There  are  several  things 
which  I want  to  discuss  in  regard  to  his  paper,  the 
first  of  which  is  what  criterion  we  shall  take  as  ade- 
quate control  in  the  management  of  a diabetic  on 
protamine  zinc  insulin.  Of  course,  from  a scientific 
and  physiological  standpoint,  it  is  probable  that  a satis- 
factory blood-sugar  curve  is  not  only  desirable  but  the 
correct  thing.  I feel  that  this  is,  however,  for  most  of 
us  definitely  impracticable.  In  the  first  place,  most  men 
do  not  have  the  facilities  for  doing  blood-sugar  curves 
on  all  their  patients;  and,  in  the  second  place,  most  of 
the  diabetics  we  have  in  northern  Virginia  are  poor 
people.  With  us  diabetes  seems  to  be  much  more  pre- 
valent among  the  poor  classes  than  among  the  upper 
classes.  Consequently,  not  many  of  them  can  be  hos- 
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pitalized,  and  with  those  that  are  hospitalized  we  have 
to  take  into  consideration  the  hospital  laboratory  bill. 
The  second  consideration  is,  how  important  is  the  blood- 
sugar  curve?  1 know  Allen  and  his  co-workers  feel  that 

the  blood-sugar  curve  should  be  kept  as  nearly  as  possi- 

ble at  the  normal  level.  Other  workers,  however,  feel 
that  hyperglycemia  per  se  is  not  harmful  and  does  not 
lower  resistance  to  infection.  The  work  of  Jones,  Stan- 
hope { ?),  and  others,  has  definitely  proven  that  the  phago- 
cytic and  bactericidal  activity  of  hyperglycemic  blood  is 
as  high  as  that  of  normal  blood.  Taking  all  these  things 
into  consideration,  then,  we  have  adopted  control  of  the 
glycosuria  as  our  criterion  of  satisfactory  control  of  the 
diabetic.  In  other  words,  we  take  four  specimens  of 

urine  a day,  and  if  not  more  one  of  those  specimens 

shows  glycosuria  of  not  over  one  per  cent  we  feel  that 
the  patient  is  satisfactorily  controlled,  regardless  of  what 
his  blood  sugar  might  be.  I think  that  this  method  can 
be  carried  out  satisfactorily  by  the  general  practitioner, 
and  it  is  much  simpler  and  easier  for  the  patient  and 
entails  much  less  cost. 

As  far  as  the  dosage  is  concerned,  we  have  used  very 
much  the  same  type  of  management  that  Dr.  Mulholland 
has  described.  We  have  been  able  to  control  most  of  our 
diabetics,  particularly  the  older  ones,  by  one  dose  of 
protamine  zinc  insulin  daily.  Those  individuals  that 
could  not  be  controlled  in  that  way  were  given  a dose 
of  regular  insulin,  usually  in  the  morning.  Occasionally 
it  was  felt  advisable  to  give  a dose  before  the  evening 
meal. 

With  the  method  of  shifting  the  protamine  dose  around 
I have  had  no  experience.  I noticed  a report  in  a recent 
number  of  the  Annals  of  Internal  Medicine  that  Rabin- 
ovitch  had  given  protamine  zinc  insulin  at  various  times 
of  the  day  and  found  that  the  lowest  blood  sugar  was  al- 
ways between  3 A.  M.  and  7 A.  M.,  regardless  of  what 
time  the  protamine  zinc  insulin  was  given,  so  I think  that 
this  point  is  not  very  important. 

The  biggest  trouble  we  have  had  has  been  with  shock. 
Of  course,  our  criterion  for  regulation  is  not  nearly  so 
strict  as  Dr.  Mulholland’s,  but  we  have  had  very  little 
difficulty  so  far  as  control  of  the  diabetic  situation  has 
been  concerned.  Our  greatest  difficulty  has  been  with 
insulin  shock,  particularly  with  our  first  patients.  We 
would  send  them  out  of  the  hospital  apparently  perfectly 
controlled  and  they  would  get  along  splendidly  for  maybe 
five  or  six  days  or  a week,  and  then  we  would  get  re- 
ports that  they  were  having  difficulty  with  shock.  We 
had  two  patients  who  had  very  peculiar  manifestation 
of  shock.  They  would  develop  symptoms  very  sugges- 
tive of  severe  polyneuritis,  which  were  promptly  re- 
lieved by  decreasing  the  insulin  dosage  precipitated 
again  by  increasing  it.  I had  never  seen  this  before,  but 
these  patients  apparently  developed  severe  neuritis  from 
insulin. 

We  have  developed  the  policy  of  getting  the  pa- 
tients up  in  the  hospital  in  the  morning  and  having  them 
take  a long  walk  in  the  morning  and  afternoon,  in  order 
to  get  them  under  control  while  taking  an  amount  of 
exercise  such  as  they  would  take  at  home.  They  left 


the  hospital  spilling  a trace  of  sugar.  Since  instituting 
this  regime  we  have  had  no  further  trouble  with  shock. 

I have  enjoyed  Dr.  Mulholland’s  paper.  I wish  my 
diabetics  were  as  well  controlled  as  his,  but  1 believe 
that  for  myself  (and  probably  for  most  of  us)  control 
of  the  glycosuria  is  sufficient.  I should  like  to  ask  Dr. 
Mulholland  whether  or  not  he  agrees. 

Dr.  William  R.  Jordan,  Richmond:  I should  like  to 
say  two  things  about  the  use  of  protamine  insulin.  The 
first  is  that  it  has  one  advantage  over  regular  insulin, 
so  far  as  I know,  and  only  one,  and  that  is  that  it  is  more 
convenient.  It  can  be  given  as  one  injection  instead  of 
several,  which  you  had  to  use  with  the  old  insulin;  but 
sometimes,  of  course,  it  must  be  supplemented  by  the 
regular  insulin,  as  Dr.  Mulholland  pointed  out.  Since 
convenience  is  its  only  advantage,  it  seems  to  me  im- 
proper to  use  it  at  an  inconvenient  time  of  day,  such  as 
noon  or  2 P.  M.,  unless  control  of  the  diabetes  can  be 
maintained  in  no  other  way.  Children  are  at  school, 
and  it  is  inconvenient  for  them  to  take  it  then.  The  same 
thing  is  true  of  men,  who  are  at  business,  and  of  women, 
who  are  often  shopping  down  town. 

Dr.  McKee  said  he  had  one  trouble  with  insulin,  and 
that  is  shock.  He  also  said  that  he  did  not  think  it 
necessary  to  take  the  blood  sugar  of  these  patients  to 
control  them.  I do  think  that  by  taking  the  fasting 
blood  sugar  on  these  patients  before  breakfast  we  can 
detect  a low  blood  sugar  and  can  go  ahead  and  do 
something  to  prevent  clinical  shock.  I have  known  one 
patient  who  had  a blood  sugar  of  170  and  180  mgm. 
before  breakfast  and  had  no  glycosuria  at  all.  She 
was  booked  for  a perineorrhaphy  and  because  of  this 
blood  sugar  was  given  a total  of  5+  units  of  insulin 
in  a day.  The  net  result  was  that  her  blood  sugar 
before  breakfast  had  been  reduced  10  mgm.  only  and  she 
was  having  clinical  reactions  at  from  two  hours  after 
lunch  until  supper  and  from  two  hours  after  supper 
until  she  went  to  sleep.  The  result  was  that  the  wound 
broke  down.  We  left  off  the  insulin,  and  the  wound 
healed.  The  doctor  forgets  that  the  blood  sugar  is  a 
very  vacilating  state.  Unless  we  take  into  consideration 
that  the  blood  sugar  changes  rapidly  and  frequently  I do 
not  think  it  is  worth  while  taking  the  blood  sugar,  ex- 
cept for  diagnosis. 

Dr.  Mulholland,  closing  the  discussion:  I wish  to 

thank  the  gentlemen  for  their  discussions. 

In  answer  to  Dr.  McKee’s  question  in  regard  to  treat- 
ing these  patients  without  determining  the  blood  sugar 
curve,  I think  it  can  be  done,  but  I believe  that  one  will 
observe  the  difficulties  he  has  mentioned  in  his  discussion, 
namely,  that  they  are  likely  to  go  into  shock  more  fre- 
quently. Conversely,  and  this  is  important,  is  the  elderly 
diabetic  with  high  blood  sugars  and  no  sugar  in  the  urine. 
I have  recently  had  such  a case  with  severe  neuritis  and 
blood  sugars  ranging  over  200  mg.  throughout  the  twenty- 
four  hours.  This  situation,  of  course,  could  not  be 
picked  up  without  running  a twenty-four  hour  curve, 
and  I believe  that  cases  should  be  controlled  by  such 
periodic  observations  wherever  possible. 

Dr.  Jordan  states  that  the  only  advantage  of  protamine 
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zinc  insulin  is  its  convenience  and  that  when  one  has  to 
give  this  insulin  in  the  middle  of  the  day,  such  a time 
is  inconvenient.  I believe  that  it  has  many  more  ad- 
vantages than  that.  Most  of  the  patients  feel  much  bet- 
ter, have  a great  deal  more  energy  and,  in  our  experi- 
ence, take  less  insulin  and  fewer  doses.  Some  of  these 
individuals  who  are  now  taking  protamine  zinc  insulin 


at  noon  or  at  other  times  during  the  day  have  been  on 
four  and  occasionally  five  doses  of  regular  insulin.  In 
addition  to  reducing  the  number  of  doses  we  are  usually 
able  to  give  them  so  that  they  do  not  seriously  interfere 
with  any  of  the  patient’s  normal  activities.  Because  I 
believe  that  it  has  many  advantages,  I am  now  treating 
very  few  patients  with  regular  insulin  alone. 


EARLY  MYOCARDIAL  INSUFFICIENCY.* 


Walter  P.  Adams,  M.D., 

Norfolk,  Virginia. 


There  is  an  increasing  appreciation  that  the  func- 
tional state  of  the  circulation  and  the  cardiac  reserve 
are  more  important  than  the  structural  changes  the 
heart  undergoes  in  disease.  The  proper  management 
of  many  present  and  future  cardiac  patients  depends 
on  the  correct  appraisal  of  heart  ability. 

The  inability  of  the  heart  muscle  to  accomplish 
its  work  may  be  roughly  divided  into  two  stages — 
early  and  late, — the  early  being  the  stage  of  symp- 
toms, and  the  late  being  the  stage  of  signs.  This 
later  stage  of  signs  is  the  definite  symptom-complex 
of  circulatory  embarrassment  known  as  congestive 
failure,  and  seen  in  many  degrees  of  severity. 

The  early  stage  of  sjTnptoms  is  a less  definite 
entity  because  of  lack  of  exact  diagnostic  criteria. 
It  frequently  goes  unrecognized  and  untreated  for 
some  time.  It  is  a state  of  diminished  heart  reserve. 

The  full  extent  of  the  normal  heart’s  reserve  power 
is  hard  to  comprehend.  What  the  heart  is  called 
upon  to  do  under  resting  conditions  is  only  a small 
fraction  of  which  it  is  capable.  Maintaining  the 
body  at  rest  requires  about  one-tenth  of  the  normal 
heart  capacity  for  work.  The  remaining  nine-tenths 
capacity  forms  the  reserve.  Consequently,  in  con- 
sidering all  stages  of  myocardial  failure,  we  must 
realize  that  by  the  time  actual  clinical  failure  sets  in, 
nine-tenths  of  the  heart’s  capacity  to  perform  its 
tasks  has  been  lost.  For  this  reason,  early  recognition 
often  means  prevention,  temporary  at  least,  of  clini- 
cal failure,  which  is  of  far  greater  benefit  than  its 
later  treatment. 

In  addition  to  those  with  symptoms  of  diminished 
heart  reserve,  consideration  of  this  suliject  affects 
two  other  divisions  of  heart  patients: 

First,  those  with  potential  heart  disease.  This  re- 

*Read before  the  seventieth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Richmond,  October  3-5. 
1939. 


fers  to  those  who  have  had  some  disorder  which 
usually  leads  to  the  development  of  cardiac  insuffi- 
ciency, but  who  totally  lack  signs  and  symptoms  of 
heart  disease.  It  would  include  all  who  have  had 
rheumatic  fever,  or  inadequately  treated  syphilis, 
those  with  severe  hyperthyroidism,  hypertension,  ar- 
teriosclerosis, or  chronic  pulmonary  fibrosis. 

.^nd,  second,  those  with  asymptomatic  heart  dis- 
ease. This  division  includes  those  carrying  definite 
signs  of  some  cardiac  disorder,  but  able  to  lead  a 
normal  life  without  any  symptoms  referable  to  the 
heart.  It  would  include  those  with  murmurs  of  or- 
ganic heart  disease,  those  with  congenital  abnormali- 
ties, or  with  heart  enlargement  from  any  reason. 

These  three  divisions,  potential  heart  disease, 
as)Tnptomatic  heart  disease,  and  early  myocardial 
insufficiency,  constitute  progressive  stages  of  func- 
tional changes  through  which  the  majority  of  cardiac 
patients  pass. 

Since  the  rate  of  progression  of  many  of  these 
original  heart  conditions  is  usually  slow,  myocardial 
insufficiency  frequently  does  not  occur  until  some 
added  factor  is  present.  The  most  common  of  these 
precipitating  factors  are  infection,  exertion,  obesity, 
anemia  and  emotional  upsets.  With  freedom  from 
these  disturbances  many  patients  continue  appar- 
ently well  for  years,  although  affected  with  serious 
cardio-vascular  disease.  One  exception  is  luetic  heart 
disease  which  is  usually  progressive  without  inter- 
mission. 

History:  In  beginning  insufficiency  objective 

signs  are  frequently  lacking,  so  it  is  obvious  that  the 
story  of  the  patient  is  important.  .A,  carefully  taken 
history  often  reveals  weakness  of  myocardial  func- 
tion before  there  is  any  positive  evidence  of  the  con- 
dition from  physical  or  laI)oratory  e.xaminations. 

Symptoms  and  Signs:  Dyspnea:  This  is  un- 
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doubtedly  the  most  important  symptom  in  all  heart 
disease.  Cardiac  dyspnea  while  at  rest  practically 
signifies  failure,  while  if  only  present  with  exertion 
there  is  a much  lesser  degree  of  heart  reserve  loss. 
There  are  many  causes  for  dyspnea  other  than  dimi- 
nution of  the  heart  reserve.  First,  it  is  perfectly 
normal  for  healthy  individuals  to  he  dyspneic  if  they 
exercise  sufficiently.  Tolerance  to  exercise  varies 
considerably  depending  on  obesity,  habits  and  gen- 
eral physical  condition.  There  is  also  to  be  dis- 
tinguished the  dyspnea  accompanying  chronic  bron- 
chitis, bronchial  asthma,  emphysema  and  related 
conditions,  that  due  to  bronchial  or  mediastinal  ob- 
struction, effort  syndrome,  or  that  due  to  the  aging 
factor. 

In  cardiac  insufficiency  the  individual  frequently 
first  develops  dyspnea  on  walking  level  or  up  a slight 
grade,  or  performing  small  daily  tasks.  Increasing 
respiratory  discomfort  progresses  as  the  heart  re- 
serve diminishes.  It  should  be  emphasized  that  once 
established,  dyspnea  of  exertion  usually  persists.  It 
may  improve  materially  following  proper  therapeutic 
measures,  but  rarely  disappears  entirely.  Lew'is^  has 
called  attention  to  the  fact  that  cardiac  dyspnea 
should  be  graded,  not  by  the  degree  of  distress,  but 
by  the  amount  of  physical  effort  producing  it. 

Tachycardia:  Tachycardia  is  generally  a serious 
sign  and  every  effort  should  be  made  to  discover  the 
origin.  It  can  only  be  tolerated  for  a limited  time, 
before  the  extra  energy  expended  finally  decreases  the 
cardiac  reserve.  When  connected  with  heart  enlarge- 
ment, there  is  exceptional  danger  of  fatigue  and 
subsequent  early  insufficiency. 

Palpitation:  This  occurs  in  such  a large  variety 
of  extra-cardiac  and  cardiac  conditions  as  to  make 
it  unimportant  as  a specific  symptom.  Its  main  help 
is  in  alarming  the  patient  to  the  e.xtent  of  seeing  his 
physician. 

Substernal  and  epigastric  pain:  In  beginning  in- 
sufficiency this  type  of  pain  only  occasionally  ap- 
pears before  dyspnea,  but  frequently  occurs  later. 
It  is  rarely  precordial.  When  first  occurring  there  is 
merely  an  uncomfortable  feeling  or  slight  distress. 
It  is  typically  brought  on  by  some  unusual  activity, 
or  after  a heavy  meal.  It  starts  only  as  a result  of 
some  activity  and  is  relieved  by  rest.  Some  learn 
this  and  obtain  relief  by  retarding  voluntary  activi- 
ties before  the  pain  or  dyspnea  occurs. 

Gastro-intestinal  symptoms:  An  engorgement  of 
the  liver,  spleen,  and  stomach  mucosa  will  cause 


flatulence  and  epigastric  distress,  sometimes  nausea. 
If  due  to  myocardial  insufficiency,  this  symptom  will 
appear  only  upon  activity,  and  disappear  with  rest. 
When  symptoms  are  referable  to  the  gastro-intestinal 
tract,  the  degree  of  failure  has  usually  passed  beyond 
the  early  stage  and  other  s}Tnptoms  and  signs  are 
present. 

Enlargement  of  the  heart:  Enlargement  and 

dyspnea  on  exertion  are  the  two  important  manifes- 
tations of  early  myocardial  insufficiency.  While 
dyspnea  is  the  result  of  waning  reserve,  enlargement 
is  brought  about  by  some  original  underlying  dis- 
order, and  may  be  present  for  years  asymptomati- 
cally. It  is  due  to  either  hypertrophy  or  to  dilata- 
tion, the  former  being  thought  to  be  dependent  on 
overwork  over  a period  of  time,  and  the  latter  being 
the  immediate  response  of  the  heart  to  an  increase  in 
work.  In  addition  to  underlying  cardio-vascular  dis- 
ease causing  enlargement,  there  are  extra-cardiac  con- 
ditions such  as  anemia  and  vitamin  deficiencies.  En- 
largement of  the  heart  can  often  be  determined  by 
palpation,  percussion,  and  inspection  methods,  but 
for  greater  accuracy.  X-ray  methods  are  used. 

Edema  is  not  present  in  early  insufficiency.  Most 
of  the  heart  conditions  causing  myocardial  insuffi- 
ciency first  impose  a left  side  strain  on  the  heart, 
and  it  is  to  be  expected  that  dyspnea  and  pulmonary 
congestion  w’ill  precede  systemic  edema.  Right-sided 
strain  usually  follows,  but  by  the  time  edema  has 
occurred,  the  significance  of  early  insufficiency  has 
been  lost  and  a further  and  more  permanent  degree 
of  failure  has  set  in.  Some  conditions  involve  right 
ventricular  strain  first,  wdth  resulting  early  edema, 
but  these  are  the  results  of  mechanical  hindrance  to 
the  action  of  the  heart,  and  lead  to  a mechanical 
heart  failure  rather  than  to  one  of  myocardial  origin. 
Such  examples  are  constrictive  pericarditis,  con- 
genital malformation  and  tricuspid  disease,  and 
chronic  pulmonary  disease. 

Cough  and  cyanosis  also  occur  later  than  dyspnea, 
and  are  usually  not  of  value  in  recognizing  beginning 
myocardial  insufficiency.  Irregularities  may  or  may 
not  be  present.  Blood  pressure  changes  are  not  of 
diagnostic  value. 

Diagnosis:  Early  myocardial  insufficiency  is  not 
hard  to  recognize  when  exertional  dyspnea  appears 
in  asymptomatic  or  potential  heart  disease.  When 
in  combination  with  other  conditions,  the  differential 
diagnosis  is  difficult,  and  in  any  case  suspicion 
should  be  felt  when  the  history  reveals  dyspnea  on 
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exertion,  or  examination  shows  heart  enlargement. 

In  addition,  some  of  the  following  procedures  are 
quite  useful : 

X-ray;  The  importance  of  X-ray  study  is  obvious 
because  enlargement  of  the  heart  is  frequently  the 
only  objective  sign  in  early  insufficiency  cases.  While 
fluoroscopy  is  of  value  in  studying  the  underlying  heart 
disease,  the  teleroentgenogram  is  more  useful  because 
of  accuracy  in  measurement.  Peculiar  shaped  chests 
and  various  statures  causing  abnormal  positions  of 
the  heart,  are  factors  of  error  in  measuring  the 
silhouette.  Some  observations^  recently  reported  con- 
cern the  status  of  the  four  heart  chambers  as  inter- 
dependent units,  rather  than  the  heart  as  a whole. 
By  means  of  oblique  views  and  the  added  help  of 
barium  in  the  esophagus,  the  enlargements  of  each 
chamber  can  be  made  out  accurately. 

Electrocardiogram:  Tracings  showing  poor  myo- 
cardial conduction,  correlated  with  X-ray  findings 
of  enlargement,  and  history  of  exertional  dyspnea, 
are  a triad  diagnostic  of  early  myocardial  insuffi- 
ciency. Subclinical  heart  patients  enjoying  normal 
activities  may  or  may  not  show  myocardial  electro- 
cardiographic changes.  Further,  it  is  important  that 
a normal  tracing  should  not  cause  definite  or  sug- 
gestive clinical  observations  to  be  disregarded. 

^'enous  pressure:  The  systemic  venous  pressure 
is  easily  determined  by  arm  venipuncture.  It  gives 
an  accurate  measurement  of  systemic  engorgement  as 
a result  of  right-sided  heart  failure.  But  by  the  time 
failure  is  right-sided,  the  stage  of  early  myocardial 
insufficiency  has  usually  progressed  to  the  stage  of 
signs,  and  objective  evidences  of  failure  are  easily 
discerned.  Increased  venous  pressure  is  not  pathog- 
nomonic of  right-sided  failure  since  it  is  also  in- 
creased in  any  obstruction  to  venous  return  flowq  as 
in  mediastinal  tumors,  and  when  the  heart  is  me- 
chanically unable  to  accommodate  the  venous  blood, 
as  in  constrictive  pericarditis.  Therefore,  it  is  only 
of  value  in  early  insufficiency  in  correlation  with 
other  tests  and  findings. 

Vital  capacity:  This  is  a measure  of  the  air 

capacity  of  the  lungs  under  standard  conditions. 
\ ital  capacity  is  diminished  when  congestion  of  the 
lungs  is  present  in  any  degree.  This  test  is  valuable 
because  it  demonstrates  lung  congestions  even  before 
dyspnea  or  any  respiratory'  distress  has  appeared. 
This  would  seem  to  make  it  important  in  distinguish- 
ing early  myocardial  insufficiency.  But,  besides  being 
abnormal  in  circulatory  inefficiency',  vital  capacity 


is  al.'io  diminished  in  certain  pulmonary  and  medi- 
astinal conditions,  hyperthyroidism,  and  in  any  poor 
phy'sical  condition.  Consequently,  although  not 
pathognomonic  of  early  insufficiency,  it  is  of  great  use 
along  with  other  findings.  After  proper  diagnosis  in 
any  given  patient,  it  is  a splendid  index  to  the  stages 
of  myocardial  insufficiency  when  serial  records  are 
kept. 

Cardiac  output:  Simple  clinical  methods  of  this 
determination  are  not  available.  There  is  no  gen- 
eral agreement  among  obsen'ers  whether  volume  out- 
put is  changed  in  any  of  the  various  stages  of  heart 
failure.  Harrison®  feels  there  is  probably  no  altera- 
tion in  cardiac  output,  but  a change  in  the  relation- 
ship of  output  to  venous  pressure,  which  in  turn 
finally  causes  fatigue. 

Circulation  time  tests;  The  efficiency  of  the  cir- 
culation determines  the  blood  velocity,  without  rela- 
tion to  the  type  of  original  condition  affecting  the 
heart,  such  as  hypertension  or  fibrillation.  Further, 
the  circulation  time  is  unrelated  to  weight,  height, 
blood  pressure,  or  pulse  rate.  This  makes  it  the 
simplest  single  test  of  efficiency,  or  function,  avail- 
able, so  it  is  of  considerable  value  in  distinguishing 
cardiac  dyspnea  from  other  conditions  leading  to 
breathlessness.  It  is  roughly  increa.sed  according  to 
the  degree  of  myocardial  insufficiency,  while  remain- 
ing normal  in  several  conditions  which  the  other 
tests  mentioned  cannot  distinguish  from  myocardial 
insufficiency.  It  is  normal  in  bronchial  asthma, 
bronchial  compressions  and  mediastinal  tumors,  un- 
complicated emphysema,  and  shortened  in  hyper- 
thyroidism. The  circulation  time  is  found  to  be  in- 
creased, in  addition  to  myocardial  insufficiency,  in 
myxedema  and  polycythemia,  which  are  not  differ- 
ential diagnostic  problems. 

The  circulation  time  tests  are  quite  simply  per- 
formed in  the  office  or  home.  You  are  referred  to  the 
literature  for  details.  Necessarily  each  end-point 
site  has  a different  significance.  For  instance,  the 
functional  capacity  of  the  circulation  as  a whole  is 
roughly  measured  by  the  arm-to-tongue  time,  that  of 
the  right  ventricle  by  the  arm-to-lung  time,  and  that 
of  the  left  ventricle  by  the  lung-to-tongue  time  (sub- 
traction).'* An  objective  rather  than  subjective  end- 
point is  to  be  desired,  in  any  procedure,  but  the 
sudden  intensely  bitter  taste  of  decholin  in  the  arm- 
to-tongue  test  is  so  startling  as  to  be  completely  satis- 
factory. Magnesium  sulphate®  is  probably  as  satis- 
factory and  less  expensive.  Examples  of  strictly  ob- 
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jective  end-points  are  obtained  in  the  arm-to-carotid 
sodium  cyanide  test  (sigh),  and  the  arm-to-lung 
ether  method  (smell  of  ether).  It  is  well  to  he  fa- 
miliar with  one  of  each  type  of  these  circulator}’ 
time  tests  hecau.se  of  their  value  in  the  differential 
diagnosis  of  myocardial  insufficiency,  early  or  late. 

E.xercise  tolerance  tests:  Any  simply  performed 
e.xertion  test  eliciting  increase  in  pulse  rate,  or  blood 
pressure,  or  breathlessness,  is  supjiosed  by  many  to 
be  a measurement  of  circulatory  efficiency.  Hopping, 
stepping  back  and  forth  from  a chair  seat,  up  and 
down  steps,  w^eight  lifting,  all  for  a certain  interval 
or  number  of  times,  are  means  of  investigating  toler- 
ance to  e.xertion.  But  it  must  be  pointed  out  that 
many  patients  with  extra-cardiac  disease,  obesity  and 
various  other  conditions  react  poorly,  so  these  tests 
merely  determine  whether  generally  fit,  and  are  not 
specific  for  efficiency  of  heart  function.  Considerable 
care  must  be  exercised  in  applying  them  to  the  study 
of  the  circulation,  for  normal  responses  can  be  ob- 
tained in  early  myocardial  insufficiency  wdiere  there 
is  a fair  amount  of  reserve,  and,  conversely,  abnormal 
responses  do  not  differentiate  circulatory  inefficiency 
For  proper  evaluation  of  such  tests,  one  should  adopt 
some  one  modification,  standardize  it  to  his  require- 
ments and  learn  to  interpret  the  results,  remembering 
that  it  is  only  a general  test  of  fitness. 

Life  insurance  companies,  for  simplicity,  use  some 
forms  of  exercise  tolerance  tests  in  trying  to  eliminate 
early  myocardial  insufficiency  cases.  Correspondence 
with  a number  of  chief  medical  examiners  shows 
that  w'hen  in  further  doubt,  there  is  a general  ac- 
ceptance of  the  teleroentgenogram  and  electrocardio- 
gram for  additional  information.  None  have  found  it 
practical  or  of  value  to  use  vital  capacity  or  venous 
pressure  tests;  one  mentioned  circulation  times; 
many  are  e.xperimenting  with  various  tests®  such  as 
the  flarimeter,  but  all  realize  the  complexity  of  the 
forces  which  apply  to  so-called  functional  tests  of 
the  circulation. 

The  treatment  of  early  myocardial  insufficiency  is 
to  prevent  progression.  If  instituted  before  irrever- 
sible changes  of  actual  failure  occur,  there  is  ample 
opportunity  for  a long  and  self-sustaining  life.  Pe- 
riodic health  examinations  should  assist  in  the  de- 
tection of  this  condition.  In  persons  who  have  heart 
symptoms  only  on  effort,  the  therapeutic  aim  is  to 
prevent  the  additional  occurrence  of  these  symptoms 
while  at  rest,  thus  postponing  as  long  as  possible  the 
almost  inevitable  heart  failure.  Control  over  infec- 


tion particularly,  obesity,  and  other  precipitating 
factors  will  aid  considerably. 

In  all  stages  of  myocardial  insufficiency  rest  is  the 
most  important  single  therapeutic  measure  available. 
To  be  effective,  it  must  be  complete,  mental  and 
physical.  In  early  insufficiency,  prophylactic  bed- 
rest over  w^eek-ends,  with  increase  ot  daily  bed-rest 
hours,  acts  to  prevent  progression. 

Exercise  or  physical  exertion  can  be  allowed  to  a 
point  below’  the  occurrence  of  dyspnea,  because  the 
early  insufficiency  patient  has  a diminished  reserve 
rather  than  a depleted  one.  Davis,’  of  Boston,  points 
out  that  exercise  and  rest  are  opposing  forces,  an 
exercise  regime  only  being  useful  when  enough  re- 
serve is  present  to  allow  the  disappearance  of  symp- 
toms. The  use  of  graduated  e.xercises  in  heart  pa- 
tients should  therefore  be  carefully  limited  to  quite 
early  insufficiency.  Reserve  myocardial  strength  is 
never  completely  regained  when  lost,  because  of  con- 
tinued cardiac  activity,  as  compared  with  the  skeletal 
muscles  which  can  be  fully  rested  and  replenished 
between  exercises. 

Nutrition:  Early  insufficiency  usually  requires 

normally  balanced  servings.  Temporary  relief  of  the 
circulation  can  be  provided  by  lowering  the  patients 
metabolic  status  through  partial  starvation.  Whenever 
necessary  there  must  be  correction  in  obesity  and 
anemia,  reduction  in  over-indulgence,  and  restoration 
of  vitamins. 

Specifics:  The  only  specifics  to  be  considered  are 
thte  replacement  of  vitamin  Bi  and  of  thyroid  extract 
where  indicated. 

Drugs:  The  essential  action  of  digitalis  on  the 
heart  is  to  increase  its  efficiency,  and  it  should  be 
used  in  preventing,  as  well  as  in  combating,  conges- 
tive heart  failure.  For  some  years  Christian  has  ad- 
vocated sub-effect  digitalis  in  elderly  people  without 
heart  enlargements,  but  in  w’hom  circulatory  efficiency 
is  lessening.  This  is  in  accord  with  recent  work  by 
Harrison  and  others,®  showing  that  cardiac  dysj)nea 
on  exertion  can  be  abolished,  or  diminished,  with 
digitalis.  It  can  be  used  to  advantage  in  sub-effect 
doses  in  those  reduced  to  minimum  activity,  who 
have  beginning  dyspnea.  Also,  patients  who  have 
recovered  from  congestive  heart  failure  practically 
alw'ays  continue  some  dyspnea  on  exertion,  and  sub- 
effect or  maintenance  digitalis  should  not  be  with- 
held from  them. 

The  value  of  the  xanthine-purine  derivatives  in 
dyspnea  witliout  obvious  edema  is  not  sufficiently 
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recognized.  The  mechanism  effect  is  not  clear,  it 
possibly  reducing  edema  of  the  heart  muscle,  or  the 
small  amount  of  fluid  in  the  pulmonary  alveolar 
walls.®  In  early  myocardial  insufficiency  pf  hyper- 
tensive origin  where  digitalization  is  not  indicated, 
the  xanthine  derivatives  are  useful,  with  or  without 
a sedative  combination. 

Quinidine  is  mentioned  only  in  regard  to  its  proper 
rationing  in  treating  some  of  the  underlying  causes 
of  early  insufficiency. 

A major  part  of  the  treatment  of  early  insufficiency 
is  proper  mental  adjustment,  .^symptomatic  or  po- 
tential heart  disease  often  precedes  the  symptom  stage 
by  many  years,  unknown  to  patient  or  physician. 
Progression  beyond  an  early  stage  can  be  hindered, 
first,  by  education  in  preventing  precipitating  factors, 
and,  second,  by  consolidation  of  the  heart  reserve. 
This  requires  complete  frankness  with  the  patient. 
Tuberculosis  could  never  have  been  controlled  ex- 
cept through  education  of  many  laymen  in  its  symp- 
toms, treatment,  and  precautions.  And  the  goal  of 
prevention  and  relief  of  heart  disease  will  never  be 
solved  by  the  medical  profession  alone.  Even  the 
very  nervous  and  apprehensive  patient  can  be  harm- 
lessly told  enough  of  his  condition  to  get  his  co- 
operation. In  addition,  it  is  absolutely  necessary  that 
we  hold  out  hope  to  every  patient  who  comes  to  us, 
or  all  other  methods  are  futile.  Intelligent  mental 
and  physical  adjustment  to  restrictions  can  be  made 
to  result  a useful  economic  existence,  and  a life 
of  enjoyable  activity. 

Conclusions 

1.  Early  myocardial  insufficiency  is  a functional 
state  of  diminished  heart  reserve  often  unrecognized 
and  untreated. 

2.  Exertional  dyspnea  and  heart  enlargement  are 
its  only  important  clinical  manifestations. 

3.  Severe  exercise  tolerance  tests  can  eliminate 
early  myocardial  insufficiency,  but  cannot  differenti- 
ate its  presence  from  other  conditions. 

4.  Circulation  time  tests  are  probably  the  nearest 
approach  to  an  efficient  test  of  circulatory  function. 

5.  No  single  symptom  or  test  distinguishes  im- 
pairment of  circulatory  function. 

6.  E.xercise  can  be  tolerated  in  the  presence  of 
sufficient  heart  reserve  but  is  not  beneficial. 

7.  Mental  and  physical  adjustment  should  be  fully 
individualized. 
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712  Botetourt  Street. 

Discussion. 

Dr.  T.  Dewey  Dxyis,  Richmond:  Dr.  Adams  has  cov- 
ered the  details  of  this  subject  so  thoroughly  that  I am 
going  to  confine  my  remarks  to  two  aspects  of  the  situa- 
tion, the  first  of  which  is  the  diagnostic  aspect.  He  has 
called  attention  to  the  fact  that  exertional  dyspnea  and 
enlargement  of  the  heart  are  the  two  major  manifestations 
of  early  cardiac  insufficiency.  Unfortunately,  dyspnea 
is  a common  manifestation  of  functional  heart  disease. 
All  of  you  are  thoroughly  familiar  with  that.  Therefore 
we  have  to  analyze  our  dyspnea  and  study  the  individual; 
we  have  to  study  what  the  individual  calls  dyspnea 
rather  than  accept  it  as  a fact  that  he  is  short  of  breath. 
I see  patients  frequently  who  complain  of  being  very 
short  of  breath,  and  in  talking  to  them  notice  that  thev 
are  continually  sighing,  and  they  call  that  shortness  of 
breath.  We  have  to  co-ordinate  all  the  various  factors 
to  determine  whether  we  are  dealing  with  functional 
heart  disease  or  dealing  with  an  early  organic  heart  dis- 
ease. It  seems  to  me  that  it  is  very  necessary  to  do  this. 

I have  seen  patients,  and  I am  sure  all  of  you  see  them, 
who  have  been  treated  for  organic  heart  disease  but 
whose  symptoms  are  entirely  functional  in  origin.  They 
have  been  given  digitalis.  Most  laymen  know  that  digi- 
talis is  a heart  medicine,  and  if  they  take  it  they  get  it 
firmly  fixed  in  their  minds  that  they  have  heart  disease 
and  they  get  even  more  sick  in  their  functional  state. 
Of  course,  it  has  to  be  recognized  that  obviously  neurotic 
patients  can  have  organic  disease. 

As  Dr.  Adams  emphasizes,  we  have  to  handle  these 
patients  tactfully  and  have  to  make  them  behave.  We 
have  to  make  them  take  the  proper  rest,  which  is  by  and 
large  the  most  important  part  of  the  treatment,  that  rest 
being  physical  as  well  as  mental. 
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Dr.  Paul  D.  Camp,  Richmond:  I enjoyed  Dr.  Adams’ 
paper  and  also  Dr.  Davis’  remarks  on  it.  I think  what 
Dr.  Davis  said  about  the  differential  diagnosis  of  these 
functional  cases,  the  so-called  effort  syndrome  or  neuro- 
circulatory  asthenia,  is  very  important,  and  each  case 
must  be  gone  into  in  great  detail  and  studied  as  an  in- 
dividual and  not  just  as  a case.  The  exercise  tolerance 
is,  of  course,  very  important.  That,  again,  must  be 
carefully  judged.  Enlargement  of  the  heart,  I think,  is 
certainly  of  very  great  importance,  and  I do  not  think 
we  would  be  justified  in  saying  that  a case  is  purely 
neuro-circulatory  asthenia  or  effort  syndrome  if  we  find 
a definite  cardiac  enlargement.  Of  course,  any  case  of 
organic  heart  disease  may  have  engrafted  upon  it  a 
very  definite  neuro-circulatory  asthenia.  For  instance, 
angina  pectoris  or  coronary  thrombosis  may  have  en- 
grafted upon  it  a very  definite  neuro-circulatory  asthenia 
after  the  patient  has  gotten  over  the  acute  stage. 

In  regard  to  the  fluoroscope  and  X-ray,  I believe  the 
orthodiagram  is  just  as  accurate  as  a seven-foot  teleo- 
roentgenogram,  although  others  may  differ  with  me  on 
that. 

There  is  one  other  thing  which  I should  like  to  men- 
tion, although  it  does  not  come  under  the  head  of  actual 
early  insufficiency.  If  such  a condition  is  present,  how- 
ever, we  may  assume  that  in  the  vast  majority  of  cases 
the  patient  will  develop  an  insufficiency.  This  condition 
is  the  murmur  of  aortic  regurgitation  and  of  mitral 
stenosis.  Systolic  murmurs,  of  course,  occur  in  neuro- 
circulatory  asthenia  and  sometimes  make  it  a little  harder 
to  make  a differential  diagnosis  but  are  of  no  great 
importance  so  far  as  the  prognosis  is  concerned.  But 
the  heart  that  shows  a definite  aortic  regurgitation,  even 
though  the  patient  has  had  no  symptoms  of  it  before, 
or  with  definite  mitral  regurgitation  with  a supposedly 
well-functioning  heart  muscle,  will  usually  in  the  end 
show  some  evidence  of  myocardial  insufficiency. 

There  was  one  other  thing  I wished  to  mention 
in  regard  to  the  early  insufficiency.  This  really  does 
not  come  under  the  head  of  early  insufficiency  if  the  pa- 
tient is  intelligent  and  if  you  can  get  a reasonably  in- 
telligent history,  but  at  times  I certain  believe  that  mild 
angina  pectoris  of  effort  might  show  up  without  a 


definite  dyspnea  on  exercise  and  without  any  enlarge- 
ment of  the  heart,  and  those  cases,  of  course,  can  be 
brought  out  by  going  into  the  history  very  carefully. 
I am  quite  sure  that  in  some  cases  they  will  complain 
of  slight • substernal  pressure  brought  on  by  exercise 
and  relieved  by  rest,  without  having  any  appreciable 
dyspnea  on  exertion. 

Dr.  Franklin-  M.  Hanger,  New  York  City:  I was 
very  much  interested  in  some  of  the  problems  Dr.  Adams 
brought  out.  There  are  one  or  two  additional  pro- 
cedures which  may  be  of  value  in  detecting  early  myo- 
cardial insufficiency.  A technique  introduced  by  Caughey 
at  the  Presbyterian  Hospital  has  proved  most  useful. 
It  consists  of  increasing  the  patient’s  blood  volume  by 
giving  1500  cc.  of  normal  saline  intravenously  during  a 
thirty-minute  interval  and  noting,  at  the  same  time,  the 
venous  pressure.  A normal  heart  handles  this  increased 
load  without  significant  rise  of  venous  pressure;  how- 
ever, a rise  above  100  mm.  of  H<>0  indicates  diminished 
cardiac  reserve.  It  is  a very  simple  test  and  the  patients 
suffer  no  discomfort.  It  puts  a functional  load  on  the 
heart  which  is  measurable  and  is  under  constant  control. 
By  means  of  it,  patients  with  certain  circulatory  dis- 
turbances can  be  differentiated  from  those  with  organical- 
ly weak  hearts. 

Another  method  to  recognize  organic  cardiac  disturb- 
ances, especially  those  accompanied  by  cardiac  pain,  is 
by  having  the  patient  breathe  an  atmosphere  low  in 
oxygen.  The  partial  anoxemia  frequently  brings  out 
the  pain  which  the  patient  recognizes  as  his  familiar 
complaint.  The  procedure  sounds  perilous  but  in  com- 
petent hands  is  attended  by  but  little  risk.  It  is  especially 
recommended  to  distinguish  organic  from  functional  car- 
diac pain. 

Dr.  Walter  P.  Adams,  closing  the  discussion;  I 
think  it  is  very  interesting  to  have  been  told  about  this 
saline  test,  which,  of  course,  is  familiar  to  a great 
many  of  us,  and  is  used  only  in  hospitals.  I have  become 
particularly  interested  in  the  circulation  time,  which  can 
be  used  at  the  bedside,  in  contra  distinction  to  what 
Dr.  Hanger  brought  out.  It  seems  to  me  that  while 
there  is  no  one  test  of  function,  the  circulation  time 
would  be  the  best  simple  test. 


THE  CARE  OF  THE  SICK  CHILD.* 


Edwin  L.  Kendig,  Jr.,  M.D. 

New  York,  New  York.t 


The  care  of  sick  children  constitutes  a large  part 
of  the  average  physician’s  practice.  For  this  reason 
the  following  has  been  written  in  an  attempt  to 

*From  the  Department  of  Pediatrics,  New  York  Uni- 
versity and  the  Children’s  Medical  Service  of  Bellevue 
Hospital. 

tDr.  Kendig  is  now  at  Victoria,  Virginia. 

I wish  to  express  my  gratitude  to  Dr.  Charles  Hendee 
Smith  for  his  suggestions  in  the  preparation  of  this  paper. 


clarify  the  general  rules  for  the  proper  care  of  that 
group. 

The  physician  is  responsible  for  giving  specific  in- 
structions to  the  mother.  Too  many  physicians  ex- 
amine the  child,  prescribe  one  or  more  medications, 
and  leave  the  mother  with  no  instructions  as  to  the 
general  care  of  the  child.  Such  vague  orders  may, 
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for  example,  call  only  for  nose  drops  every  four 
hours  and  a warm  salt  water  gargle  every  two  hours, 
with  no  s])ecial  reference  to  food  except  that  the 
child  “may  have  a light  diet”  or  that  “fluids  should 
be  forced”.  As  a result  of  this  omission  the  child 
will  be  disturbed  much  more  often  than  necessary 
and,  in  addition,  will  usually  receive  unsuitable  food 
at  irregular  hours.  It  is  the  physician’s  duty  to  leave 
definite  written  directions  concerning  these  matters. 

The  following  simple  rules  seem  important  but 
are  all  too  rarely  explained  with  care. 

The  sick  child  should  have  his  own  room.  In 
general,  the  room  should  be  bright  and  cheerful, 
unless  contraindicated  by  the  type  of  illness.  The 
patient’s  bed  should  be  so  placed  that  the  child  has 
a full  view  of  the  room  with  the  best  possible  light, 
but  with  no  glare  in  his  eyes. 

Fresh  air  regulation  should  be  governed  by  the 
temperature  of  the  outer  air,  the  season,  wind  direc- 
tion, and  the  situation  of  the  room.  It  is  foolish  to 
say  that  the  window  shall  in  every  case  “be  lowered 
from  the  top  six  inches”,  or  to  make  an}'  dogmatic 
statement  in  that  regard.  For  example,  in  some  sec- 
tions of  New  York  City,  on  the  river  front,  the  wind 
velocity  is  so  great  that  practically  no  opening  of  the 
window  is  necessary  during  the  winter  months,  while 
in  other  parts  of  the  same  city  the  windows  may  be 
opened  wide  with  great  benefit.  Whenever  possible 
the  window  should  be  opened  at  both  top  and  bottom. 
The  room  should  be  thoroughly  aired  several  times 
each  day.  This  may  be  done  while  the  child  is  asleep 
or  lying  down  and  well  covered.  The  temperature  of 
the  room  should  be  regulated  at  about  sixty-eight 
degrees  Farenheit,  if  possible.  This  will  often  seem 
a little  cool  to  one  sitting  in  the  room  without  a 
wrap.  If  the  room  is  too  cool,  the  nurse  or  mother 
should  be  warmly  dressed  in  order  to  avoid  chilling 
and  resultant  respiratory  infection. 

The  patient,  also,  must  be  protected  from  chilling. 
Even  during  the  summer  months  the  sick  child 
should  not  be  left  entirely  without  covering.  This  is 
particularly  true  as  regards  infants.  A sudden 
change  in  temperature  will  often  lead  to  chilling  and 
thence  to  further  complications.  The  sleeping  bag, 
made  of  outing  flannel.  Canton  flannel,  French  flan- 
nel, or  of  sheeting  in  warm  weather,  offers  an  excel- 
lent covering  for  the  infant  (See  Figure  1).  It  pro- 
vides freedom  of  motion  for  both  arms  and  legs  and, 
at  the  same  time,  keeps  them  well  covered.  Additional 
clothing  to  be  worn  under  the  sleeping  bag  must  be 


determined  by  the  weather.  .\n  undershirt,  diaper 
and  waterproof  diaper  cover  are  enough  as  a rule. 
During  warm  weather  the  shirt  may  be  omitted.  Ad- 
ditional blankets,  put  over  the  slee[)ing  bag  when 


Fig.  1. — Sleeping  Bag.  The  sleeping  bag  of  cotton  or  French 
flannel  keeps  the  baby  warm  and  secure.  Blankets  tucked 
over  it  cannot  be  kicked  off,  and  the  baby  cannot  suck  his 
thumb. 

necessary,  are  easily  kept  in  place.  No  other  arrange- 
ment insures  the  infant  against  kicking  off  the  bed- 
ding. 


Fig.  2. — Comfortable  Child.  This  child  has  a back  rest,  a bed 
jacket,  and  bed  table.  The  small  toys  and  the  picture  book 
suggest  play  at  rest.  Result : warmth,  rest,  and  happiness ! 

Older  children  should  w'ear  the  usual  pajamas  or 
nightgown,  and,  in  addition,  a sweater,  sack,  or 
wrapper  when  sitting  up  in  bed. 

The  sick  child  is  usually  not  hungry.  This  is  true 
even  if  he  has  only  a moderately  severe  respiratory 
infection  or  other  mild  febrile  disease.  This  lack  of 
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appetite  is  often  a cause  of  consternation  in  the 
family  circle,  and  unwanted  food  is  forced  upon  the 
child.  The  physician  should  warn  the  parents  at 
the  outset  that  the  child  will  probably  not  eat  as 
usual  for  the  duration  of  the  illness.  He  should  as- 
sure them  that  this  is  not  a matter  for  worry,  but 
is  rather  the  normal  response. 

A child  with  much  fever  will  not  tolerate  a regular 
diet.  A child  with  a temperature  elevation  of  102 
degrees  Farenheit  or  above  must  be  given  a light  diet. 
The  best  foods  for  the  sick  child  are  milk  toast,  soup, 
cereal,  fruit  juice  and  ice  cream.  These  are  usually 
sufficient.  There  may,  however,  be  some  substitution. 
For  example,  Jello  may  be  used  to  replace  orange 
juice.  Simple  puddings,  such  as  cornstarch,  arrow 
root  or  blanc  mange  also  may  be  substituted. 

It  is  preferable  that  the  child  be  given  small 
amounts  of  food  at  regular  and  more  frequent  in- 
tervals. A three  hour  schedule  is  best  adapted  to  the 
acute  stage  of  the  illness,  because  one  more  light 
feeding  is  possible  during  the  day  than  on  the  four 
hour  schedule.  Nourishment  and  medications  are 
given  on  the  same  schedule  so  that  the  child  may  be 
given  time  to  rest.  The  distribution  of  food  is  elastic. 
The  following  is  an  example  of  a suitable  diet  for  a 
child  with  fever. 

6-7  A.M.  Orange  juice. 

10  A.M.  Cereal  and  milk  (small  amount). 

1 P.M.  Soup  and  cracker  or  toast. 

4 P.M.  Ice  cream  (small  portion). 

7 P.M.  Cereal  or  milk  toast. 

10  P.M.  Orange  juice  or  soup  and  cracker. 

If  the  illness  is  a prolonged  one,  e.g.,  typhoid 
fever,  the  diet  may  be  gradually  increased  so  that  the 
patient  eventually  receives  a high  caloric  diet.  Even 
in  these  cases  the  addition  of  food  must  be  slow  and 
the  appearance  of  distention,  diarrhea  or  vomiting  is 
a signal  for  immediate  return  to  the  light  diet.  After 
a reasonable  wait  the  gradual  increase  may  again 
be  attempted. 

In  the  case  of  the  acutely  ill  small  infant,  all  solid 
food  should  be  discontinued  and  the  formula  diluted 
to  one-half  strength.  Prolonged  illness  is  treated  on 
the  same  principle  as  noted  above. 

All  medication  and  other  therapeutic  prcx;edures 
should  be  grouped  together  with  the  nourishment  and 
determination  of  body  temperature  at  three  hour  in- 
tervals in  order  to  allow  the  patient  the  maximum 
amount  of  rest.  The  written  directions  for  the  mother 
should  read  something  like  the  following: 


Every  three  hours: 

1.  Take  temperature  and  record  it. 

2.  Give  necessary  treatment. 

3.  Feed  (definite  schedule  as  above). 

4.  Give  medicine. 

5.  Let  child  alone  for  three  hours. 

Water  may  be  offered  if  patient  is  awake.  Do  not 

disturb  otherwise. 

The  matter  of  adequate  rest  is  an  all  important 
one  to  the  welfare  of  the  sick  child,  and  this  cannot 
be  achieved  if  the  patient  is  to  be  bothered  at  frequent 
and  irregular  intervals  for  taking  his  temperature, 
for  food  and  for  medication. 

It  should  be  stressed  that  the  sick  child  must  have 
a stool  each  morning.  A mild  laxative,  such  as  Aro- 
matic Cascara  or  Milk  of  Magnesia,  will  practically 
always  be  sufficient  to  bring  this  about,  but  a sick 
child  usually  needs  one  of  these  every  night.  If  the 
laxative  is  not  effective  in  the  morning  an  enema  will 
be  necessary.  Whatever  the  needed  procedure,  no 
forenoon  should  be  allowed  to  pass  without  adequate 
intestinal  elimination.  If  the  nurse  waits  until  night 
the  fever  is  usually  higher  and  the  struggle  over  the 
enema  more  exhausting. 


Fig.  3. — Uncomfortable  Child.  This  is  the  way  children  are 
“put  to  bed”  in  some  homes  and  in  some  hospitals.  The 
feet  are  cold  and  there  is  no  back  rest,  the  toy  is  one  which 
suggests  motion  and  playing  on  the  floor.  Result : chilling 
and  unhappy  expression  ! 

Every  sick  child  should  be  provided  with  an  in- 
valid table  upon  which  the  patient  may  play  with 
his  toys  and  games.  This  is  especially  useful  during 
the  convalescent  stage.  For  such  play  the  child’s 
back  must  be  adequately  supported  either  by  means 
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of  a backrest  or  by  several  pillows  (See  Figures  2 
and  3). 

Tlie  convalescent  child  requires  entertainment,  and 
it  is  the  physician’s  place  to  suggest  recreation  which 
will  provide  amusement  without  unnecessary  taxa- 
tion of  the  patient’s  strength.  Older  children  are  not 
usually  quite  so  difficult  to  please,  but  the  runabout 
child,  from  age  two  to  six  years,  requires  constant 
amusement.  For  such  a child  the  parent  may  pur- 
chase a “grab-bag”,  composed  of  ten  to  twelve  dif- 
ferent toys,  each  of  five  to  ten  cents  value.  Every 
hour  or  two  tlie  child  is  given  one  of  the  new  toys. 
This  will  usually  serve  to  keep  him  amused  through- 


out convalescence  and  at  a reasonable  expense.  Even 
the  sick  child  may  play  quietly  on  his  bed-talde  with 
simple,  unexciting  toys. 

Summary 

The  physician  should  give  special  attention  to  the 
temperature,  air  and  light  of  the  sick  room.  Body 
temperature  determination,  nourishment  and  medica- 
tion should  be  grouped  together  on  a regular  three 
hour  schedule.  A mild  laxative  is  usually  needed 
every  night  and  an  enema  may  be  necessar}'  in  the 
morning.  Recreation  for  the  convalescent  is  im- 
portant. 


THE  INCIDENCE  AND  SIGNIFICANCE  OF  SHOCK  IN  PATIENTS  WITH  ACUTE 
HEAD  INJURIES,  WITH  SPECIAL  REFERENCE  TO  THE  PREVENTION 
OF  POST-TRAUMATIC  INFECTIONS.* 


J.  M.  Meredith,  M.D., 

University,  Virginia. 


Introduction  : 

The  main  purpose  of  this  presentation  is  to  demon- 
strate the  low  incidence  of  shock  in  acute  head  injury 
cases  and  to  stress  the  importance  of  this  fact  in  the 
prevention  of  the  most  important  single  complication 
in  such  patients,  namely:  the  develop?nent  of  infec- 
tion in  the  scalp,  skull,  meninges  and  the  brain. 

•\s  recently  stressed  (1938)  in  a previous  publica- 
tion from  this  Clinic^  and  by  Coleman,^  the  infre- 
quency of  shock  as  a result  of  head  injury  per  se 
should  be  emphasized.  If  one  take  a systolic  blood 
pressure  reading  of  100  mm.  Hg.  as  a fairly  accurate 
criterion  of  the  dividing  line  between  shock  and  non- 
shock, in  adults,  one  will  find  that  only  a small  mi- 
nority of  patients  fall  into  the  shock  group,  i.e., 
blood  pressure  below  100  mm.  Hg.  systolic;  unless 

( 1 ) there  has  been  an  overwhelming  brain  injury 
with  or  without  a severe  basal  fracture  associated  with 
profound  unconsciousness,  blood  pouring  from  the 
cranial  orifices,  widely  dilated  and  fixed  pupils,  pos- 
sibly a massive  intraventricular  hemorrhage,  etc.; 

(2)  great  blood  loss  from  scalp  lacerations  or  else- 

*Read  before  the  Medical  Society  of  Virginia  (Surgical 
Section),  Richmond,  on  October  4,  1939.  Also  presented 
to  the  third-year  class  in  medicine.  University  of  Mary- 
land School  of  Medicine,  Baltimore,  on  November  20, 
1939. 

From  the  Department  of  Neurological  Surgery,  Univer- 
sity of  Virginia  Hospital  and  School  of  Medicine,  Char- 
lottesville, Dr.  C.  C.  Coleman,  Director. 


where,  or  (3)  severe  associated  injuries  of  the  chest, 
spine,  pelvis,  abdominal  viscera  or  extremities.  It 
is  believed  that  not  more  than  10  per  cent  of  all 
head  injuries  are  associated  with  delayed  or  sec- 
ondary shock  and  the  majority  of  cases  of  uncompli- 
cated head  injury  with  shock  can  be  relieved  by  a 
simple  intravenous  infusion  of  1,000  cc.  of  normal 
saline  solution  in  a few  moments,  or  by  a blood  trans- 
fusion, if  the  infusion  does  not  suffice.  As  a matter 
of  fact,  in  an  analysis  of  194  cases  of  acute  head 
injury'  studied  several  years  ago  at  the  Medical  Col- 
lege of  Virginia  it  was  found  that  only  8.8  per  cent 
of  the  patients  were  in  shock  on  admission,  these 
patients  being  unselected  in  regard  to  the  presence  or 
absence  of  associated  injuries;  furthermore,  only  6.9 
per  cent  of  the  patients  with  skull  fracture  that  did 
not  have  associated  injuries  were  in  shock.  In  an- 
other analysis  of  a similar  group  of  388  unselected 
cases  of  acute  head  trauma,  it  was  found  that  only 
7.2  per  cent  of  the  patients  were  in  shock  on  ad- 
mission to  the  hospital.  Thus  it  is  seen  that  in  these 
three  analyses,  the  incidence  of  shock  even  in  un- 
selected series  of  acute  head  injury,  was  well  below 
10  per  cent  when  the  patients  w'ere  admitted  to  the 
hospital.** 

There  is  still  too  widespread  an  opinion  in  the 

**In  our  most  recent  (1940)  analysis  (391  cases)  the 
shock  incidence  was  6.9  per  cent. 
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profession  that  a blow  on  the  head  sufficient  to  render 
a patient  unconscious  (concussion)  must  be  asso- 
ciated with  shock  and  that  therefore  nothing  had 
better  be  done  to  scalp  lacerations  and  compound  de- 
pressed fractures  of  the  skull  for  a day  or  two  until 
the  supposed  “shock”  has  been  combated.  Nothing 
could  be  further  from  the  truth. 

As  stressed  by  Coleman^  and  by  Crutchfield,^  the 
most  important  single  factor  in  the  management  of 
acute  head  injuries  is  the  prevention  of  infection 
and  this  desideratum  depends  chiefly  on  the  early 
debridement  and  primary  suture  of  all  lacerations 
of  the  scalp,  f If  the  physician  waits  one  to  two 
days  or  even  longer  before  carrying  out  these  proce- 
dures, a high  percentage  of  scalp  infections,  osteo- 
myelitis, extra-dural  and  subdural  abscesses,  menin- 
gitis and  brain  abscess  will  result,  not  to  mention  the 
prolonged  disability  and  the  postponement  of  dis- 
charge of  the  patient  with  the  resultant  withholding 
of  hospital  beds  from  other  patients  in  this  day  of 
crowded  hospitals.  The  prevention  of  infection,  ac- 
complished mainly  by  the  early  debridement  and 
primary  suture  of  lacerations  and  compound  de- 
pressed skull  fractures  within  four  to  six  hours  after 
the  injury,  cannot  be  too  strongly  emphasized  as  the 
most  important  surgical  factor  in  the  successful  treat- 
ment of  head  injuries  in  general. 

In  addition,  if  scalp  lacerations  are  not  properly 
treated  at  the  time  of  the  injury  and  do  not  heal 
per  primam,  the  risk  of  operation,  if  necessarj^  a 
few  days  or  more  after  the  injury,  for  a possible 
extra-dural  or  sulxiural  hemorrhage  or  a simple  de- 
pressed skull  fracture,  is  always  aggravated  by  the 
already  existing  infection  which  may  well,  in  such  a 
case,  be  carried  into  the  meninges  and  the  brain  it- 
self, in  spite  of  the  most  meticulous  operative  tech- 
nique. 

It  is  important  to  recognize  extra-  or  subdural 
clots  and  other  surgical  emergencies  in  cases  of  acute 
head  injury,  but  from  the  standpoint  of  numbers 
alone,  the  prevention  of  infection  has  always  been, 

tThis  is  best  accomplished  by  first  shaving  the  scalp 
around  the  laceration.  Tincture  of  iodine  (3.5  per  cent) 
is  then  applied  to  the  scalp  wound,  but  not  including  the 
laceration;  this  latter  procedure  will  avoid  all  pain.  Novo- 
caine  solution  (1  per  cent)  is  next  infiltrated  around  the 
laceration  through  the  previously  treated  skin.  Iodine 
and  alcohol  are  finally  applied  to  the  laceration  itself 
and  debridement  and  primary  suture  of  the  wound  is  com- 
pleted, after  thorough  irrigation  with  normal  saline  solu- 
tion. This  will  prevent  infection  in  practically  every 
case  if  done  within  four  to  six  hours  after  the  injury. 


and  will  remain,  the  great  problem  in  acute  head 
injuries. 

In  1931,  Coleman‘S  stated  that  the  proper  treat- 
ment of  scalp  lacerations  is  too  often  neglected  and 
troublesome  infections  are  frequently  found.  In 
order  to  emphasize  this  point,  seven  illustrative  cases 
have  been  selected  from  a considerable  number  of 
similar  patients  seen  within  the  last  three  years  in 
the  Neuro-Surgical  Clinics  of  the  University  of 
Virginia  and  the  Medical  College  of  Virginia.  They 
are  arranged  in  the  order  of  the  severity  of  infection, 
although  it  must  be  recognized  that,  until  the  disease 
has  been  entirely  eradicated,  any  individual  infec- 
tion can  spread  from  the  scalp  to  the  underlying 
structures  at  any  time. 

A.  Scalp  Ineections  (1  Case) 

Case  I. — A white  man,  aged  sixty-two,  was  ad- 
mitted to  the  University  of  Virginia  Hospital  March 
5,  1939,  and  discharged  May  4,  1939.  He  had  been 


Fig.  1. — Case  I. — Dakin’s  tubes  (arrows)  beneath  scalp  for 
continuous  irrigation  with  Dakin’s  solution,  dichloramide-T 
and  2 per  cent  acetic  acid,  during  the  acute  stage  of  the 
infection.  No  evidence  of  osteomyelitis. 

injured  twelve  days  before  admission  in  an  auto- 
mobile accident,  at  which  time  he  sustained  a con- 
cussion of  the  brain  and  a long  laceration  of  the 
scalp  over  the  vertex  which  had  become  infected. 
For  several  days  before  admission,  the  scalp  had 
been  draining  thick  greenish  pus  very  profusely 
which  showed,  on  culture:  a staphylococcus,  a strep- 
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tococcus  and  a diphtheria-like  organism.  The  pa- 
tient’s general  condition  was  poor.  By  slight  pressure 
on  the  scalp,  several  ounces  of  thick  pus  would  as- 
ca])e  through  the  laceration.  He  was  quite  orthopneic 
and  edema  of  the  ankles  was  present.  Skull  X-rays 
on  admission  did  not  show  evidence  of  osteomyelitis 
or  of  fracture.  Multiple  scalp  incisions  were  made 
under  local  (novocaine)  anesthesia  on  several  occa- 
sions, as  many  as  twelve  Dakin’s  tubes  being  inserted 
at  one  time  through  separate  incisions,  in  a corona- 
like manner,  around  the  base  of  the  head  (Fig.  1). 


Fig.  2. — Case  I. — Granulating  area  over  vertex,  two  months  after 
pinch  grafts  (arrows)  had  been  transplanted  from  the  left 
thigh.  Note  that  the  area  is  almost  completely  epithelial- 
ized. 


All  the  galea  sloughed  away  in  long  foul-smelling 
necrotic  sheets  of  tissue.  Irrigations  were  carried 
out  for  weeks  with  Dakin’s  solution,  dichloramine-T 
and  2 per  cent  acetic  acid  ( for  the  diphtheroid  infec- 
tion). Several  blood  transfusions  were  given.  The 
patient  slowly  improved  and,  when  all  infection  had 
subsided,  the  granulating  area  over  the  vertex  was 
covered  with  pinch  grafts  from  the  left  thigh  (4-24- 


39;  Fig.  2).  Several  X-ray  examinations  of  the  skull 
revealed  no  definite  osteomyelitis  at  any  time.  When 
last  seen  (December,  1939)  the  patient  was  quite 
well,  epithelialization  having  completely  covered  the 
granulating  area  over  the  vertex. 

Comment  ; 

This  patient  was  extremely  fortunate  in  having 
escaj)ed  a severe  osteomyelitis  of  the  skull,  or  even  a 
l)rain  abscess  or  meningitis.  Had  osteomyelitis  de- 
veloped, removal  of  the  infected  bone  under  a gen- 
eral anesthetic  would  have  been  out  of  the  question 
because  of  his  precarious  cardiovascular  system. 
This  case  is  the  most  severe  scalp  infection  with 
which  we  have  had  to  deal  and  it  was  only  by  the 
most  heroic  measures  that  infection  of  the  skull,  the 
meninges  and  the  brain  could  be  prevented.  Had  the 
initial  suturing  of  the  scalp  healed  per  primam,  the 
patient  would  have  been  spared  weeks  of  hospitaliza- 
tion and  grave  threat  to  life  itself. 

B.  Post-Traumatic  Osteomyelitis  or  the 
Skull  (3  Cases) 

The  following  three  cases  of  post-traumatic  osteo- 
myelitis of  the  skull  are  presented  in  series: 

Case  II. — A white  girl,  aged  five,  was  first  ad- 
mitted to  the  University  of  Virginia  Hospital  July 
8th  and  discharged  July  31,  1938.  She  had  been  in- 
jured three  years  before  that  time  when  she  had 
sustained  a contusion  of  the  occipital  scalp  followed 
by  a hematoma  and  subsequent  infection.  There  was 
no  scalp  laceration.  An  operation  performed  else- 
where one  year  before  admission  (two  years  after 
injury)  revealed  osteomyelitis  of  the  skull  and  there 
had  been  drainage  ever  since  that  time;  at  interv'als, 
drainage  would  cease  and  then  suddenly  a stream 
of  pus  would  appear. 

On  admission,  the  child  showed  no  signs  of  in- 
creased intracranial  pressure  although  the  infection 
was  located  over  the  cerebellum.  Skull  plates  showed 
an  area  of  bone  defect  three  centimeters  in  circum- 
ference at  the  external  occipital  protuberance  with 
surrounding  osteomyelitis. 

The  first  operation  at  the  University  of  Virginia 
Hospital  was  carried  out  July  12,  1938,  under 
avertin-ether  anesthesia.  The  anesthetic  was  toler- 
ated poorly,  as  in  all  subsequent  operations,  the 
patient  becoming  cyanotic  due  to  irregular  breathing 
in  the  cerebellar  position.  The  draining  sinus  of  the 
scalp  was  widely  excised  with  surrounding  bone. 
The  cerebellum  was  adherent  to  the  overlying  dura 
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which  was  not  opened.  Iodoform  gauze  drainage  was 
inserted  extra-durally  and  the  child  made  a good  pri- 
mary recovery.  The  removed  bone  showed  subacute 
osteomyelitis  on  histologic  examination.  She  was 
discharged  nineteen  days  after  operation,  having  re- 
ceived (1)  several  blood  transfusions  ad  interim,  (2) 
autogenous  hemolytic  staphylococcus  vaccine  (re- 
covered from  the  cultured  bone)  and,  (3)  Dakin’s 
solution  irrigations,  which  were  continued  after  dis- 
charge of  the  patient  to  her  home. 


after  second  operation. 

The  child  was  readmitted  on  October  24,  1938, 
and  discharged  November  20,  1938.  The  lesion — 
still  draining  pus — was,  by  this  time,  quite  precari- 
ous, i.e.,  osteomyelitis  of  the  occipital  bone  (later- 
ally) adjoining  the  foramen  magnum  with  the  scalp 
quite  adherent  to  the  dura  so  that  mere  exposure  of 
the  involved  bone  was  dangerous  due  to  the  occipital 
venous  sinus  and  also  because  of  the  risk  of  opening 
the  dura  with  subsequent  meningitis.  Several  lead 
markers  were  placed  as  guides  over  the  site  of  the 
infected  bone.  All  additional  bone  was  removed  in  a 
two-stage  procedure,  the  occipital  venous  sinus  being 
opened  at  one  time;  the  sharp  bleeding  resulting 


therefrom  was  controlled  with  a muscle  implant. 
The  patient  recovered  satisfactorily  from  these  two 
procedures  and  is  now  well  and  attending  school, 
with  the  scalp  and  skull  completely  healed,  (Fig.  3) 
removal  of  all  occipital  bone  overlying  the  cerebellum 
(from  mastoid  to  mastoid)  having  been  necessary 
before  cure  could  be  obtained  (Fig.  4)-. 

Case  III. — A white  woman,  aged  thirty-four,  was 
admitted  to  the  University  of  Virginia  Hospital 
September  24,  1938,  and  discharged  October  21, 


Fig.  A.~ -Cas'*  If. — X-ray  appearance  of  occipital  bone,  thi'ee 
months  after  second  operation.  Note  large  area  of  bone 
defect  (outlined  by  arrows  and  dots)  representing  the  final 
removal  of  diseased  bone.  The  inferior  portion  of  the  defect 
represents  bone  removed  at  second  operation.  No  evidence 
of  osteomyelitis. 


1938.  She  had  been  injured  two  months  before  ad- 
mission in  a family  altercation,  at  which  time  she 
was  struck  in  the  left  side  of  the  head  with  a pick- 
axe. On  admission,  the  scalp  was  unshaved  and  the 
left  side  of  the  skull  was  found  to  be  elevated  several 
centimeters  from  the  dura  as  far  inward  as  the  longi- 
tudinal sinus;  aj)parently  the  axe  had  pried  the  skull 
upward  (Fig.  5).  On  irrigation  of  the  extra-dural 
space  with  saline  solution,  there  was  an  immediate  flow 
of  fluid  througli  the  nose  and  mouth  which  almost 


1^40] 


Virginia  Medical  Monthly 


349 


strangulated  the  patient;  apparently  the  frontal  and 
(or)  ethmoid  sinuses  had  been  widely  opened  by  the 
injury.  X-rays  of  the  skull  disclosed  a long  bursting 
fracture  involving  most  of  the  right  fronto-parietal 
suture.  It  extended  to  the  top  of  the  right  frontal 


Fig.  6. — Case  III. — Condition  on  admission.  Note  quite  distinct 
elevation  of  skull  from  surrounding  structures  (arrows). 
Irrigation  of  extra-dural  space  beneath  bone  ledge  produced 
an  immediate  flow  of  fluid  from  the  nose  and  mouth ; free 
communication  with  the  paranasal  sinuses  was  demon- 
strated at  operation.  Beneath  the  elevated  bone  a dural 
laceration  at  least  two  cm.  in  length  was  found,  caused  by  the 
pick-axe. 


sinus  whence  it  proceeded  obliquely  across  the  fore- 
head, unroofing  the  right  frontal  sinus.  The  major 
portion  of  the  frontal  bone  was  thus  almost  entirely 
separated  from  the  rest  of  the  skull  and  was  lifted 
upwards  about  one  centimeter  (Fig.  6).  The  mesial 
portion  of  the  left  frontal  bone  was  almost  entirely 
destroyed  by  bone  infection.  Culture  of  material  from 
the  extra-dural  space  yielded  a hemolytic  staphylo- 
coccus aureus  and  a B.  xerosis,  from  which  a vaccine 
was  made  and  administered  to  the  patient.  Her  gen- 
eral condition  was  good.  The  temperature  and  white 
blood  count  were  normal.  There  was  no  headache  or 
stupor  and  neurologic  examination  was  negative. 

The  patient  was  first  operated  upon  (avertin- 
ether)  September  27,  1938,  at  which  time  a wide 


e.xcision  of  the  left  side  of  the  skull  was  carried  out. 
.\  compound  depressed  fracture  was  found  in  addi- 
tion to  the  elevation  and  a large  sequestrum,  10  x 10 
cm.,  was  lifted  out  intact.  Bone  was  widely  removed 
(12  X 14  cm.)  over  the  left  fronto-parieto-temporal 
region,  both  frontal  sinuses  being  completely  ex- 
enterated.  An  old  dural  laceration  was  found  two 
centimeters  in  length  in  the  left  posterior  frontal 
region  with  cerebral  cortex  adherent  to  it.  A portion 
of  fascia  from  the  clean  temporal  muscle  was  used 
to  cover  the  defect.  The  superior  longitudinal  sinus 
was  widely  exposed.  Closure  was  made  very  loosely 
with  silkworm  gut  sutures  and  Dakin’s  solution  ir- 
rigations were  carried  out  for  sixteen  days,  at  which 
time  (October  13,  1938)  a secondary  closure  was 
made  together  with  removal  of  additional  bone  in 
the  right  frontal  region.  The  frontal  sinuses  were 
aspirated  of  all  muco-pus  and  closure  was  accom- 
plished wdth  iodoform  gauze  drainage  and  three 
Dakin’s  tubes  placed  extra-durally. 


Fig.  6. — Case  III. — X-ray  appearance  of  skull  on  admission 
(left  lateral  view).  Note  elevation  of  entire  frontal  bone 
with  osteomyelitis  (double  arrows)  and  radiating  linear  frac- 
ture lines  ( single  arrows ) . 


The  patient  was  discharged  to  her  home  eight  days 
after  the  last  procedure,  having  received  several  blood 
transfusions  in  the  interim;  X-rays  of  the  skull  be- 
fore discharge  showed  that  all  the  infected  bone  had 
been  removed.  (This  has  been  confirmed  by  subse- 
quent X-rays — last  one:  August  6,  1939).  Dakin’s 
solution  irrigations  were  carried  out  through  the  tubes 
for  three  months  by  her  home  physician;  the  tubes 
were  then  removed.  There  is  now  no  sign  of  infection 
except  for  a tiny  draining  sinus  just  above  the 
glabella  which  is  very  probably  due  to  an  upward 
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discharge  from  the  widely-opened  frontal  or  ethmoid 
sinuses,  for  the  skull  is  free  of  infection  on  X-ray 
examination*. 

Case  IV. — A colored  boy,  aged  ten,  was  admitted 
to  the  University  of  Virginia  Hospital  December  1, 
1938,  and  discharged  December  15,  1938.  He  had 
been  accidentally  bitten  in  the  scalp  over  the  vertex 
by  a playmate  five  weeks  before  admission  while  en- 
gaged in  a wrestling  match.  It  was  stated  that  the 
scalp  had  drained  pus  ever  since,  several  incisions 
having  been  made  elsewhere  in  the  interim  through 
the  scalp  only,  to  facilitate  drainage. 

The  child’s  condition  was  good.  The  tempera- 
ture, pulse  and  respiration  were  normal  as  was 
the  white  blood  count.  The  fundi  and  neurologic  ex- 
amination generally,  were  normal.  X-ray  examina- 


Fig.  7. — Case  IV. — X-ray  view  of  skull  at  time  of  hospital 
discharge  showing  large  area  of  skull  sacrificed  in  a one- 
stage  procedure  (arrows  and  dots).  Note  cl^n  bone  edges 
of  defect  with  no  evidence  of  osteomyelitis  (eight  days  after 
operation).  Bone  defect  later  covered  with  celluloid  plate 
(see  text) . 

tion  of  the  skull  showed  extensive  osteomyelitis  over 
the  vault  of  the  cranium.  Examination  of  the  pus, 
which  drained  profusely  from  several  lacerations  of 
the  scalp,  disclosed  a hemolytic  staphylococcus  albus, 
a non-hemolytic  streptococcus  and  B.  coli. 

*In  November,  1939,  a radical  left  ethmoid  exentera- 
tion was  carried  out  by  the  otolaryngology  department, 
followed,  in  a' few  days,  by  closure  of  the  draining  sinus 
in  the  mid-frontal  region  by  the  neuro-surgical  depart- 
ment. The  patient  is  now  free  of  all  draining  sinuses 
and  infection  and  awaits  a celluloid  plate  insertion  about 
August,  1940. 


The  patient  was  operated  upon  (avertin-ether) 
four  days  after  admission  (December  5,  1938)  and 
extensive  removal  of  bone  in  the  vertex  of  the  skull 
and  sequestrectomy  were  carried  out.  The  dura, 
fortunately,  was  intact  throughout  and  there  was  no 
cerebrospinal  fluid  leak  at  any  time.  An  area  of 
dura  10  x 12  centimeters  in  diameter  was  exposed, 
with  the  superior  longitudinal  sinus  running  verti- 
cally through  the  center.  The  dura  pulsated  normally 
and  the  brain  appeared  to  be  under  normal  tension. 
Closure  was  made  with  catgut  in  the  galea  and  in- 
terrupted silk  sutures  in  the  skin;  two  iodoform 
gauze  drains  and  three  Dakin’s  tubes  were  placed 
down  to  the  extra-dural  space.  The  child  tolerated 
this  extensive  one-stage  procedure  rather  well;  he 
was  returned  to  the  ward  in  good  condition  after 
having  received  a blood  transfusion  in  the  operating 
room  at  the  close  of  the  operation.  X-ray  examina- 
tion of  the  skull  before  discharge  showed  it  to  be  free  of 
infection  (Fig.  7) . He  was  sent  home  with  the  Dakin’s 
tubes  still  in  situ  and  irrigations  were  carried  out  by 
his  home  physician.  All  tubes  were  removed  by  Feb- 
ruary, 1939,  since  which  time  there  has  been  no 
drainage  and  X-ray  examination  (April  4,  1939) 
shows  new  bone  formation  with  no  discernible  in- 
fection of  the  skull,  f 

Comment:  (on  Cases  II,  III,  IV — Osteomyelitis 

of  the  Skull). 

The  first  patient  in  this  series  of  three  post- 
traumatic  osteomyelitis  cases  (Case  II)  illustrates 
the  importance  of  evacuating  hematomas  of  the  scalp 
promptly.  Such  hematomas  should  be  aspirated 
within  twelve  to  twenty-four  hours  of  their  forma- 
tion and  a tight  elastic  pressure  bandage  applied; 
if  this  does  not  suffice  to  eliminate  the  hematoma,  in- 
cision and  drainage  of  the  scalp  for  twenty-four  to 
forty-eight  hours  is  absolutely  necessary  or  infection 
is  very  liable  to  ensue,  precisely  as  a collection  of 
blood  in  the  pleural  or  peritoneal  cavities  is  prone 
to  infection.  The  tight  adherence  of  the  scalp  to 
the  denuded  dura  overlying  the  cerebellum  (Case 
II)  made  it  peculiarly  difficult  to  eradicate  the  osteo- 
myelitis without  ( 1 ) entering  the  occipital  venous 
sinus  with  serious  if  not  fatal  hemorrhage  and  also 
without  (2)  inadvertently  opening  the  dura  and  pro- 
ducing an  overwhelming  meningitis. 

tin  November,  1939,  a large  celluloid  plate  was  in- 
serted to  cover  the  huge  cranial  defect  in  the  vertex  of 
the  skull.  This  had  to  be  removed  four  months  later  due 
to  a recurrence  of  drainage  although  there  was  no  evi- 
dence of  osteomyelitis.  It  is  planned  to  wait  at  least 
tu-'flve  months  before  re-inserting  the  plate. 
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It  is  also  most  fortunate  that,  during  one  of  the 
pre-admission  periods  when  drainage  periodically 
ceased  (pus  being  pent-up  beneath  the  scalp  and 
skull)  that  the  infection  did  not  spontaneously  erode 
through  the  dura  with  subsequent  meningitis.  Truly, 
the  dura  mater  is  a firm  and  powerful  barrier  to 
infection. 

The  second  patient  in  this  series  (Case  III)  was 
also  extremely  fortunate  not  to  have  developed  a 
brain  abscess  and  (or)  subdural  infection  and  men- 
ingitis as  the  dura  had  been  widely  opened  by  the 
blow  from  the  pick-axe.  The  extensive  opening  of 
the  frontal  sinuses  made  this  even  more  likely  as 
there  was  a free  entry  to  infection,  the  left  side  of 
the  skull  having  been  literally  lifted  one  centimeter 
or  more  above  the  overlying  dura,  which  was  lacer- 
ated. It  is  because  of  such  a possibility  (i.e.,  dural 
laceration)  that  immediate  operation  within  two  or 
three  hours,  if  possible,  of  all  compound  depressed 
fractures  of  the  skull  with  complete  closure  of  the 
dura  and  scalp  is  urgently  necessary.  Coleman®  has 
said  that  practically  all  the  cases  of  meningitis  that 
have  resulted  from  head  trauma  (apart  from  con- 
comitant cerebritis  due  to  improperly  managed  com- 
pound depressed  fractures)  in  his  experience,  have 
followed  those  injuries  in  which  the  fracture  line 
passed  into  one  of  the  accessory  (paranasal)  sinuses, 
mastoid  or  middle  ear. 

The  third  p'atient  in  this  series  of  osteomyelitis  cases 
(Case  IV)  demonstrates  the  extreme  virulence  of  the 
human  or  animal  bite.  All  surgeons  are  familiar  with 
such  lesions  in  the  arm  and  hand;  a particularly 
vicious  infection  occasionally  ensues,  in  spite  of  all 
treatment,  requiring  loss  of  the  affected  extremity  by 
amputation.  The  oral,  cavity  harbors  an  innumer- 
able number  of  pathogenic  bacteria  and  any  patient 
seen  with  a history  of  having  been  bitten  (by  a 
human  or  by  a lower  animal)  should  have  an  imme- 
diate and  most  thorough  debridement  carried  out. 
As  a result  of  the  infection  which  rapidly  developed 
in  this  case  (Case  IV),  it  was  necessary  to  sacrifice 
almost  the  whole  of  the  vertex  of  the  patient’s  skull, 
exposing  him,  before  this  was  done,  to  the  very  pos- 
sible development  of  a brain  abscess  or  meningitis 
if  the  infection  had  penetrated  the  dura. 

C.  Post-Traumatic  Brain  Abscess  (2  Cases) 

The  following  two  cases  of  post-traumatic  brain 
abscess  are  also  presented  in  sequence: 


Case  1'*. — A white  woman,  aged  thirty-seven,  was 
first  admitted  to  the  Memorial  Hospital,  Richmond, 
on  January  6,  1936,  and  discharged  March  22,  1936. 
She  had  been  injured  three  weeks  before  admission  in 
an  automobile  accident,  having  been  thrown  out  of 
the  car;  she  was,  however,  only  momentarily  un- 
conscious. She  sustained  a two-inch  scalp  laceration 
in  the  left  frontal  region  but  skull  plates  (taken  on 
admission  to  the  Memorial  Hospital,  Richmond) 
revealed  no  fracture  or  osteomyelitis.  At  the  time  of 
the  injury,  the  undebrided  scalp  had  been  approxi- 
mated with  skin  clips.  Three  days  after  the  injur\', 
infection  developed  in  the  scalp  wound  with  con- 
siderable sloughing  of  subcutaneous  tissue.  Twenty 
days  after  the  injury,  the  patient  had  a convulsion 
characterized  by  clonic  movements  of  the  right  arm 
and  unconsciousness.  When  she  awoke,  aphasia  was 
noted,  the  patient  being  right-handed,  and  she  com- 
plained of  considerable  headache.  , ! 

On  examination  at  the  time  of  admission,  the  pa- 
tient was  fairly  alert  and  cooperative.  Three  in- 
fected draining  sinuses  of  the  scalp  in  the  left  fronto- 
temporal region  were  seen  from  which  pus  was 
exuding.  A culture  of  the  scalp  wound  showed  the 
presence  of  hemolytic  streptococci.  The  temperature 
was  100.3°  and  there  were  11,200  white  blood 
cells/cu.mm. 

* For  the  first  ten  days  after  admission,  the  patient 
improved  under  observation.  The  temperature  ap- 
proached normal  and  the  draining  scalp  appeared  to 
be  healing  under  continuous  warm  saline  compresses. 
Two  days  later  (January  >18,  1936),  the  patient  be- 
came quite  apathetic  and  her  speech  was  confined  to 
monosyllables:  definite  aphasia  was  present.  Severe 
headache  occurred  and  on  January  21,  1936,  the  left 
frontal  region  was  explored  (Dr.  Coleman)  under 
novocaine  anesthesia.  The  bone  was  softer  than  nor- 
mal and  the  dura  was  tense.  A ventricular  needle 
introduced  into  the  subdural  space  encountered  puru- 
lent fluid;  ten  cc.  were  removed  by  gentle  aspiration. 
A loose  closure  of  the  wound  w'as  made.  Tw'o  days 
later,  again  under  novocaine  anesthesia,  an  abscess  in 
the  left  frontal  lobe  was  drained ; one  ounce  of  purulent 
fluid  was  obtained.  The  wound  was  packed  with  gauze 
w'ithout  a drainage  tube,  the  scalp  being  left  open 
(Fig.  8).  On  January  29,  1936,  eight  days  after  the 
original  operation,  the  left  frontal  abscess  was  tapped 

*The  writer  is  greatly  indebted  to  Dr.  C.  C.  Coleman 
for  permission  to  report  this  case  from  his  Clinic  at  the 
Medical  College  of  Virginia,  Richmond,  seen  during  the 
writer’s  term  of  service  as  Resident  Neuro-Surgeon. 


352 


Virginia  Medical  Monthly 


[June, 


in  tlie  patient’s  room  with  a ventricular  needle;  only 
old  tarry  blood  could  be  obtained.  The  patient  again 
became  quite  drowsy  and  on  January  31,  1936,  she 
could  not  be  aroused.  Under  avertin  anesthesia,  a 
number  eighteen  French  catheter  was  placed  in  the 
abscess  cavity  the  same  day,  the  catheter  being 
sutured  to  the  galea  of  the  scalp.  The  tube  drained 
pus  actively  for  the  next  four  weeks  and  her  condi- 
tion improved,  although  culture  of  the  subdural 
and  intra-cerebral  abscesses  also  yielded  hemolytic 
streptococci. 


Fig.  8. — Case  V. — Condition  of  wound  five  days  after  the  first 
drainage  of  abscess  of  Jeft  frontal  lobe  by  tapping  with  a 
ventricular  needle  (five  weeks  after  the  original  injury). 
The  brain  fungus  is  seen  (arrows)  protruding  slightly 
through  the  opened  dura.  A French  catheter  drain  (No.  18) 
was  introduced  into  the  abscess  through  the  fungus  three 
days  later.  (From  “Operative  Surgery”  by  Horsley  and 
Bigger,  vol.  II,  p.  1173,  4th  ed..  1937.  The  C.  V.  Mosby  Co., 
St.  Louis;  by  kind  permission  of  the  authors  and  publishers.) 


The  aphasia  subsided  considerably;  however,  the 
disks  showed  three  to  four  diopters  of  choking  for 
several  weeks  before  discharge  from  the  hospital.  On 
March  2,  1936,  about  one  month  after  its  insertion, 
the  tube  was  removed  and  the  fungus  cerebri  receded 
to  only  a few  millimeters’  elevation  above  the  sur- 
rounding scalp.  At  the  time  of  discharge,  two 
and  one-half  months  after  admission,  she  was  greatly 
improved.  Her  temperature  had  been  normal  for 
two  weeks  and  considerable  hope  was  felt  for  her 
complete  recovery  with  possibly  slight  residual 
aphasia. 

However,  eleven  days  after  discharge  from  the 
hospital,  she  was  readmitted  (April  2,  1936)  and  dis- 
charged May  3,  1936.  She  was  again  quite  ill  with 
marked  aphasia  and  stupor.  On  the  day  of  admis- 
sion, the  fungus  was  tapped  in  the  patient’s  room 
and  one  and  one-half  ounces  of  greenish-yellow  pus 
were  obtained  containing  hemolytic  streptococci.  A 
ventricular  needle  or  catheter  could  not  be  placed 


satisfactorily  into  the  abscess  for  continuous  drainage 
due  to  the  high  intracerebral  pressure.  Two  days 
later,  no  pus  at  all  could  be  obtained  although  the 
patient  was  very  drowsy.  It  was  thought  that  she 
had  multiple  small  abscesses  with  septic  cerebritis 
of  the  left  cerebral  hemisphere.  Eleven  days  after 
admission,  a soft  rubber  catheter  was  placed  in  the 
abscess  and  thick  yellow  pus  drained  profusely 
through  it.  At  this  time,  the  optic  disks  showed  two 
diopters’  elevation.  The  patient  improved  thereafter 
and  she  was  discharged  twenty  days  after  the  in- 
sertion of  the  tube  (which  was  left  in  situ),  her  tem- 
perature having  been  normal  for  several  days  before 
leaving  the  hospital. 

She  was  admitted  for  the  third  time  on  June  4, 
1936  (one  month  after  the  second  hospital  discharge) 
and  died*  July  21,  1936.  One  week  after  the  second 
hospital  discharge  she  had  again  become  very  aphasic 
and  severe  headache  supervened.  The  cerebral  fun- 
gus at  the  time  of  the  third  admission  was  under 
great  tension.  No  pus  could  be  obtained  when  a 
ventricular  needle  was  introduced  into  the  fungus  on 
several  occasions.  She  became  more  stuporous,  had 
right-sided  convulsions  and  three  to  four  diopters  of 
choking  of  the  disks  was  present.  She  died  approxi- 
mately seven  months  after  the  head  injury.  No  au- 
topsy could  be  obtained. 

Case  VI. — A white  boy,  aged  nineteen,  was  ad- 
mitted to  the  University  of  Virginia  Hospital  on 
July  12,  1938,  and  discharged  August  20,  1938. 
He  had  been  injured  three  days  before  admission 
when  he  was  struck  in  the  left  frontal  region  with  a 
sickle  during  a family  altercation,  the  scalp  lacera- 
tion being  located  four  centimeters  above  the  left 
eyebrow.  There  was  no  definite  history  of  uncon- 
sciousness at  the  time  of  the  injury.  When  seen  by 
his  physician  several  hours  later,  no  mention  was 
made  to  him  (the  physician)  of  the  sickle  incident, 
which  had  required  the  combined  traction  of  both 
hands  to  dislodge  it  from  the  skull  immediately  after 
the  injury.  A dressing  was  placed  over  the  lacera- 
tion and  the  patient  returned  to  his  home.  Seventy- 
two  hours  later  (three  days  after  the  injury)  he  first 
appeared  at  the  University  of  Virginia  Hospital, 
seriously  ill.  The  temperature  was  102.6°,  the  neck 
was  quite  spastic  and  a definite  cellulitis  was  present 
in  and  around  the  scalp  wound.  The  patient  was 

*This  case  occurred  before  the  introduction  of  sul- 
fanilamide which,  together  with  surgical  drainage,  might 
well  have  resulted  in  cure  of  the  patient,  as  the  sole 
organism  found  was  a hemolytic  streptococcus. 
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drowsy  but  conscious,  complaining  of  severe  head- 
ache. No  convulsions  had  occurred.  The  pulse  rate 
was  56/M  on  the  night  of  admission.  X-ray  examina- 
tion of  the  skull  revealed  a comminuted  depressed 
fracture  beneath  the  laceration  (Fig.  9)  although  no 
aerocele  was  seen;  furthermore,  on  separating  the 
edges  of  the  incision,  cerebrospinal  fluid  escaped 
and  meningitis  appeared  definite.  No  lumbar  punc- 
ture was  done  for  fear  of  carrying  infection  inward 
from  tlie  infected  wound.  Immediate  operation  was 
out  of  the  question  because  of  the  already  present 


Fig.  9. — Case  VI. — X-ray  view  of  frontal  bone  on  admission, 
three  days  after  the  injury  induced  by  a sickle.  Note  the 
comminuted  depressed  fracture  (arrows)  of  the  left  frontal 
bone.  The  patient,  at  this  time,  had  meningitis  and  a marked 
cellulitis  of  the  scalp  surrounding  the  fracture. 

widespread  infection.  Accordingly,  for  the  next 
twenty-three  days,  hot  boric  acid  dressings  were  ap- 
plied over  the  laceration  and  sulfanilamide,  (grains 
forty  to  sixty  per  day)  was  administerd,  the  culture 
of  the  laceration  having  shown  a non-hemolytic 
streptococcus  and  a hemolytic  staphylococcus  albusf. 
Fifteen  hundred  units  of  tetanus  antitoxin  were  also 
administered  on  admission.  Six  days  after  admission 
( July  18,  1938),  the  patient  was  much  improved 

tThere  is  evidence  to  show  that  sulfanilamide  is  also 
effective  against  the  hemolytic  staphylococcus  if  it  is 
given  before  too  much  tissue  destruction  has  occurred ; 
sulfapyridine  is  also  of  value  in  staphylococcic  infections. 


and  was  quite  rational  and  alert.  The  problem  be- 
came one  of  waiting  for  the  infection  to  localize 
sufficiently  to  permit  of  successful  operation  on  the 
depressed  fracture  and  also  to  enable  a probable  left 
frontal  lobe  abscess  to  encapsulate.  On  August  4, 
1938,  twenty-six  days  after  the  injury,  the  depressed 
bone  fragments  were  removed  (avertin-ether  anes- 
thesia) ; the  dura  had  also  been  lacerated  for  a dis- 
tance of  three  centimeters  by  the  sickle.  As  the  de- 
pres.sed  fragments  were  carefully  lifted  out  from  the 
frontal  lobe,  a sudden  flow  of  greenish-white  pus  oc- 
curred, fully  three  ounces  in  amount.  No  definite 
capsule  of  the  abscess  could  be  demonstrated.  No 
cerebrospinal  fluid  leak  occurred,  the  lateral  ventricle 
was  not  opened,  and  the  cerebral  cortex  was  rapidly 
coagulated  to  the  periphery  of  the  dura  b\'  the  electro- 
surgical  current.  A gutta-percha  drain  was  placed 
into  the  abscess  cavity  which  tended  to  fill  in  rapidly. 
The  culture  of  the  pus  from  the  abscess  showed  a 
staphylococcus  (hemolytic)  albus  and  S.  aureus. 
Sulfanilamide  was  continued  for  a few  days  after  op- 
eration and  the  gutta-percha  drain  was  removed  six- 
teen days  after  operation.  He  made  an  uneventful 
recovery  and  is  now  well,  fourteen  months  after 
evacuation  of  the  abscess  and  fifteen  months  after  the 
injury  which  caused  it. 

Comment  (on  Cases  V and  VI). 

The  first  patient  (Case  V)  in  this  series  of  post- 
traumatic  brain  abscesses  shows  quite  clearly  the 
possibility  of  a brain  abscess  developing  from  an 
ordinary  scalp  laceration  with  no  fracture  of  the 
skull  whatever;  the  infection  travels  inward  through 
the  cranial  diploe,  to  the  extra-  and  subdural  spaces 
and  finally,  subcortically,  into  the  brain  itself.  Had 
sulfanilamide  been  available  at  that  time,  recovery 
might  well  have  ensued,  although  the  infection  was  a 
most  virulent  one  when  first  seen,  proceeding,  in  spite 
of  all  possible  drainage,  to  the  type  of  brain  infec- 
tion that  is  almost  always,  if  not  invariably,  fatal: 
multiple  small  brain  abscesses  with  surrounding  .sep- 
tic cerebritis. 

The  second  patient  (Case  VI)  demonstrates  the 
wisdom  of  excising  all  scalp  lacerations  immediately 
down  to  the  skull;  this  would  have  disclosed  the 
underlying  fracture  and  led  to  early  operation, 
although  the  patient  was  at  fault  in  not  disclosing 
the  full  facts  of  the  injury  to  his  physician  when 
he  first  presented  himself  for  treatment  on  the  day 
he  was  injured.  When  first  seen  at  the  University  of 
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Virginia  Hospital,  three  days  after  the  injury,  opera- 
tion was  contraindicated  due  to  the  widespread  in- 
fection w'ith  undoubted  meningitis  and  a probable 
unencapsulated  brain  abscess.  It  was  only  after 
treatment  with  sulfanilamide  and  the  application  of 
hot  boric  dressings  to  the  scalp  for  two  and  one-half 
weeks  that  operation,  with  drainage  of  the  left  fron- 
tal lobe  abscess,  could  be  done.  Even  with  this  treat- 
ment, the  patient  quite  possibly  would  have  suc- 
cumbed from  meningitis  and  a brain  infection,  had  it 
not  been  for  the  supportive  sulfanilamide  therapy. 

D.  0\ER\\'HELMING  PoST-TrAUMATIC  INFECTION 
OF  THE  Brain  ( 1 Case) 

The  final  case  demonstrates  one  of  the  most  severe 
(often  fatal)  types  of  skull  and  brain  injury,  i.e., 
that  which  involves  the  paranasal  sinuses  with  sub- 
sequent meningitis: 


Fig.  10. — Case  VII. — Detailed  view  of  frontal  region  of  skull 
on  admission.  Note  marked  involvement  of  both  frontal 
sinuses  and  ethmoid  region  by  the  fractures.  The  over- 
whelming infection  in  this  case  originated  in  the  widely 
opened  paranasal  sinuses  which  undoubtedly  communicated 
with  the  subarachnoid  spaces  at  the  base  of  the  brain. 

Case  VII. — A colored  man,  aged  thirty,  was  ad- 
mitted to  the  University  of  Virginia  Hosptal  on 
August  25,  1939,  very  seriously  ill,  and  died  the 
next  day.  He  had  been  injured  seven  weeks  before 
admission  in  a combined  train-automobile  accident, 
having  sustained  bursting,  stellate  fractures  of  the 
skull,  the  frontal  sinuses  and  the  ethmoid  sinuses. 


A fracture  of  the  right  femur  and  pelvis  also  had 
occurred,  requiring  a cast.  For  three  weeks  before 
admission  he  had  become  progressively  more  drowsy 
and  semiconscious  with  increasing  fever,  frequent 
chills,  vomiting  and  severe, headache. 

On  admission,  the  patient  was  very  drowsy  and 
disoriented.  There  was  an  actively  draining  sinus 
over  the  right  frontal  region  and  a healed  scar  was 
also  seen  overlying  the  right  frontal  bone.  The  neck 
was  very  spastic.  X-ray  examination  of  the  skull 
disclosed  numerous  bilateral  fractures  throughout 
the  frontal  bones  including  the  right  orbit,  frontal 
and  ethmoid  sinuses  (Fig.  10).  The  nasal  bones  were 
badly  shattered.  The  morning  after  admission  the  pa- 
tient had  a convulsion  involving  chiefly  the  right  side 
of  the  body;  the  temperature  rose  to  105°.  He  was 
transported  to  the  operating  room  and,  without  any 
anesthetic  whatsoever,  the  left  frontal  lobe  was 
tapped  with  a ventricular  needle  in  several  directions. 
No  pus  was  obtained  on  gentle  aspiration  with  a 
syringe.  A collection  of  purulent  fluid  was  found 
which  extended  widely  beneath  the  dura  over  the 
left  cerebrum  (i.e.,  a subdural  abscess).  The  left 
lateral  ventricle  was  tapped  and  definitely  purulent 
fluid  was  recovered  under  greatly  increased  pres- 
sure. Culture  of  this  fluid  for  forty-eight  hours 
in  the  laboratory  was  sterile*.  The  prognosis  was  a 
fatal  one  in  view  of  the  widespread  subdural  and 
intra-ventricular  infection  and  the  patient  died  the 
night  after  operation.  No  autopsy  could  be  obtained. 

Comment:  (Case  VII). 

There  is  now  a routine  order  in  our  Clinic  that 
sulfanilamide  is  to  be  given  to  every  patient  admitted 
with  a head  injury  associated  with  a cerebrospinal 
fluid  leak  through  the  nose  or  ear.  It  is  difficult  to 
see  how  such  an  overwhelming  infection  (Case  VII) 
could  have  been  prevented  at  any  time  as  the  patient 
had  no  definite  depressed  fracture  and  there  was, 
therefore,  no  indication  for  immediate  operation,  un- 
less a cerebrospinal  fluid  leak  with  an  intracranial 
aerocele  had  been  present  at  the  time  of  the  injury. 
There  was  no  evidence  of  these  latter  complications 
on  admission  to  the  University  of  Virginia  Hospital, 
seven  weeks  after  the  injury.  Most  patients  with 
linear  fractures  involving  the  paranasal  sinuses  and 
mastoids,  with  or  without  cerebrospinal  fluid  leaks, 
recover  under  conservative  treatment  only,  the  drain- 

•Quite  occasionally,  a seventy-tiuo-hour  culture  yields 
organisms  not  recoverable  during  the  first  twenty-four  to 
forty-eight  hours. 
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age  of  fluid  through  the  cranial  orifices  usually  ceas- 
ing spontaneously  in  a few  days.  Cerebrospinal  fluid 
leaks  from  the  ear  are,  as  a rule,  less  dangerous  than 
those  from  the  nose;  the  latter  are  occasionally  asso- 
ciated with  an  intracranial  aerocele  which  combina- 
tion frequently  requires  early  operation  with  closure 
of  the  fistula  between  the  subarachnoid  space  and  the 
ethmoid  and  (or)  frontal  sinuses.  It  is  interesting  to 
compare  this  case  (Case  VII)  with  Case  III  in  which 
latter  patient  widespread  opening  of  both  frontal 
sinuses  had  occurred  with  a rather  large  dural  tear  as 
well  and  yet  only  a bony  infection  resulted  (osteomye- 
litis). Once  a suppurative  ependymitis  (ventricu- 
litis), with  or  without  a subdural  abscess  has  de- 
veloped, a fatal  outcome  is  the  rule. 

SuMM.VRY  AND  CONCLUSIONS  : 

1.  The  seven  cases  of  post-traumatic  infection  pre- 
sented in  this  paper  graphically  demonstrate  the 
possible  disastrous  effects  of  infection  of  the  scalp, 
skull,  meninges  and  underlying  nervous  structures. 

2.  Because  of  the  low  incidence  of  shock  in  cases 
of  acute  head  injury  (less  than  10  per  cent)  and 
hence  the  inadvisability  of  delay  in  repairing  scalp 
lacerations  and  compound  depressed  fractures  of  the 
skull  beyond  four  to  six  hours  after  the  injury*,  most 
of  the  instances  of  post-traumatic  infection  are  pre- 
ventable. 

3.  Shock  occurs  infrequently  in  cases  of  acute  head 
injury  unless  there  has  been  (1)  severe  blood  loss 
from  scalp  lacerations  or  elsewhere;  (2)  severe  “as- 
sociated” injuries  of  the  chest,  spine,  extremities,  ab- 
domen, etc.;  (3)  an  overwhelming  brain  injury. 
Even  the  majority  of  patients  in  shock  on  admission 
can  be  relieved  of  it  in  a few  hours  by  the  usual 
measures,  which  will  at  least  permit  of  prompt  and 
proper  repair  of  lacerations  of  the  scalp  and  com- 
pound depressed  skull  fractures  by  adequate  de- 
bridement and  primary  suture  without  drainage. 

4.  The  most  important  single  factor  in  the  suc- 
cessful management  of  acute  head  injuries  is  the 
prevention  of  infection.  The  occasional  extra-  and 
subdural  hemorrhage  must  be  recognized  and  evacu- 
ated immediately  but,  from  the  standpoint  of  num- 
bers alone,  the  prevention  of  infection  (by  prompt 
and  proper  repair  of  lacerations  and  other  open 
wounds  of  the  head)  far  outweighs  the  former  in 
importance.  Unless  the  profession  fully  realize  th6 

*Horrax6  advocates  primary  closure  without  drainage  of 
all  open  wounds  of  the  head,  if  operated  upon  ’within 
i<welve  hours  after  injury. 


low  incidence  of  shock  in  acute  head  trauma,  prompt 
treatment  of  scalp  lacerations  and  other  open  wounds 
of  the  head — i.e.,  within  a very  few  hours  of  the  in- 
jury-— ^will  be  delayed,  with  a resultant  high  per- 
centage of  preventable  instances  of  scalp  infections, 
osteomyelitis,  meningitis,  extra-dural,  subdural  and 
brain  abscesses,  pyogenic  cerebritis,  and  purulent 
ependymitis. 
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Discussion. 

Dr.  C.  C.  Coleman,  Richmond:  Dr.  Meredith  has 
made  a very  timely  argument  in  his  paper  for  careful 
study  of  head  injury  patients  in  the  early  hours  after 
injury.  He  has  emphasized  in  some  detail  the  need  for 
a more  careful  interpretation  of  the  patient’s  general 
condition  with  reference  to  the  presence  or  absence  of 
shock.  There  are  two  errors  seen  in  the  attitude  of  sur- 
geons toward  shock.  In  the  first  place,  it  may  be  assumed 
that  shock  is  present  when  it  is  not,  or  it  may  be  thought 
that  shock  continues  after  it  has  disappeared.  These 
errors  may  lead,  as  Dr.  Meredith  has  stated  so  well,  to 
the  postponement  of  procedures  designed  to  prevent  in- 
fection and  serious  complications  in  open  wounds  of  the 
head. 

Surgery  for  cranial  trauma  has  three  main  objectives: 
first,  prevention  of  infection ; second,  removal  of  a local- 
ized intracranial  hematoma;  and,  third,  elevation  of 
depressed  fractures.  Probably  in  less  than  1 per  cent 
of  cases  is  operation  needed  for  edema  of  the  brain 
unless  it  is  accompanied  by  intracranial  hemorrhage. 
Therefore,  if  one  erroneously  assumes  that  the  patient 
with  an  open  wound  of  the  head,  such  as  a contused 
laceration  or  compound  fracture,  is’ in  shock,  and  delays 
the  necessary  operative  procedure  for  the  prevention 
of  infection,  a contribution  is  made  to  a higher  mortality 
when  mortality  in  such  cases  might  be  avoided.  On  the 
other  hand,  we  should  consider,  as  very  important,  the 
danger  of  subjecting  the  patient  who  is  in  shock  to  any 
operativ'e  procedure  not  necessary  to  control  obvious 
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hemorrhage.  In  the  stage  of  shock  all  treatment  should 
be  directed  to  the  alleviation  of  this  condition.  Not 
only  are  operative  procedures,  such  as  suture  of  lacera- 
tions or  attempts  to  elevate  a depressed  fracture,  harm- 
ful to  the  patient  when  he  is  in  shock,  but  exhaustive 
examinations  and  particularly  X-ray  studies  should  be 
delayed  until  the  patient  has  recovered  from  shock. 

For  many  years  we  have  used  blood  pressure  estima- 
tion to  determine  presence  of  shock,  and  when  the  patient 
is  in  shock  the  examination  consists  only  of  a rapid  sur- 
vey of  the  patient  as  a whole  without  disturbing  him. 
The  condition  of  the  pupils  with  reference  to  response 
to  light  and  inequality  should  be  noted.  Obvious  hemor- 
rhage should  be  stopped  by  simple  methods.  Gross  in- 
juries to  the  chest  and  long  bones  can  be  detected  with 
little  disturbance  of  the  patient. 

I should  like  to  emphasize  what  Dr.  Meredith  has 
stated — that  shock  is  not  necessarily  a complement  of 
head  injury.  In  a series  of  1,078  consecutive  cases 
analyzed  for  the  meeting  of  the  Southern  Surgical  Asso- 
sociation  in  1937,  we  found  that  shock  was  present  in 
only  6 to  7 per  cent  of  the  entire  series  and  when  shock 
was  present  it  nearly  always  was  due  to  severe  asso- 
ciated injuries  of  the  chest,  long  bones,  or  injury  to  the 
abdominal  viscera.  If  shock  is  present  in  the  average 
case  of  head  trauma,  the  surgeon  would  do  well  to  search 
for  associated  injuries. 

While  head  injuries  may  be  associated  with  injuries 
in  many  other  parts  of  the  body,  we  have  learned 
from  experience  over  many  years  to  suspect  certain 
combinations  of  injuries.  If  the  patient  has  a head 
injury  with  an  associated  injury  of  the  upper  arm,  shoul- 
der or  shoulder  girdle,  an  injury  to  the  cervical  spine 
always  should  be  suspected,  due  to  the  convergence  of 
the  forces  toward  the  cervical  spine.  This  combination 
of  injuries  of  the  head,  shoulder  and  cervical  spine  has 
frequently  been  seen  in  the  clinics  of  the  Medical  Col- 
lege of  Virginia  and  the  University  of  Virginia.  Dr. 
Meredith  has  discussed  the  frequency  of  this  combination 
of  injuries  in  a recent  paper. 

Inasmuch  as  surgery  of  cranial  trauma  is  done  in  the 
large  majority  of  cases  for  the  prevention  of  infection, 
it  is  highly  important  that  such  operation  be  done  before 
the  contaminated  wound  becomes  actively  infected.  In 
order  to  select  the  appropriate  time  for  operation  one 
must  be  alert  as  to  the  patient’s  general  condition,  with 
particular  reference  to  the  state  of  shock. 

Dr.  M.  H.  Todd,  Norfolk:  I am  more  interested  in 
the  healing  of  wounds  than  anything  else  and  I should 
like  to  ask  Dr.  Coleman  if  he  would  tell  us  what  to  do 
when  the  patient  is  in  shock  and  for  that  reason  these 
open  wounds  or  lacerations  of  the  scalp  have  to  be  left 
alone.  Is  it  the  correct  procedure  to  put  on  a mild  an- 
tiseptic dressing  and  wait  for  the  next  day?  He  has 
called  attention  to  cases  where  an  immediate  operation 
cannot  be  done.  What  is  the  correct  procedure:  local 
mild  antiseptic  dressings? 


Dr.  Coleman  : If  the  patient  is  in  shock,  we  put  on  a 
dressing  usually,  probably  boric  acid,  and  in  our  dis- 
infecting of  these  wounds  we  use  large  quantities  of  any 
simple  solution,  such  as  salt  solution  or  boric  acid  solution, 
but  we  never  attempt  to  disinfect  with  any  of  the  strong 
chemical  disinfectants. 

Dr.  R.  L.  Raiford,  Franklin:  Several  years  ago,  it 

was  my  good  fortune  to  attend  a lecture  at  the  Medical 
College  of  Virginia,  which  drove  home  to  my  mind  the 
importance  of  doing  a thorough  debridement  and  clean- 
ing of  wounds  of  the  scalp  with  normal  saline  solution. 
Since  we  have  adopted  this  method  we  have  never  had 
a serious  infection.  I feel  indebted  to  Dr.  Coleman  and 
his  associates  for  this  one  very  simple  idea,  and  wish 
every  general  practitioner  who  comes  in  contact  with 
such  wounds  could  also  have  this  thought  driven  home. 
It  is  so  simple  and  saves  so  many  future  complications 
from  infection.  Strong  antiseptics  are  not  used  in  such 
wounds,  since  experience  has  taught  us  that,  though  they 
may  kill  bacteria,  they  also  devitalize  tissue  and  retard 
rather  than  augment  the  healing  process. 

Dr.  Meredith,  closing  the  discussion:  I want  to  thank 
the  discussers  for  their  helpful  comments. 

We  usually  regard  three  conditions  as  being  capable 
of  producing  shock  in  certain  patients  with  acute  head 
injury  and  in  them,  therefore,  immediate  debridement 
and  repair  of  scalp  lacerations  and  compound  depressed 
fractures  cannot  be  carried  out:  (1)  severe  blood  loss, 
from  the  scalp  or  elsewhere;  (2)  severe  associated  in- 
juries of  the  chest,  spine,  abdomen,  extremities,  etc.,  as  em- 
phasized by  Dr.  Coleman;  (3)  overwhelming  brain  in- 
jury, the  patient  usually  being  profoundly  unconscious, 
with  widely,  dilated  fixed  pupils,  possibly  bleeding  from 
the  cranial  orifices,  etc.  It  requires  a nice  judgment  in 
these  cases  to  determine  when  the  optimum  time  for  re- 
pair of  open  wounds  of  the  head  has  arrived,  in  any  in- 
dividual patient. 

However,  in  several  analyses  made  in  our  Clinics  in 
the  last  few  years  relating  to  acute  head  injury,  it  was 
found  that,  whether  the  patients  had  a fracture  of  the 
skull  or  not,  whether  associated  injuries  were  present 
or  not — in  a word,  in  any  large  series  of  unselected 
head  injuries — the  incidence  of  shock  on  admission 
to  the  hospital  was  always  well  below  ten  per  cent; 
usually  it  was  about  six  or  seven  per  cent.  The  practical 
importance  of  this  fact  in  permitting  the  early  repair  of 
open  wounds  of  the  head,  with  concomitant  prevention 
of  such  infections  as  described  in  this  paper,  cannot  be 
over-estimated. 

Two  final  points  concerning  concussion  of  the  brain: 
(1)  Any  patient  with  a definite  history  of  unconsciousness 
should  be  required  to  remain  in  the  hospital  over-night; 
this  is  an  invariable  rule  with  us;  (2)  X-rays  of  the 
skull  are  always  (without  exception)  taken  on  all  pa- 
tients who  have  been  rendered  unconscious,  not  neces- 
sarily at  the  time  of  admission,  but  always  before  leav- 
ing the  hospital. 
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THE  RHEUMATIC  PROBLEM.* 


John  R.  Hamilton,  M.D., 

Nassawadox,  V^irginia. 


In  recent  years  there  has  been  a growing  recogni- 
tion of  and  concern  with  the  rheumatic  problem. 
This  problem  has  been  created  by  a wide  variety  of 
conditions  with  common  s)Tnptoms  of  pain  some- 
where about  the  joints,  meaning  mainly  atrophic 
arthritis,  hypertrophic  arthritis,  fibrositis,  trauma, 
gout,  infectious  arthritis  and  rheumatic  fever.  It  is 
that  field  of  conditions  known  generally  by  laymen 
in  America  as  “rheumatism”. 

Convincing  proof  that  “rheumatism”  really  de- 
serves attention  as  a medical  and  economic  problem 
can  be  found  in  the  many  publications  of  clinical 
contributions  and  experimental  investigations  covered 
in  the  five  reviews  published  by  the  American  Com- 
mittee for  Control  of  Rheumatism.^-  2-  ■*-  ^ These 

reviews  are  annual  correlated  synopses  of  the  signifi- 
cant literature  published  in  English  on  “rheumatic 
diseases”.  From  them  the  following  pertinent  data 
have  been  selected. 

A disease  becomes  a social  problem  when  the  per- 
son affected  is  either  a danger  or  a burden  to  his 
fellow  citizens.  Disease  becomes  an  industrial  prob- 
lem when  it  leads  to  disorganization  of  industry  by 
causing  frequent  or  prolonged  absences  of  employees 
from  their  work.  In  communities  where  surveys  have 
been  made  “rheumatism”  was  one  of  the  outstanding 
causes  of  disability.  It  is  the  morbidity  rather  than 
its  mortality  that  is  productive  of  such  an  enormous 
economic  loss  the  degree  of  which  has  until  recently 
not  been  appreciated. 

The  Metropolitan  Life  Insurance  Company’s 
figures,  quoted  in  1935,  covering  sickness  prevailing 
at  a given  time  showed  that  164.4  persons  per  100,- 
000  were  reported  as  suffering  from  “rheumatism”. 
This  disease  group  accounted  for  nearly  9 per  cent 
of  all  cases  of  illness. 

The  same  review  reported  a study  conducted  at 
Hagerstown,  Maryland,  by  the  United  States  Public 
Health  Service  which  included  all  illnesses  over  a 

*Read  before  the  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina  at  Virginia  Beach,  Va., 
December  13,  1939. 

It  was  emphasized  in  discussion,  for  which  the  author 
wishes  to  express  appreciation,  that  “rheumatism”  is  the 
broad  general  term  for  use  by  laymen;  while  profes- 
sionally the  term  “rheumatism”  has  no  meaning  because 
each  case  must  be  diagnosed  as  specifically  as  possible 
as  atrophic  arthritis,  hypertrophic  arthritis,  fibrositis,  etc. 


long  period  of  time  showing  the  annual  rate  of 
sickness  caused  by  articular  rheumatism  and  gout 
were  16.6  per  1,000.  In  addition  such  illnesses  as 
muscular  rheumatism,  lumbago  and  associated  con- 
ditions numbered  3 per  1,000.  Here  again  “rheu- 
matism” in  general  caused  more  illness  than  any 
other  disease  of  long  duration,  totaling  19.6  per 
1,000,  compared  with  heart  disease  10.1,  arterio- 
sclerosis 1.2,  cerebral  hemorrhage  0.7,  paralysis  1.5, 
cancer  1.3,  and  diabetes  0.9.  An  estimation  in  the 
1935  review  is  that  in  the  United  States  in  1932 
chronic  rheumatic  diseases  caused  a loss  of  7,500,- 
000  weeks  of  work  annually  and  more  than  $200,- 
000,000. 

“Rheumatism”  apparently  knows  no  boundaries 
of  climate  or  geography  and  few  indeed  are  the  coun- 
tries not  widely  affected  thereby.  In  a Massachusetts 
survey,  “rheumatism”  was  more  prevalent  in  rural 
than  the  urban  communities.  Among  persons  whose 
economic  status  was  poor,  the  incidence  was  nearly 
twice  as  high  as  among  the  well-to-do.  This  survey 
further  showed  that  about  four-fifths  of  the  poor  and 
one-half  of  the  well-to-do  people  suffering  with 
“rheumatism”  were  not  under  the  care  of  physicians. 

From  publications  in  England  information  was 
gathered  that  occupational  factors  play  a definite 
role  in  the  incidence  of  rheumatic  disease.  It  was 
noted  that  coal  miners  and  others  who  worked  un- 
derground at  warm  temperatures  and  high  humidities 
are  50  per  cent  less  subject  to  atrophic  and  hyper- 
trophic arthritis  than  the  general  male  population  of 
Buxton,  England,  but  are  50  per  cent  more  prone  to 
fibrositis.  Stokers  and  others  engaged  in  “hot  occu- 
pations” seem  less  susceptible  to  atrophic  or  hyper- 
trophic arthritis,  rheumatic  fever,  or  fibrositis,  but 
seem  prone  to  gout.  Outdoor  workers  suffered  oftener 
from  atrophic  arthritis  and  from  rheumatic  fever; 
indoor  workers  from  hypertrophic  arthritis  and  some 
fibrositis. 

Of  all  patients  admitted  in  1933  to  accredited 
hospitals  in  the  United  States,  97,984,  or  1.39  per 
cent,  were  admitted  because  of  “arthritis  or  rheu- 
matic disease”.  Another  survey  calculated  the  in- 
cidence of  “chronic  arthritis  and  rheumatic  diseases” 
as  22.18  per  1,000  persons  or  2.2  per  cent  of  the 
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population  of  which  more  than  1 per  cent  had  “dis- 
abling” rheumatism  and  0.85  per  cent  were  “bed- 
ridden”. Based  on  these  figures  it  was  calculated  that 
about  2,700,000  of  the  120,000,000  population  are 
affected  with  chronic  rheumatic  diseases,  of  whom 

1.230.000  are  “disabled”  and  1,020,000  have  been 
bedridden  at  some  time  or  other. 

The  results  of  a house  to  house  canvas  by  the 
United  States  Public  Health  Service  in  1935-36  of 

800.000  families  comprising  2,800,000  persons  in 
eighty-three  cities  and  twenty-three  rural  areas  in 
nineteen  states  indicates  that  among  the  chronic  dis- 
eases of  the  United  States  “rheumatism”  ranks  first 
in  prevalence,  second  in  producing  disability,  second 
in  producing  permanent  disability  and  fourteenth  in 
causing  death.  It  further  establishes  that  there  are 
almost  twice  as  many  cases  of  “rheumatism”  as  its 
nearest  rival,  heart  disease,  more  than  seven  times 
as  many  of  “rheumatism”  as  “cancer  and  other 
tumors”,  ten  times  as  much  “rheumatism”  as  tuber- 
culosis in  all  its  forms,  and  more  than  ten  times  as 
much  “rheumatism”  as  diabetes. 

“Rheumatism”  was  responsible  for  more  days  lost 
from  work,  97,200,000,  than  any  other  chronic  dis- 
ability e.xcept  “nervous  and  mental  diseases”.  Days 
of  work  lost  from  heart  disease  were  95,200,000. 
“Rheumatism”  produced  more  than  twdce  as  much 
disability  as  tuberculosis.  It  made  more  invalids 
than  any  other  chronic  disease  except  mental  and 
nerv'ous  diseases.  “Rheumatism”  produced  more  in- 
valids than  did  heart  disease  and  twice  as  many  as 
all  types  of  tuberculosis. 

In  this  national  survey  “rheumatism”  included 
arthritis,  gout,  neuralgia,  neuritis,  lumbago  and 
others.  The  significance  of  these  figures  is  not  mini- 
mized by  suggesting  that  perhaps  most  of  the  cases 
were  hypertrophic-osteo-arthritis  in  the  elderly,  be- 
cause about  50  per  cent  of  the  surveyed  group  were 
under  forty-five  years,  and  70  per  cent  were  under 
fifty-five  years  of  age.  The  report  concluded  with  an 
estimation  that  annually  about  1,500,000  persons  in 
the  United  States  are  disabled  by  “arthritis”  and  in 
addition  1,750,000  persons  are  annually  disabled  by 
neuralgia,  neuritis,  and  lumbago.  In  addition  to 
being  the  “King  of  Misery”  these  statistics  estab- 
lish “rheumatism”  as  a major  social  and  industrial 
problem. 

Slowly  but  inevitably  we  in  America  are  develop- 
ing a more  social  point  of  view  from  which  we  are 
beginning  to  regard  more  and  more  problems.  When 


it  is  only  a case  of  my  joints  aching  and  my  doctor 
who  does  or  doesn’t  give  me  relief  it  is  a small  per- 
sonal problem.  But  when  one  considers  all  the  time 
and  money  lost  through  “rheumatism”  and  the  bad 
effect  on  industry  and  national  prosperity  it  broadens 
out  into  an  acute  national  problem.  We  are  all,  es- 
pecially physicians,  prone  to  pessimism  when  dis- 
cussing possible  solutions.  We  are  too  exacting  and 
delay  action  in  seeking  the  perfect  solution.  Un- 
fortunately one  problem  leads  to  another,  but  it  is  a 
mistake  to  become  so  immersed  in  the  problems  that 
we  don’t  take  active  steps  to  remedy  the  existing  de- 
fect. In  other  words,  this  problem  should  be  turned 
into  a project  and  the  physicians  are  the  best  group 
to  undertake  it.  This  will  entail  a lot  of  hard  work, 
cooperation  and  some  financial  outlay  but  it  will 
strengthen  the  position  of  physicians  as  leaders  in 
national  welfare  and  will  help  educate  the  public  to 
have  a higher  regard  for  expert  medical  attention. 
The  widespread  existence  of  “rheumatism”  and  its 
disastrous  results  should  be  made  familiar  to  every- 
one so  that  a wholesale  desire  will  be  created  for 
early  diagnosis  and  skilled  treatment.  When  these 
two  basic  measures,  early  diagnosis  and  skilled  treat- 
ment, have  been  established  and  carried  on  for  some 
time,  we  will  be  better  able  to  judge  how  much 
permanent  disability  can  be  prevented.  In  addition 
to  the  problem  of  education,  physicians  as  well  as 
everyone  else  will  have  to  face  at  the  beginning  of  the 
planning  the  question  of  those  financially  as  well  as 
physically  disabled. 

One  of  the  first  steps  necessary  to  successfully 
handling  the  rheumatic  problem  and  especially  that 
of  early  diagnosis  is  the  adoption  and  use  of  stand- 
ard classifications.  These  standard  terms  should  be 
used  nationally  and,  if  possible,  internationally,  to 
ensure  mutual  understanding.  “Rheumatism”  in  its 
broad  sense  is  a splendid  disease  picture  which  the 
patient  can  be  taught  to  recognize  in  its  early  stages 
from  its  symptoms  and  to  seek  early  medical  advice. 
But  before  beginning  treatment  the  physician  must 
classify  as  correctly  as  possible  the  specific  disease 
affecting  the  patient  because  the  procedures  to  be 
followed  in  gout,  hypertrophic  arthritis,  atrophic 
arthritis,  or  the  other  forms  differ. 

In  order  to  diagnose  and  classify  the  rheumatic 
case  and  instigate  proper  treatment  without  delay  the 
physician  frequently  needs  a greater  latitude  than  is 
available.  A basic  history  and  a thorough  physical 
examination  with  the  individuality  of  the  patient 
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and  his  peculiar  problems  taken  into  consideration 
are  essential.  But  the  physician  must  have  available 
certain  laboratory  facilities  which  include  the  usual 
basic  blood  and  urine  studies  and  when  indicated  for 
the  rheumatic  case  blood  uric  acid  studies,  blood 
cultures,  sedimentation  rate  and  finger  nail  studies 
for  cystine  content.  In  addition  the  case  may  require 
well  taken  and  correctly  interpreted  X-ray  studies,  a 
basal  metabolic  rate  or  other  procedures.  At  this 
point  the  perplexing  questions  begin  to  arise.  These 
facilities  which  are  agreed  upon  as  necessary  involve 
a great  amount  of  expense  to  the  physician  and  to  the 
patient.  There  is  a large  group  of  patients  that  if 
educated  to  see  the  wisdom  of  the  necessary  diagnos- 
tic process  can  afford  the  necessary  investigations. 
But  the  incidence  of  “rheumatism”  was  found  to  be 
nearly  twice  as  high  among  the  poor  ,as  among  the 
well-to-do.  How  can  we  arrange  that  those  who  are 
unable  to  pay  the  increased  costs  or  those  who  can- 
not meet  any  costs  shall  have  available  all  necessary 
facilities  for  early  and  correct  diagnosis?  It  is  espe- 
cially this  group  of  patients  who  make  “rheumatism” 
a national  social  and  industrial  problem. 

It  is  neither  reasonable  nor  just  to  demand  that  all 
physicians  install  all  of  the  equipment  listed  above 
unless  they  can  expect  a fair  return  on  the  invest- 
ment. This  problem  can  be  met  by  overcharging  those 
who  can  afford  to  pay  until  their  fees  cover  the  short- 
age caused  by  those  unable  to  pay.  .\nother  possi- 
bility is  to  equip  a few  physicians  to  handle  large 
numbers  of  patients  with  some  plan  of  subsidy  which 
would  cover  those  cases  which  can  only  pay  partial 
fees  or  no  fees  at  all.  One  means  of  securing  finan- 
cial aid  is  by  private  contributions  through  the  for- 
mation of  non-profit  rheumatic  associations  which 
would  collect  money  through  drives  and  use  this 
money  to  defray  the  costs  of  those  patients  unable  to 
pay.  Another  possibility  is  to  have  these  expenses 
subsidized  by  the  county,  the  state  or  the  national 
government  or  a combination  of  the  three. 

Closely  allied  with  the  problems  of  diagnosis  are 
those  of  treatment.  Rheumatic  treatment  is  a wide 
field  and  the  investigation  of  it  is  incomplete  but 
many  feel  that  in  actual  practice  treatment  probably 
lags  behind  present-day  knowledge.  It  is  difficult  to 
judge  the  value  of  a new  form  of  treatment  and  to 
give  it  its  due  place  in  the  practical  management  of 
rheumatism.  Sometimes  new  ideas  are  adopted  mere- 
ly because  they  are  different.  On  the  other  hand, 
some  ineffective  measures  remain  in  practice  solely 


because  they  have  become  a part  of  routine.  There 
are  some  fundamental  principles  that  are  omitted 
because  their  application  is  not  practical  at  present. 

Rest  is  a fundamental  principle  that  is  still  uni- 
versally recognized  as  having  the  utmost  value.  This 
means  complete  physical  relaxation  and  dis-associa- 
tion  from  worry.  But  there  are  very  few  times  when 
this  primary  necessity  can  be  accomplished  at  home 
under  favorable  conditions  and  it  is  absolutely  im- 
possible under  adverse  home  conditions.  General 
nutritional  measures  are  often  equally  difficult  to  ob- 
tain. 

Here  again  the  paramount  factor  is  the  expense 
involved.  At  present  most  institutions  are  so  pressed 
that  they  can  only  take  care  of  emergencies  without 
funds  and  cannot  undertake  to  provide  for  long 
chronic  illnesses.  As  has  been  said  before,  many 
rheumatic  patients  can  pay  for  minor  illnesses  but 
cannot  afford  indefinite  hospitalization.  Rheumatic 
treatment  consists  of  many  measures  equally  neces- 
sary as  rest,  medication,  different  types  of  intrave- 
nous, subcutaneous  and  intramuscular  therapy,  ortho- 
pedic measures,  removal  of  foci  of  infection  and 
physical  therapy.  All  of  this  causes  a long  period 
of  inactivity  and  involves  financial  outlay. 

And,  again,  a problem  presents  itself  a second 
time  because  some  types  of  treatment  which  are  in- 
dicated in  a great  many  cases  are  not  generally  ac- 
cessible. This  is  often  true  of  physical  therapy  and 
orthopedic  procedures.  Subsidized  institutions  might 
be  a means  of  providing  adequate  treatment  to  the 
large  number  of  disabled  “rheumatic”  patients.  In- 
stitutional treatment  might  insure  better  control  of 
the  rheumatic  patient  by  removing  him  from  disturb- 
ing home  factors.  It  might  also  provide  occupational 
therapy. 

While  the  aim  should  be  to  prevent  deformity, 
delay  of  the  patient  in  seeking  medical  aid  or  some 
other  factors  sometimes  makes  this  impossible,  but 
he  can  be  taught  to  adjust  his  life  to  meet  his  altered 
capacity.  At  the  same  time  he  needs  to  be  re-educated 
so  he  will  have  an  optimistic  outlook  in  general  but 
will  be  prepared  for  and  alert  to  recurring  symptoms 
and  will  again  seek  treatment. 

“Rheumatism”  has  been  with  us  in  its  various 
forms  long  enough  to  show  clearly  that  it  is  not  a 
group  of  diseases  that  will  disappear  of  their  own 
accord.  Evidence  in  fossil  form  demonstrates  that  it 
occurred  in  animals  ten  and  fifteen  million  years  ago, 
continuing  through  the  age  of  reptiles  and  the  early 
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evidence  of  man.  Possible  indirect  evidence  is  the 
importance  which  the  Greeks  and  Romans  placed 
upon  hydrotherapeutic  measures  perhaps  in  an  effort 
to  seek  relief  from  “rheumatism”. 

“Rheumatism”  as  one  of  the  oldest  enemies  of 
mankind  deserves  to  be  dealt  with  energetically. 
Nothing  will  be  accomplished  by  onl}’  passive  words 
of  approval.  More  and  more  data  are  being  col- 
lected which  will  eventually  force  wholesale  acknowl- 
edgment of  the  need  for  action  and  the  demand  will 
come  from  all  for  early  diagnosis  and  treatment 
rather  than  the  isolated  cries  heard  at  present.  It  is 
much  better  that  physicians  as  a whole  take  the  lead 
now  rather  than  answer  the  demand  later. 

In  our  own  communities  in  North  Carolina  and 
Virginia  no  attempt  has  been  made  to  judge  the  ex- 
tent of  the  rheumatic  problem.  The  first  need  is  for 
surveys  to  accurately  measure  the  present  status  and 
to  form  committees  to  estimate  our  needs  and  plan 
remedial  steps.  The  Seaboard  Medical  Society  has 
always  maintained  a progressive  outlook  and  it  is 
my  sincere  hope  that  you  will  see  fit  to  accept  this 
project  as  one  in  line  with  your  progressive  policy. 
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ENDOCRINOLOGY  BRIEFS. 
The  Parathyroid  Glands. 


John  P.  Lynch,  M.D., 

Richmond,  Virginia. 


Because  of  their  small  size,  hidden  location  and 
complicated  function  the  parathyroid  glands  were 
not  discovered  until  1862  when  Owen  first  observed 
them  in  a rhinoceros.  Virchow  described  them  in 
man  a year  later.  It  was  not  until  1888  that  Sand- 
strom  really  recognized  them  as  separate  from  the 
thyroid  gland.  In  1923  the  hormone  was  first 
isolated. 

There  are  four  different  types  of  cells  in  the 
glands  but  their  functional  significance  is  unknown. 
The  average  number  of  glands  is  four  but  as  many 
as  twelve  have  been  reported.  They  are  normally 
located  on  the  posteromedial  surface  of  the  thyroid 
at  the  junction  of  the  upper  and  middle  thirds  of  the 
lateral  lobes.  As  their  number,  so  their  location  is 
extremely  variable  from  various  parts  of  the  neck 
to  the  thorax. 


Whether  or  not  the  parathyroid  is  under  the  con- 
trol of  the  pituitary  gland  is  still  doubtful.  The 
hormone  of  the  parathyroids  has  been  extracted  only 
in  impure  form.  The  parathyroids  are  essential  to 
life.  Their  hormone  controls  the  calcium-phosphorus 
levels  and  ratio  in  the  blood  and  secondarily  in  the 
bones  and  other  tissues  of  the  body.  Overactivity 
or  tumor  formation  of  the  parathyroids  is  respon- 
sible for  certain  disorders  while  underactivity  or 
absence  of  the  glands  is  responsible  for  syndromes  of 
an  entirely  different  nature. 

H\per[)arathyroidism  is  a rare  disease.  It  was 
first  adequately  described  by  von  Recklinghausen 
in  1891  and  the  disease  resulting  therefrom,  osteitis 
fibrosa  cystica,  still  bears  his  name.  The  disease 
occurs  most  frequently  in  the  middle  of  life  though 
there  have  been  cases  reported  from  infancy  to  old 
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age.  It  is  characterized  by  multiple  cysts  and  tumors 
of  the  bone  with  decalcification  and  general  soften- 
ing of  the  skeleton.  There  is  an  elevation  of  the 
blood  calcium  from  normal  of  10  mg.  to  as  high 
as  29  mg.  per  cent,  with  increased  urinary  calcium 
excretion.  This  frequently  results  in  urinary  calculi. 
The  blood  phosphorus  levels  are  as  low  as  1.5  mg. 
to  2.5  mg.  w'here  normal  level  is  above  3 mg.  per 
cent.  There  are  general  weakness  and  loss  of  mus- 
cular tone.  Joint  and  bone  aches  with  spontaneous 
fractures  are  common.  S\Tnptoms  of  urinary  calculi 
occur  in  many.  This  association  of  hyperparathy- 
roidism with  urinary  calculi  is  so  striking  that  the 
finding  of  urinary  calculus  should  at  least  suggest 
the  possibility  of  this  disease.  Phosphatase,  an 
enzyme  capable  of  splitting  organic  phosphorus 
compounds,  is  normally  2 to  4 Bodansky  units  but 
in  hyperparathyroidism  may  reach  20  units. 

.'Ubright  has  shown  that  a deficient  ability  of  the 
kidneys  to  excrete  phosphorus  is  related  to  para- 
thyroid hyper-function.  It  seems  that  the  kidneys 
in  hyperparathyroidism  undergo  interstitial  destruc- 
tion which  is  followed  by  calcium  deposit. 

The  treatment  consists  of  removing  the  overactive 
gland.  Once  the  diagnosis  is  established,  surgical 
exploration  is  justified.  Immediate  postoperative 
tetany  should  be  anticipated  and  emergency  control 
planned.  X-ray  radiation  therapy  remains  in  the 
field  of  research. 

Hypoparathyroidism  represents  the  opposite  phys- 
iological imbalance  and  produces  hyperexcitability 
of  the  nervous  system  and  painful  intermittent 
spasms  of  the  muscles.  The  blood  calcium  is  below 
8 mg.  per  cent,  and  the  phosphorus  is  high.  The 
disorder  occurs  after  trauma  or  removal  of  parathy- 
roid glands  during  thyroidectomy  or  it  may  be  idio- 
pathic. X-ray  radiation  has  recently  been  reported 
by  French  writers  as  a rare  cause.  Of  course,  not 
all  tetany  is  a result  of  parathyroid  deficiency.  Dep- 
rivation of  calcium  and  vitamin  D,  diarrhoea, 
hyperv'entilation,  ingestion  of  large  amounts  of 
sodium  bicarbonate  are  all  potential  causes.  Tetany 
is  characterized  by  carpopedal  spasms  (Trousseau’s 
sign),  facial  spasms  (Chvostek’s  sign),  laryngo- 
spasm  and  generalized  convulsions.  The  fingernails 
become  brittle  and  the  teeth  develop  pit-like  depres- 


sions of  the  enamel.  Bilateral  cataracts  are  fre- 
quently a complication. 

Treatment  of  acute  tetany  consists  of  intravenous 
injection  of  at  least  one  gram  of  calcium  chloride, 
preferably  diluted  to  .5  per  cent  in  normal  saline. 
Calcium  gluconate  in  10  per  cent  to  20  per  cent 
solution  is  probably  safer.  Parathyroid  extracts 
(Parke,  Davis,  Lilly,  Squibb)  are  of  equal  potency 
and  may  be  used  50  to  100  units  daily  to  sustain  the 
calcium  levels  in  the  chronic  forms.  A cumulative 
effect  makes  the  careful  regulation  of  the  dosage 
important.  A diet  high  in  calcium  low  in  phos- 
phorus is  helpful.  Unfortunately,  continued  use  of 
the  extracts  results  in  decreased  potency  and  are 
therefore  not  very  satisfactory. 

Ohio  State  University  workers  have  recently  re- 
ported tissue  culture  and  transplantation  of  para- 
thyroid glands  to  a patient  with  post-thyroidectomy 
hypoparathyroidism  and  tetany.  She  was  restored  to 
complete  physiological  and  clinical  balance  and 
health. 

Within  the  pa.st  two  years  dihydrotachysterol,  re- 
lated to  viosterol,  has  proven  of  great  value  in  the 
management  of  chronic  hypoparathyroidism.  The  drug 
raises  the  blood  calcium  level,  indeed  to  the  hyper- 
calcemic  stage,  if  the  dosage  is  not  carefully  regulated. 
A sensitive  test  for  determining  the  urinary  calcium 
has  been  devised.  A patient  with  parathyroid  tetany 
has  no  calcium  in  the  urine.  When  given  the  usual 
dose  of  3 cc.  dihydrotachysterol  daily,  soon  the  urine 
shows  a cloudy  precipitate  when  treated  with  the 
oxalate  solution  of  Sulkowitch.  A slightly  cloudy 
precipitate  indicates  that  the  serum  calcium  is  within 
normal  range.  A milky  one  indicates  dangers  of 
hypercalcemia.  The  dose  is  then  lowered  to  1 cc. 
three  to  five  times  weekly.  The  patient  is  taught 
to  regulate  his  dose  by  urine  tests  as  the  diabetic 
is  taught  the  regulation  of  his  diet  and  insulin.  Thus 
the  management  of  another  serious  endocrine  dis- 
turbance may  soon  be  simplified  to  a practical  basis. 

1000  West  Grace  Street. 


Editor’s  Note:  Fourth  in  a series  of  brief  summaries  of 
our  present  knowledge  of  a rapidly  changing  field  of 
diagnosis  and  therapy. 
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MEDICAL  ASPECTS  OF  PRIMARY  NEOPLASM  OF  THE  LUNG— 
AN  ANALYSIS  OF  THIRTY  CASES.* 


Wm.  H.  Higgins,  M.D., 

Richmond,  Virginia. 


During  the  past  two  decades  a new  impetus  has 
been  given  to  the  stud\'  of  neoplastic  changes  in 
lungs  and  bronchi.  With  the  advent  of  the  broncho- 
scope and  the  recent  advances  in  thoracic  surgery 
there  is  now  a more  advantageous  approach  to  the 
intelligent  management  of  this  disease  than  has 
hitherto  been  possible.  It  is  obvious  that  these 
achievements  will  fulfill  their  objectives  only  in 
those  cases  where  the  attending  physician  has  recog- 
nized the  pulmonary  lesion  in  its  incipiency.  A 
critical  study,  therefore,  of  the  clinical  manifestations 
as  well  as  the  physical  findings  should  prove  helpful 
in  arriving  at  an  earlier  diagnosis  and  consequently 
should  increase  the  percentage  of  operable  cases. 

Although  the  purpose  of  this  paper  does  not  in- 
clude a discussion  of  the  pathologic  types  of  lung 
tumors,  the  recent  study  by  Womack  and  Graham^ 
indicates  that  many  of  these  growths  were  originally 
benign  mixed  tumors  which  underwent  malignant 
changes  as  a later  phase  in  their  development.  A 
restudy  of  the  physical  diagnosis  of  chronic  pul- 
monary diseases  is  therefore  essential  in  the  early 
recognition  of  this  lesion. 

Historical. \ We  are  indebted  to  Bell  who,  in 
1846,  made  the  first  clinical  diagnosis  of  a pul- 
monary neoplasm.  However,  the  honor  of  having 
first  described  a case  belongs  to  Morgagni®  who, 
in  1761,  presented  an  instance  in  which  necropsy 
revealed  an  ulcus  cancrosum  of  the  lung.  By  1787 
Reinhardt^  collected  twenty-eight  cases  from  the 
literature  and  in  1904  Sehrt  gathered  177  instances 
from  medical  writings.  The  first  outstanding  Ameri- 
can contribution  to  the  subject  was  Adler’s  Mono- 
graph,® published  in  1912,  in  which  374  cases  were 
tabulated.  S>Tnmers’  of  Bellevue  Hospital  dis- 
covered three  cases  in  5,000  autopsies  prior  to  1917 
and  twenty-nine  in  6,000  autopsies  during  the  period 
from  1919  to  1925.  Bonner,®  in  1930,  concluded 
that  primary  carcinoma  of  the  lung  accounts  for 

*From  the  Department  of  Medicine,  Hospital  Division 
of  the  Medical  College  of  Virginia,  and  St.  Elizabeth’s 
Hospital. 

tA  complete  bibliography  on  pulmonary  neoplasms  can 
be  found  in  the  excellent  Monograph  by  Edwin  J.  Simons: 
Primary  Carcinoma  of  the  Lung.  The  Year  Book  Pub., 
1937. 


5-10  per  cent  of  all  deaths  from  cancer.  Most 
comprehensive  of  American  studies  concerning  the 
increased  incidence  of  pulmonary  carcinomas  is  that 
of  Rosahn^  based  on  records  from  the  Boston  City 
Hospital.  He  found  that  from  1910  to  1921  in 
3,004  adult  autopsies  there  were  314  cancer  cases, 
including  twenty-one  cancers  primary  in  the  lung, 
an  incidence  of  0.7  per  cent  of  all  autopsies,  or 
6.69  per  cent  of  all  carcinomas.  His  analysis  shows 
that  from  1925  to  1928  the  percentage  of  all  car- 
cinomas in  the  total  necropsies  increased  20  per 
cent  from  10-29  to  12.35  per  cent.  The  percentage 
of  total  necropsies  revealing  carcinomas  of  the  lung, 
however,  increased  81  per  cent — four  times  the  per- 
centage increase  of  all  carcinomas! 

Sufficient  evidence  has  now  accumulated  due  to 
the  recent  intensive  study  of  this  problem  in  various 
clinics  to  establish  its  numerical  relationship  to 
carcinomas  affecting  other  organs  in  the  body. 
Wells’®  records  from  Cook  County  Hospital  show 
a total  of  403  cancer  cases  involving  thirteen  dif- 
ferent sites,  17  or  4.2  per  cent  being  primary  in  the 
lung.  In  this  summary  lung  tumors  exceed  in 
number  those  involving  the  breast,  liver,  mouth  and 
skin. 

Etiology.  Opinion  seems  to  agree  that  no  single 
agent  is  the  sole  cause  of  pulmonary  cancer.  In  an 
excellent  discussion  of  this  phase  of  the  subject 
Simons®  lists  fourteen  etiologic  factors,  all  having 
one  common  quality — the  production  of  chronic  pul- 
monary irritation.  According  to  his  classification 
chronic  irritation  may  be  (1)  chemical  (tar  fractions 
from  roads,  tobacco  smoke,  war  gases,  ores  and 
motor  exhaust  fumes),  (2)  bacterial  (influenza, 
tuberculosis,  fungus  infections,  and  other  chronic 
lungs  diseases),  (3)  mechanical  (trauma  and  dust), 
(4)  radio-active  substances  (certain  types  of  ores). 

It  is  not  necessary  to  discuss  in  detail  all  these 
possible  factors  in  the  production  of  a chronic  irrita- 
tion of  the  lung  l)ut  reference  should  be  made  to 
certain  significant  findings  in  the  discussion  of  this 
phase  of  the  subject.  Heredity  apparently  is  not 
a factor.  Althougli  Weller^®  believed  that  some  indi- 
viduals inherit  an  intrinsic  predisposition  to  incite 
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proliferation  of  certain  cells,  regeneration,  hyper- 
plasia and  metaplasia  may  play  a role  where  malig- 
nancy develops  independently  in  more  than  one 
organ,  actual  experience  has  shown  that  only  sixty- 
four  cases  in  930  had  a suggestive  family  histor}'. 

The  relationship  of  trauma  to  the  development  of 
a neoplasm  has  been  studied  extensively  for  many 
years.  The  chief  difficulty  lies  in  the  fact  that  no 
anatomic  proof  can  be  given  that  the  injury  per  se 
is  not  more  than  coincidental  in  spite  of  a number 
of  highly  significant  cases  on  record.  Luckow,^^ 
for  example,  reported  the  case  of  a man  who  de- 
veloped a pulmonar}’  carcinoma  fourteen  years  after 
a splinter  of  granite  had  become  embedded  in  the  up- 
per left  lobe.  Although  similar  instances  are  found  in 
the  literature  one  may  logically  accept  the  principle 
that  a single  traumatism  may  lead  to  a chronic 
irritation  which  in  turn  may  develop  proliferative 
changes. 

One  of  the  most  interesting  phases  of  this  subject 
is  the  high  instance  of  pulmonary  cancer  among  the 
miners  in  certain  localities.  For  example  in  1926 
the  Committee  on  Cancer  Research  in  Saxony  studied 
154  workers  in  the  Schneeberg  Aline  and  in  four 
years  twenty-one  of  them  died,  of  whom  eight  had 
definite  carcinoma  of  the  lung.  The  dust  of  these 
mines  contains  cobalt,  bismuth,  nickel,  arsenic,  fungi 
and  radio  activity,  all  of  which  may  cause  chronic 
inflammatory  disease  of  the  lung,  but  no  experi- 
mental malignancies  have  ever  been  produced  by 
these  agents.  Although  there  is  no  evidence  avail- 
able, many  authors  believe  that  radium  emanations 
over  a period  of  years  may  be  the  provocative  factor 
in  these  mines. 

To  what  extent  tar  particles  contribute  to  the 
increase  in  pulmonary  cancer  is  highly  debatable. 
It  is  knovATi  that  tar  both  clinically  and  experimen- 
tally is  a potentially  carcinogenic  substance  and  in 
some  countries  its  use  on  the  roads  has  been  followed 
by  an  increase  in  pulmonary  neoplasm.  Goltz^^  ^^s 
contrasted  the  annual  application  of  half  a million 
tons  of  tar  on  the  roads  of  the  United  States  with 
the  fact  that  in  Hong  Kong  none  of  it  is  used  and 
cancer  of  the  lung  is  a rarity.  This  comparison, 
however,  does  not  hold  in  every  country  and  the 
case  against  tar  is,  therefore,  not  settled. 

Closely  linked  with  the  possible  role  of  tar  is 
the  evidence  against  tobacco.  The  recent  sale  of 
a cigarette  holder  which  encloses  a cigarette  through 
Avhich  the  smoke  is  filtered  is  a graphic  demonstra- 


tion of  the  amount  of  tar  resin  introduced  into  the 
bronchial  passages  in  the  course  of  a day.  The 
incidence  of  smokers  in  some  series  is  remarkably 
high  although  Vinson^®  noted  the  fact  that  only 
seventy  of  140  cases  of  carcinoma  of  the  tracheo- 
bronchial tree,  at  the  Alayo  Clinic,  were  smokers. 
Tobacco  smoke  as  a lung  irritant  may  be  considered 
at  least  a possible  cause  of  pulmonary  malignancy 
in  susceptible  individuals  but  not  necessarily  a major 
factor. 

In  any  event,  all  known  etiologic  agents  have  in 
common  the  one  characteristic  of  producing  pul- 
monary irritation  and,  since  they  are  so  diverse,  the 
only  conclusion  possible  is  that  such  irritation  is 
the  real  activating  or  causative  factor  in  the  disease. 
Simons  asserts  that  the  reduction  of  all  the  present 
known  facts  to  one  formula  is  a positive  result  of 
the  work  so  far  performed. 

Clinical  Considerations.  The  major  portion 
of  the  contributions  on  carcinoma  of  the  lung  have 
dealt  with  the  increased  frequency  of  the  disease 
and  particularly  with  aspects  of  its  pathology, 
etiology  and  surgical  treatment.  Unfortunately  its 
clinical  features  have  not  been  stressed  and  few 
articles  have  attempted  to  treat  them  exhaustively. 

In  its  incipiency  carcinoma  of  the  lung  is  entirely 
a medical  problem.  Rarely  if  ever  does  a patient 
consult  a thoracic  surgeon  or  a bronchoscopist  because 
of  the  early  manifestations  of  the  disease  and  it  is 
for  this  reason  that  the  responsibility  for  a prompt 
diagnosis  rests  largely  on  the  shoulders  of  the  intern- 
ist or  general  practitioner.  If  the  mortality  is  to  be 
reduced  or,  to  express  it  another  way,  if  there  is  a 
curative  stage  in  this  malady,  the  lesion  must  be 
recognized  before  the  tumor  has  spread  beyond  the 
confines  of  the  original  site. 

In  an  effort  to  evaluate  the  clinical  manifestations 
and  especially  the  earliest  s)Tnptoms,  the  writer  has 
made  a study  of  thirty  cases  of  primary  carcinoma 
of  the  lung  taken  from  the  records  of  the  Hospital 
Division  of  the  Aledical  College  of  Virginia  and  St. 
Elizabeth’s  Hospital.  Obviously  routine  histories 
are  often  lacking  in  essential  details  and  vary  accord- 
ing to  the  skill  of  the  recording  physician.  It  is 
apparent,  therefore,  that  the  incidence  of  many  signi- 
ficant signs  and  symptoms  are  not  as  high  as  a 
restudy  of  these  cases  might  show.  There  were 
twenty-five  males  and  five  females  and  their  ages 
ranged  from  fourteen  years  to  seventy-three.  Of 
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this  series  40  per  cent  were  in  the  sixth  decade 
(Table  1). 

TABLE  1 


Age  Incidence  of  Primary  Carcinoma  of  the  Lung. 

In  a discussion  of  the  general  clinical  features 
of  carcinoma  of  the  lung  it  must  be  remembered 
that  the  symptoms  will  depend  upon  the  anatomic 
location  and  mode  of  behavior  of  the  neoplasm.  A 
small  lesion  developing  in  a bronchus  may  produce 
a cough  or  possibly  a hemorrhage.  As  the  bronchus 
becomes  obstructed  atelectasis  will  be  produced  and 
varying  grades  of  dyspnoea  will  follow.  The 
sequelae  from  obstruction  are,  as  a rule,  atelectasis, 
bronchiectasis  and  often  abscess  formation.  Sputum 
in  the  beginning  is  scanty  but  as  the  process  con- 
tinues the  expectoration  becomes  increasingly  more 
profuse  and  purulent.  In  cases  of  parenchymal  or 
peripheral  tumors  cough  is  either  entirely  absent  or 
occurs  as  a late  manifestation.  Pain  is  one  of  the 
earliest  complaints  owing  to  involvement  of  the 
pleura.  As  a matter  of  record  in  patients  who  have 
passed  middle  life  without  cardiac  disease  pain  in 
the  chest  is  highly  suggestive  of  malignancy.  It  is 
always  on  the  same  side  as  the  neoplasm,  yet  it  may 
be  referred  to  the  neck,  shoulder,  back  or  arm.  It 
does  not  disappear  with  effusion  or  tapping  and, 
unlike  the  pain  of  pleurisy,  it  is  not  aggravated  by 
breathing.  In  our  series  it  occurred  as  an  initial 
symptom  in  40  j)er  cent,  and  during  the  course  of  the 
disease  it  was  reported  in  60  per  cent  of  the  cases. 
It  is  highly  probable  that  in  more  accurately  recorded 
histories  this  manifestation  would  have  ranked  much 


higher.  Although  cough  occurred  as  an  initial  symp- 
tom in  thirteen  of  our  cases  it  was  complained  of 
at  some  time  during  the  illness  by  twenty  patients. 
It  is  usually  dry  and  paroxysmal  at  the  beginning 
but  later  it  is  prone  to  become  continuous  and  may 
be  associated  with  wheezing  or  asthma  (Table  2). 


TABLE  2 

1.  Cough  

2.  Pain  

3.  Dyspnoea  

4.  Hemoptysis  

5.  Weakness  

6.  Resp.  Infect. 

7.  Loss  of  Weight 

8.  Chill  

9.  Hoarseness  


13  times 
12  times 
9 times 
9 times 
4 times 
8 times 
3 times 
1 time 
1 time 


Ea 


(A) 

rliest  symptoms  and  their  incidence  in  thirty  cases  of 
carcinoma  of  lung. 


Right  Upper  

Right  Middle  

Right  Lower  

Left  Upper 

Left  Lower  

(B) 

Lobes  primarily  involved  in  thirty  cases. 


8 times 
5 times 
7 times 

7 times 

8 times 


Dyspnoea  is  not  a strikingly  early  symptom  but 
as  the  new  growth  increases  in  size  shortness  of 
breath  becomes  one  of  the  most  commonly  observed 
complaints.  It  was  present  nine  times  as  an  initial 
symptom  and  was  found  in  the  records  of  twenty 
patients  during  their  illness.  Dyspnoea  in  pulmonary 
neoplasms  is  ascribed  by  Carlson  and  Ballou®  to 
a variety  of  factors  such  as  pleural  effusion,  obstruc- 
tive emphysema,  increased  intramediastinal  pressure 
and  alveolar  involvement.  It  has  been  noted  that 
dyspnoea  with  the  exception  of  cough  is  the  most 
constant  symptom  of  pulmonary  cancer. 

Contrary  to  expectations,  loss  of  weight  is  often 
late  and  may  be  absent.  In  our  series  only  three 
patients  showed  this  symptom  in  the  early  stages 
and  only  fourteen  records  were  found  in  which  it 
occurred  as  a late  manifestation.  Less  common 
complaints  were  vomiting,  cyanosis,  dysphagia, 
hoarseness,  nerve  involvement  and  sweats.  Dilated 
chest  veins  and  oedema  of  the  face,  neck  and  anns 
are  usually  late  symptoms  and  indicate  obstruction 
to  the  return  flow  of  blood  from  the  head.  In  one 
case  there  was  evidence  of  blockage  of  the  superior 
vena  cava  as  manifested  by  extreme  cyanosis  of  the 
face  and  cord  life  veins  extending  down  over  the 
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chest  toward  the  abdomen.  At  autopsy  the  neoplasm 
had  completely  encircled  the  vena  cava  permitting 
only  a small  opening  to  the  heart.  Hoarseness  result- 
ing from  paralysis  of  the  laryngeal  nerve  is  always 
an  ominous  sign,  especially  if  it  is  associated  with 
pleural  effusion  (Table  3). 


TABLE  3 

Dyspnoea  

Cough  

Chest  pains 

Hemoptysis  

Loss  of  wgt.  

Weakness  

Expectoration  

Fever  

Sweats  

Vomiting  

Hoarseness  

Dysphagia  


o 

CM 

times 

.20 

times 

17 

times 

17 

times 

14 

times 

_15 

times 

14 

times 

14 

times 

6 

times 

- 4 

times 

3 

times 

1 

time 

(A) 

Frequency  of  symptoms  complained  of  during  the 
course  of  the  pulmonary  neoplasm  in  thirty  cases. 


Lung  dullness 

Limited  expansion  . 

Rales  

Sup.  breath  sounds 

Pleural  fluid  

Emphysema  

Leucocytosis  

Anemia  

Club  fingers  

Cyanosis  

Dilated  veins  

Obst.  to  vena  cava 
Horner’s  svndrome 


22 

t 

roes 

19 

t 

mes 

13 

t 

mes 

17 

t 

mes 

. 14 

t 

mes 

10 

t 

mes 

13 

t 

mes 

1 

4* 

t 

mes 

4 

t 

mes 

3 

t 

mes 

3 

t 

mes 

1 

t 

me 

1 

t 

me 

(B) 

Frequency  of  physical  signs  noted  during  hospitali- 
zation. 


The  phi’sical  signs  were  strikingly  suggestive  in 
60  per  cent  of  our  cases.  One  of  the  chief  difficul- 
ties in  the  diagnosis  of  pulmonari’  carcinoma  lies 
in  the  fact  that  the  physical  findings  are  variable 
and  not  peculiar  to  the  disease.  However,  when 
they  are  combined  with  certain  sjTnptomatology  an 
intrapulmonary  neoplasm  must  be  considered  among 
the  first  pathologic  possibilities.  According  to  Smith, 
Lerman  and  Rosahn  the  earliest  physical  signs  are 
limitation  of  expansion,  dullness,  and  decreased  or 
absent  breath  sounds.  It  is  a widely  accepted  fact 
that  the  most  characteristic  single  finding  in  early 
as  well  as  late  cases  is  suppressed  breath  sounds 
over  a limited  area.  This  is  the  result  of  an 
atelectasis  caused  by  bronchial  stenosis.  It  was 


present  in  seventeen  of  our  records.  If  any  sign 
may  be  considered  pathognomonic  this  finding  of 
suppressed  breathing  more  nearly  fulfills  this  role 
than  any  other  clinical  observation.  Lung  dullness 
was  recorded  in  twenty-two  of  the  thirty  histories, 
exceeding  all  other  physical  findings  in  this  series. 
In  eighteen  instances  there  was  an  appreciable 
limited  expansion  on  the  affected  side. 

Rales  are  of  indefinite  significance  owing  to  their 
association  with  so  many  types  of  respiratory'  infec- 
tions. They  were  found  thirteen  times  in  our  records. 

These  pulmonary  findings  vary  widely  according 
to  the  secondary  changes  occurring  in  the  lung  fol- 
lowing the  invasion  of  the  neoplasm.  As  a result  of  a 
bronchial  obstruction  a suppurative  process  in  the 
lobe  is  prone  to  develop,  terminating  in  bron- 
chiectasis, pneumonic  areas  or  actual  formation  of 
abscesses. 

Pleural  fluid  was  recognized  in  fourteen  cases  and 
an  emphysema  in  eleven  cases.  The  presence  of 
pleural  fluid  is  quite  significant  in  the  diagnosis 
of  the  disease.  The  fact  that  it  was  found  in  45  per 
cent  of  the  series  is  indicative  of  its  importance. 
In  approximately  one-half  of  these  cases  it  was 
bloody.  A hemorrhagic  pleural  exudate  indicates 
malignancy  in  virtually  all  chronic  cases  not  asso- 
ciated with  trauma.  A cytological  examination  of 
the  pleural  fluid  often  reveals  malignant  cells  and 
should  be  included  in  the  examination  of  every 
patient.  In  our  series  positive  findings  were  present 
in  6,  or  20  per  cent  of  the  cases. 

An  interesting  finding  is  the  presence  of  clubbed 
fingers.  .Although  it  was  noted  in  only  four  cases, 
it  is  comparable  to  Nicholson’s  report  of  eighteen 
in  100  records.  Its  significance  is  not  clear  but 
it  is  apparent  that  it  can  occur  as  a result  of  pul- 
monary carcinoma  alone. 

An  examination  of  the  blood  adds  little  to  the 
recognition  of  a long  neoplasm.  Although  there  was 
a leucocytosis  in  thirteen  cases  its  presence  can  be 
explained  on  the  basis  of  a secondary  suppurative 
process  and  not  indicative  of  malignancy.  It  is 
surprising  to  note  that  in  only  four  instances  was 
there  any  appreciable  anemia. 

An  anaUdical  review  of  the  diagnostic  findings  in 
thoracic  neoplasm  would  not  be  complete  without 
reference  to  our  reliance  on  roentgenologic  examina- 
tions. In  this  series  it  gave  valuable  evidence  in 
each  case.  Rarely  do  the  X-ray  findings,  however, 
present  features  pathognomonic  of  the  disease,  for 
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there  are  no  definite  criteria  by  which  a diagnosis 
of  carcinoma  of  the  lung  can  be  made  from  the 
roentgenogram  alone.  In  Vinson’s^^  series  it  demon- 
strated ^a  shadow  in  136  of  140  cases  although  the 
actual  diagnosis  was  made  by  other  means. 

The  scope  of  this  paper  does  not  include  the 
highly  important  and  almost  indispensable  role  of 
bronchoscopy.  In  those  instances  where  a small 
bronchogenic  neoplasm  is  producing  no  symptoms 
other  than  a cough  or  slight  bleeding  this  procedure 
will  often  establish  a diagnosis  at  the  optimum  time 
for  operation. 

Differential  Diagnosis.  In  the  light  of  autopsy 
reports  one  of  the  most  impressive  facts  is  the  high 
percentage  of  cases  of  pulmonary  neoplasms  in- 
correctly diagnosed.  Although  errors  are  made  in 
both  directions  the  evidence  indicates  that  the  pre- 
ponderance of  mistakes  arises  from  the  failure  to 
recognize  the  malignancy  rather  than  to  construe 
inflammator}’  lesions  or  some  form  of  vascular 
pathology  as  a pulmonary  growth.  Askin  and 
^^'agner  expressed  the  opinion  that  twenty  years  ago 
only  5 per  cent  of  the  cases  of  lung  cancer  were 
diagnosed  clinically,  while  today  about  50  per  cent 
are  recognized  during  life.  They  are  convinced, 
however,  that  at  least  nine  of  ten  cases  can  be 
diagnosed  clinically. 

Bergmark  lists  the  following  most  common  causes 
for  a mistaken  diagnosis.  First,  carcinoma  of  the 
lung  misleads  by  simulating  tumors  of  a different 
nature  in  the  thoracic  region,  such  as  mediastinal 
swellings,  cancer  of  the  esophagus,  and  aortic 
aneurism.  Second,  it  causes  diagnostic  difficulty  by 
imitating  different  inflammatory  lung  disorders, 
especially  when  secondary  lung  changes  obscure  the 
true  picture.  Third,  primary  pulmonary  cancers 
may  assume  the  appearance  of  cardiac  insufficiency. 
Fourth,  signs  of  nerve,  bone  and  liver  metastasis  may 
obscure  the  true  primary  pathology.  Fifth,  general 
symptoms  may  predominate  the  picture. 

Probably  the  most  difficult  lung  disease  to  differen- 
tiate from  pulmonary  carcinoma  is  tuberculosis.  In 
some  instances  the  signs  and  symptoms  can  be  so 
similar  that  it  may  be  impossible  at  times  to  make 
a distinction.  The  fact  that  tubercle  bacilli  may  be 
found  does  not  necessarily  exclude  a neoplasm 
because  both  lesions  may  be  present  coincidently. 
Fortunately  this  combination  is  comparatively  rare. 
In  the  Jefferson  Hospital  at  Philadelphia  the  records 
show  that  one  in  every  250  cases  diagnosed  as  tuber- 


culosis had  a pulmonary  cancer.  Repeated  sputum, 
roentgenological  and  bronchoscopic  examinations  are 
usually  sufficiently  typical  of  one  of  the  other  diseases 
to  make  a definite  differentiation. 

Bronchiectatic  cavities  are  often  confusing  and 
tend  to  add  to  the  difficulties  in  reaching  a correct 
diagnosis.  In  many  cases  bronchiectasis  is  the  result 
of  a bronchial  occlusion  caused  by  carcinoma  as  a 
consequence  of  which  the  finding  of  malignant  cells 
either  by  bronchoscopy  or  biopsy  is  the  only  method 
by  which  a proper  differentiation  can  be  made.  Gen- 
erally speaking,  however,  simple  bronchiectatic  cavi- 
ties may  be  recognized  by  the  history  of  long  dura- 
tion, the  profuse  purulent  fetid  expectoration  and 
the  hectic  temperature  curve.  Intrabronchial  lipiodol 
injections  also  will  often  help  in  distinguishing 
these  conditions. 

Lung  abscesses  are  almost  invariably  preceded  by 
some  acute  inflammatory  disease,  some  surgical  pro- 
cedure or  the  aspiration  of  a foreign  body.  Con- 
sequently they  give  a history  of  a sudden  onset  in 
contradistinction  to  the  usually  slow  insidious  onset 
of  pulmonary  cancer.  Other  pulmonary  lesions  can 
as  a rule  be  recognized  without  difficulty  by  ordinary 
examinations. 

Aortic  aneurisms  often  present  diagnostic  difficul- 
ties in  their  differentiation  from  lung  neoplasms 
owing  to  the  similarity  of  many  of  their  signs  and 
symptoms.  In  one  of  our  cases  it  was  many  weeks 
before  the  vascular  lesion  could  be  excluded.  The 
difficulty  usually  arises  in  obese  individuals  where 
an  expansile  pulsation  cannot  be  seen  fluoroscopic- 
ally  nor  can  the  aneurismal  bruit  be  felt  through  the 
thick  chest  walls. 

Diseases  of  the  mediastinum,  including  leukemia, 
h-mphosarcoma  and  Hodgkin’s  disease  may  closely 
simulate  a bronchogenic  carcinoma  and  require  de- 
tailed diagnostic  studies.  If  these  clinical  entities 
are  considered  in  each  doubtful  case  the  probabilities 
of  a correct  diagnosis  are  greatly  enhanced. 

Unfortunately  many  cases  of  lung  neoplasm  pro- 
duce no  signs  or  symptoms  during  their  early  states, 
and,  likewise,  many  are  beset  with  contradictions  as 
well  as  imitations  of  other  diseases. 

The  diagnosis  of  primary  carcinoma  of  the  lung 
constitutes  a baffling  problem  to  the  practicing  phy- 
sician unless  he  has  become  cancer  conscious.  If 
he  is  to  succeed  diagnostically  he  must  consider  every 
stubborn  pulmonary  symptom  as  a portentous  sigh 
and  exhaust  every  method  of  diagnosis  at  his  dis- 


1940] 


Virginia  Medical  Monthly 


367 


posal.  Carcinoma  of  the  lung  is  the  great  mas- 
querader of  thoracic  diseases  and  follows  no  definite 
clinical  pathway. 

Summary 

1.  Primary  carcinoma  of  the  lung  has  apparently 
increased  with  startling  rapidity  within  the  last  few 
decades.  discussion  of  various  possible  etiologic 
factors  is  given  with  the  conclusion  that  the  resulting 
chronic  local  irritation  is  the  most  probable  cause. 

2.  A group  of  thirty  cases  of  primary  neoplasm 
of  the  lung  is  analyzed  from  the  standpoint  of  age, 
sex,  symptoms,  and  physical  signs.  According  to 
this  study  a man  in  his  sixth  decade  is  the  most  likely 
victim  of  this  disease.  Although  the  signs  and  symp- 
toms vary  with  the  size  and  location  of  the  tumor 
the  most  significant  physical  finding  is  a suppression 
of  the  breath  .sounds  over  a localized  area.  This 
is  due  to  an  atelectasis  resulting  from  a bronchial 
stenosis. 

3.  Carcinoma  of  the  lung  is  a masquerader  of  all 
chronic  pulmonary  diseases  but  the  greatest  difficulty 
lies  in  the  differentiation  between  it  and  tuberculosis. 

4.  \^'ith  the  advent  of  the  bronchoscope  and  the 
recent  advance  in  thoracic  surgery  there  is  a more 
hopeful  attitude  toward  the  outcome  of  these  cases 
provided  they  are  recognized  in  their  incipiency.  An 
effort  is  made  to  point  out  the  early  manifestations. 
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HERPES  SIMPLEX  OF  THE  LIPS— A NE'W  METHOD  OF 
TREATING  THE  SOLITARY  VESICLE. 


Walter  M.  Brunet,  M.D., 

Chicago,  Illinois. 


The  cause  of  herpes,  or  fever  blisters,  is  unknown. 
It  is  thought  to  be  of  bacterial  origin  and  a virus  has 
been  isolated  which  will  pass  through  a special  filter. 
The  lesions  are  frequently  seen  after  gastrointestinal 
disturbances,  respiratory  infections,  colds,  sunburns, 
toxic  and  febrile  states  and  reflex  irritation.  The 
eruption  is  usually  observed  on  the  face,  ears  and 
genitals.  The  lesions  are  usually  multiple,  vesicular 
in  type  and  on  erythematous  and  edematous  bases. 
The  exudate  from  the  vesicles  is  both  auto  and  hetero 
inoculable.  It  was  suggested  at  one  time  that  her- 
petic lesions  were  a terminal  neuritis.  The  large 
solitary  lesion  often  seen  on  the  lip  is  sharply  local- 
ized and  the  most  disturbing  and  disfiguring.  The 


vesicle  is  usually  well  below  the  surface  and  is  tender 
and  painful.  The  walls  of  the  lesion  are  thick  and 
have  slight  tendency  to  spontaneous  rupture  and 
rarely  suppurate.  The  pain  and  irritation  is  due  to 
pressure  within  the  vesicle. 

The  lesion  may  persist  for  many  days  until  the 
tension  is  relieved  by  rupture  and  the  escape  of  the 
fluid.  If  the  lesion  is  untreated  the  vesicles  after 
many  days  usually  dry  up  and  yellowish  crusts  are 
formed  which  are  either  removed  with  the  fingers  or 
licked  off  by  the  tongue.  Many  of  the  large  single 
vesicles  which  occur  on  the  lips,  if  carefully  in- 
spected with  a good  magnifying  glass,  will  be  found 
to  have  the  pattern  of  a small  wheel.  The  number  of 
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partitions  vary  from  four  to  eight.  Recently  I studied 
a lesion  on  my  own  lip  and  there  were  five  segments. 

The  treatment  which  I have  used  on  a number  of 
patients  and  on  myself  consists  of  multiple  punctures 
with  a sterile,  fine  hypodermic  needle.  When  this 


simple  procedure  is  followed  the  tension  is  imme- 
diately released,  the  itching  and  burning  relieved  and 
a scab  will  quickly  form  and  the  lesion  will  usualh' 
heal  within  a week. 

159  North  Dearborn  Street. 


PARALYTIC  ILEUS  AND  INTESTINAL  OBSTRUCTION  SIMULATED 
BY  DISEASE  OF  THE  URINARY  TRACT. 


Samuel  D.  Failla,  M.  D.,* 

Assistant  Resident  Surgeon,  Watts  Hospital, 
Durham,  North  Carolina, 
and 

Earle  jM.  Chapman,  M.  D., 

Chief  of  the  Medical  Staff,  Chelsea  Memorial  Hospital, 
Chelsea,  Massachusetts. 


Introduction 

Some  affections  of  the  kidneys  and  ureters,  es- 
pecially calculi,  may  cause  the  clinical  signs  and 
symptoms  of  a paralytic  ileus.  Distention  of  the  in- 
testines, at  times  of  the  stomach  as  well,  vomiting  and 
obstipation  are  confusing  signs  of  urinary  tract  dis- 
ease. The  purpose  of  this  paper  is  to  present  four 
cases  of  renal  disease  which  simulated  paralytic  ileus 
or  intestinal  obstruction  and  to  discuss  the  physio- 
logic reactions  causing  this  syndrome.  Although  this 
clinical  syndrome  has  been  known  since  Wilms^ 
first  applied  the  term  “Nierenileus”  in  his  classical 
monograph  on  ileus,  we  offer  this  emphasis  because 
of  its  evident  scarcity  in  the  medical  literature.  Our 
recent  experience  is  the  more  pointed  as  in  one  of 
the  cases  the  error  in  diagnosis  led  to  an  unnecessary 
abdominal  operation.  The  sj-mptomatology  of  renal 
disease  may  so  mimic  obstruction  of  the  intestine  that 
one  may  have  considerable  difficulty  in  deciding  on 
the  course  of  treatment  best  for  the  patient. 

According  to  Chute  and  Kelley,^  the  most  common 
urinar}-  tract  disturbance  simulating  intra-peritoneal 
disease  is  a ureteral  calculus.  Tixier  and  ClaveP 
called  this  the  “retroperitoneal  syndrome”  and  they 
stressed  the  importance  of  surgical  diseases  of  the 
kidney,  tumors  and  trauma  as  causative  factors.  The 
frequency  with  which  an  acute  renal  or  ureteral  lesion 
may  be  confused  with  appendicitis,  pancreatitis  or 
with  lesions  of  the  liver  or  biliary  system  makes  these 
differential  diagnoses  well  appreciated. 

Case  I — No.  5.3698:  A seventy-six-year-old  Bel- 

*Formerly Resident  Physician,  Chelsea  Memorial  Hos- 
pital, Chelsea,  Massachusetts. 


gian  housewife  entered  the  hospital  on  September  17, 
1938,  with  the  complaint  of  pain  high  in  the  right 
flank,  in  the  epigastric  region  and  with  vomiting. 

One  year  before  entry  she  stated  that  she  had  had 
a steady  pain  in  the  right  flank  which  had  radiated 
to  the  right  groin.  It  was  not  accompanied  by  vomit- 
ing and  had  not  been  severe  enough  to  cause  her  to 
seek  a doctor  but  the  pain  had  returned  at  irregular 
times  throughout  the  year.  There  were  no  symptoms 
referable  to  the  genito-urinary  tract.  The  evening 
before  admission  she  again  had  pain  in  the  right 
flank  accompanied  by  nausea  and  vomiting. 

Physical  Examination:  Temp.  101.6  F.  per  rec- 
tum; resp.  28;  B.  P.  132/50.  She  was  an  ill,  elderly, 
fairly  well  nourished  woman  with  a distended  abdo- 
men. There  was  a complete  adenture  and  the  tongue 
was  heavily  coated.  Examination  of  the  lungs  re- 
vealed chiefly  a few  moist  rales  at  both  bases.  The 
heart  was  slowly  fibrillating.  The  abdomen  was  defi- 
nitely above  the  thoracic  plane  and  pain  was  elicited 
on  palpation  high  in  the  right  flank  and  in  the  epi- 
gastric region.  No  masses  were  palpable.  On  aus- 
cultation high  pitched  peristaltic  sounds  were  heard 
only  over  the  right  lower  abdomen.  The  remainder 
of  the  physical  examination  was  not  remarkable. 

Laboratory  Examination  : The  white  blood  cell 

count  was  8,850.  The  urine  was  clear,  amber,  acid, 
without  sugar,  but  a trace  of  albumin  was  present. 
Occasional  red  and  white  blood  cells  were  seen  on 
microscopic  examination.  Blood  serum  Wassermann 
was  negative. 

The  house  staff  was  of  the  opinion  that  this  jja- 
tient  had  a renal  calculus  on  the  right  side  and  the 
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consultant  in  urology  agreed  to  this  diagnosis.  How- 
ever, continued  epigastric  pain,  vomiting,  abdomi- 
nal distention  and  the  high  pitched  peristaltic  sounds 
led  the  visiting  surgeon  to  the  conviction  that  the 
patient  had  intestinal  obstruction.  A Levine  tube 
was  passed  but  no  relief  was  obtained.  Intramuscu- 
lar digitalis  was  given  with  improvement  of  the  mod- 
erate congestive  heart  failure.  On  the  third  hospital 
day  under  local  novocaine  anesthesia,  a right  gridiron 
incision  was  made  and  this  revealed  an  extremely 
distended  caecum.  Because  of  her  precarious  condi- 
tion onl)'  a cecostomy  was  done  and  the  wound  closed. 
Following  the  operation  the  tube  was  irrigated  at 
regular  intervals  with  warm  saline  which  produced 
good  fecal  returns  and  some  deflation  of  the  abdo- 
men. The  day  after  the  operation  the  urinalysis 
showed  only  a slight  trace  of  albumin  and  eight  to 
ten  white  cells  and  an  occasional  red  blood  cell  per 
high  powered  field. 

The  patient  showed  some  improvement  until  the 
sixth  hospital  day  when  she  again  complained  of  pain 
in  the  right  flank,  in  the  epigastric  region,  and  burn- 
ing on  urination.  During  this  time  the  auricular 
fibrillation  continued  and  both  lung  bases  had  grad- 
ually become  filled  with  moist  rales.  She  began  to 
take  less  by  mouth  and  finally  refused  to  swallow 
fluid  or  food.  Her  condition  turned  for  the  worse 
and  she  expired  on  the  eighth  hospital  day. 

Autopsy:  No.  A-38-16.  The  examination  was 

limited  to  the  abdomen.  No  evidence  of  obstruction 
in  the  entire  gastro-intestinal  tract  was  found.  The 
right  kidney  showed  some  hydronephrosis  and  just 
below  the  right  uretero-pelvic  junction  was  a calculus 
4x8  mm.  in  size.  The  pathologist’s  only  diagnoses 
were  a right  ureteral  calculus  with  hydronephrosis 
and  acute  cystitis.  The  cause  of  death  was  not  ex- 
actly determined. 

Case  II — No.  52981 — (Courtesy  of  Drs.  Carl 
Glazer  and  H.  Marble) : A thirty-three-year-old 

married  Hebrew  salesman  was  admitted  on  May  15, 
1938,  to  the  hospital  with  the  complaint  of  a sudden 
pain  in  the  right  flank. 

He  had  been  awakened  the  night  before  with  a 
sharp  pain  in  his  right  flank  which  had  recurred  at 
short  intervals  and  was  not  relieved  by  several  doses 
of  morphine.  This  pain  radiated  only  to  the  umbili- 
cal area.  Since  the  onset  of  these  symptoms  he  had 
passed  neither  gas  nor  feces  and  the  abdomen  had 
become  moderately  distended.  Several  enemata  in  the 
hospital  gave  no  returns.  There  had  been  no  com- 


plaint of  chills,  fever,  nausea  or  vomiting.  The  past 
history  revealed  that  an  appendectomy  had  been  done 
two  years  previously  and  that  lupus  vulgaris  of  the 
face  had  been  present  for  several  years.  The  family 
and  environmental  history  were  non-contributory. 

Physical  Examination:  Temp.  98.6  F.;  pulse  72; 
resp.  20;  B.  P.  100/48.  He  was  a stocky,  thick-set 
man  in  apparent  abdominal  distress.  The  face 
showed  scattered  areas  of  lupus  vulgaris.  The  head, 
chest  and  heart  were  normal.  The  abdomen  showed 
a moderate  distention  which  was  more  noticeable  in 
the  upper  half  and  definite  tenderness  and  spasm 
were  elicited  on  palpation  of  the  right  flank;  no 
masses  were  felt.  Very  occasional  or  no  peristaltic 
sounds  were  heard  on  auscultation  of  the  abdomen. 
The  rectal  examination  showed  a distended  bowel 
that  had  been  cleaned  with  enemata.  The  remainder 
of  the  examination  was  not  remarkable. 

Laboratory  Examination:  The  blood  showed  a 
red  cell  count  of  4,230,000  with  80  per  cent  hemo- 
globin and  a 20,600  white  blood  cell  count.  A 
catheterized  urine  specimen  was  amber,  cloudy,  acid 
and  no  sugar  was  present.  A heavy  trace  of  albu- 
min was  present  and  many  red  blood  cells  were  seen 
on  microscopic  examination.  Blood  serum  Wasser- 
mann  was  negative.  Plain  roentgenograms  of  the 
kidney  areas  revealed  no  abnormality  and  no  shadow 
suggestive  of  a calculus  was  seen.  A retrograde  pyelo- 
gram  was  done  which  showed  the  right  kidney  and 
pelvis  to  be  normal  in  appearance.  The  left  ureter 
and  pelvis  were  not  injected  but  the  urologist  noted 
some  bloody  urine  coming  from  the  left  ureteral  ori- 
fice. There  was  no  visible  stone  in  the  urinary  tract. 
The  right  ureteral  catheter  yielded  urine  containing 
small  clots  and  the  microscopic  examination  showed 
many  crenated  red  cells  and  rare  clumps  of  white 
cells  but  no  casts  were  seen. 

Throughout  the  night  and  morning  following  ad- 
mission the  patient  suffered  severe  abdominal  pain, 
only  partiall)'  relieved  by  morphia.  Increasing  dis- 
tention of  the  abdomen,  vomiting,  inability  to  evacu- 
ate gas  or  feces  and  a rising  blood  non-protein  nitro- 
gen turned  opinions  to  a final  pre-operative  diagnosis 
of  intestinal  obstruction  rather  than  renal  disease. 
He  was  removed  to  the  surgical  amphitheater  and 
while  there  on  the  table  he  was  again  examined.  This 
time  a few  more  peristaltic  tinkles  were  heard  and 
so  the  operation  was  postponed.  The  white  blood  cell 
count  was  then  25,000. 

The  patient  continued  to  complain  of  severe  ab- 
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doniinal  pain  and  distention.  On  the  third  hospital 
day  the  non-protein  nitrogen  was  63  mg.  and  on  the 
fourth  day  it  rose  to  68  mg.  By  the  eighth  day  after 
admission  it  had  dropped  to  53  mg.  and  the  abdo- 
men began  to  decompress  and  the  patient  became 
more  comfortable.  Daily  urine  examinations  showed 
a gradual  increase  in  the  number  of  red  blood  cells 
and  white  cells  in  clumps  began  to  appear.  Flatus 
and  some  feces  were  first  passed  on  the  fifth  hospital 
day.  Enemata  were  repeated  at  regular  intervals 
with  a gradual  increase  in  both  fecal  and  gas  re- 
turns. On  the  thirteenth  hospital  day  the  urine  was 
normal  except  for  ten  to  fifteen  white  blood  cells  per 
high  powered  field.  The  patient  was  finally  dis- 
charged free  of  symptoms  on  the  fourteenth  hospital 
day. 

Case  III — (Courtesy  of  Dr.  W.  S.  Walkley) : A 
twenty-year-old  Italian-American  male  complained 
of  pain  in  the  right  side  of  the  abdomen  from  the 
costal  margin  to  the  s>Tnphysis,  extreme  abdominal 
distention  and  vomiting. 

The  patient  stated  that  all  the  signs  and  symptoms 
had  begun  twelve  hours  previously.  He  had  noticed 
that  the  first  symptom  was  pain  in  the  right  half  of 
the  abdomen  followed  by  gradual  and  persistent  dis- 
tention of  the  abdomen  and  vomiting.  On  close 
questioning,  he  had  recalled  that  the  amount  of  urine 
voided  had  decreased. 

Physical  Examination:  Temp.  99.2;  pulse  102; 
resp.  28;  B.  P.  128/60.  He  was  a young,  well  nour- 
ished male  in  considerable  discomfort  with  abdomi- 
nal distention  and  pain.  The  chief  point  of  interest 
was  the  abdomen;  there  was  moderate  distention  and 
some  spasm  of  the  right  half  and  no  peristaltic 
sounds  were  heard.  There  were  signs  of  moderate 
dehydration.  The  remainder  of  the  physical  exami- 
nation was  not  remarkable. 

Laboratory  Examination:  The  red  blood  cell 

count  was  4,620,000;  hemoglobin  85  per  cent;  the 
white  blood  cell  count  was  10,600.  The  urine  was 
normal  except  for  an  occasional  red  and  white  blood 
cell  seen  on  microscopic  examination. 

The  patient  was  treated  conservatively  by  giving 
normal  saline  solution  intravenously  and  morphia. 
Nothing  by  mouth  was  allowed.  Two  days  after  the 
onset  of  pain  the  urine  was  loaded  with  red  blood 
cells,  and  a roentgenogram  of  the  abdomen  showed 
a stone  in  the  bladder.  On  the  third  day  flatus  and 
feces  were  passed  with  definite  decompression  of  the 
abdomen  and  the  patient  was  greatly  relieved.  He 


was  discharged  symptom  free  on  the  fifth  day. 

Case  IV : A forty-four-year-old  married  housewife 
complained  of  extreme  abdominal  distention,  a 
“gassy”  feeling  and  nausea. 

She  stated  that  four  years  previously  she  had  a 
steady,  boring  pain  in  the  left  costo-vertebral  angle 
that  had  been  accompanied  by  distention  of  the  ab- 
domen. This  attack  had  lasted  four  days  and  she  did 
not  consult  a doctor.  Two  years  later  she  had  two 
more  such  attacks  but  of  shorter  duration.  The 
present  attack  was  a return  of  the  same  boring  pain 
but  it  had  become  so  severe  that  she  finally  called 
a physician.  She  had  passed  neither  gas  nor  feces 
for  the  previous  two  days  and  the  urine  output  had 
also  noticeably  decreased. 

Physical  Examination:  Temp.  101.8  F.;  pulse 
112;  resp.  26;  B.  P.  148/80.  She  was  a well  nour- 
ished woman  with  extreme  abdominal  distention  and 
pain  on  heavy  percussion  over  the  left  costo-vertebral 
angle.  On  auscultation  of  the  abdomen  no  peristaltic 
sounds  were  heard.  The  remainder  of  the  physical 
examination  was  not  remarkable. 

Laboratory  Examination:  Red  blood  cell  count 

w'as  4,610,000;  83  per  cent  hemoglobin;  white  blood 
cell  count  9,860;  urinalysis  was  normal  and  only  an 
occasional  white  blood  cell  was  seen  on  microscopic 
examination. 

The  treatment  consisted  of  giving  normal  saline 
solution  intravenously;  nothing  by  mouth  was  al- 
lowed. Four  days  later  she  began  passing  gas  and 
had  a normal  bowel  evacuation.  The  abdomen  be- 
came softer  and  of  more  normal  proportions.  A. 
roentgenogram  of  the  abdomen  was  then  taken  and 
the  shadow  of  a small  stone  was  seen  in  the  region 
of  the  left  kidney  pelvis.  The  patient  refused  fur- 
ther treatment  and  was  discharged  temporarily  symp- 
tom-free. 


The  physiologic  processes  governing  intestinal  mo- 
tility are  dependent  on  the  muscle  structure,  the  in- 
trinsic nerve  supply  of  the  intestinal  wall  and  the 
extrinsic  supply  through  the  splanchnic  and  vagus 
nerves.'^  The  intimate  nature  of  the  connection  be- 
tween the  nerve  supply  of  the  intestine  and  the  kid- 
neys and  its  clinical  effects  were  clearly  emphasized 
by  Eisendrath^  in  1916.  Injury  to  the  intestinal  wall 
or  to  the  nerves  supplying  the  wall  may  abolish  nor- 
mal intestinal  motility.  Likewise  reflex  impulses  ris- 
ing in  distant  tissues  and  coming  over  the  extrinsic 
nerves  may  produce  atony  of  the  intestinal  walls  and 
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thus  produce  the  clinical  signs  of  ileus.  Experi- 
mental observations  on  dogs  by  Tixier  and  Clavel* 
have  established  the  fact  that  renal  and  perirenal 
stimulation  diminish  intestinal  motility,  particularly 
that  of  the  colon.  Cannon®  showed  that  the  parahdic 
ileus  following  a crushing  injury  of  cat’s  testicles  was 
due  to  an  inhibition  of  motor  function  conveyed 
through  the  splanchnic  nerve. 

Normally  the  extrinsic  nen-e  supply  of  the  bowel 
maintains  the  tone  of  the  intestinal  musculature  by 
impulses  from  the  central  nervous  system  transmitted 
over  two  opposed  systems;  first,  the  motor  nerx^es  in 
the  vagi  and  sacral  autonomic,  whose  influence  be- 
comes lessened  in  the  lower  intestinal  tract,  and, 
second,  the  splanchnic  carrying  inhibitory  nerves  to 
the  intestinal  musculature  and  motor  fibers  to  the 
pyloric  and  ileocaecal  sphincters.  It  is  well  known 
that  stimulation  of  the  s>Tnpathetic  causes  an  in- 
creased output  of  adrenalin,  which,  in  turn,  stimu- 
lates the  inhibitory  (splanchnic)  nerves  of  the  in- 
testine and  motor  nerves  to  the  sphincters. 

Both  the  vagi  (motor)  and  the  splanchnics  (in- 
hibitory) contain  afferent  sensory  pathways  from  the 
kidneys,  ureters  and  perirenal  tissues.  The  receptors 
of  these  sensory  nerves  are  great  stimuli,  refle.xly 
through  the  ganglia,  pass  out  over  the  efferent  path- 
way of  the  splanchnic  and,  as  they  are  far  stronger 
than  the  normal  tone  produced  over  the  vagi  and 
sacral  nerves,  they  bring  about  a clinical  state  of 
ileus  augmented  by  a closure  of  the  pyloric  and 
ileocecal  sphincters  and  an  increased  secretion  of 
adrenalin.  Thus  it  seems  clear  that  it  is  over  the 
extrinsic  nerve  supply  of  the  intestine  that  diseases  of 
the  kidney  affect  intestinal  motility. 

Alvarez^  has  stated  that  renal  colic  may  simulate 
obstruction  of  the  bowel  but  he  added  that  the  lo- 
cation and  radiation  of  the  pain  and  the  fact  that  it 
is  violent  from  the  beginning  should  point  to  the 
correct  diagnosis.  We  agree  in  this  and,  further, 
in  reaching  a decision  that  a patient  has  a sur- 
gical abdomen,  the  utmost  care  should  be  taken  to 
determine  the  location  of  the  first  pain  and  its  sub- 
sequent radiation.  Unfortunately,  these  clinical  ob- 
servations did  not  settle  the  issue  in  Cases  I and  II. 
Cases  III  and  IV  presented  similar  characteristics 
but  the  location  and  radiation  of  the  pain  led  to  the 
correct  diagnosis. 

The  cardinal  physical  signs  of  intestinal  obstruc- 
tion are  pain,  vomiting,  obstipation,  abdominal  dis- 
tention and  loud  sounds  of  peristalsis  heard  best  on 


auscultation  of  the  abdomen.  The  chief  and  often 
only  sign  to  differentiate  such  obstruction  from  para- 
lytic ileus  is  the  difference  in  the  ausculatory  find- 
ings. Usually  ileus  leads  to  a silent  abdomen  or  at 
least  a diminution  in  peristaltic  sounds.  However, 
active  peristalsis  in  an  isolated  loop  of  bowel  in 
Case  I produced  the  signs  which  convinced  the  sur- 
geon that  abdominal  exploration  for  intestinal  ob- 
struction was  necessary.  In  ten  elderly  patients  with 
intestinal  stasis  associated  with  transient  renal  in- 
sufficiency reported  from  the  Mayo  Clinic  two  were 
explored  without  discovering  obstruction.® 

It  is  of  interest  that  the  symptoms  and  signs  of 
ileus  disappeared  only  after  three  to  five  days  of 
conservative  treatment  in  our  cases.  We  believe  that 
the  uneventful  recovery  of  the  last  two  patients  was 
in  great  part  due  to  this  conserv'ative  treatment  of 
replacing  physiologic  fluid  parenterally  and  forbid- 
ding food  or  liquid  to  enter  the  paralyzed  intestinal 
tract. 

The  diagnosis  in  Case  II  is  still  uncertain.  Renal 
calculus  seems  to  have  been  excluded  by  roentgeno- 
gram, as  we  know  that  about  96  per  cent  of  ureteral 
stones  are  demonstrable  by  X-ray,  provided,  as 
Peterson  and  Holmes®  insist,  that  the  films  be  care- 
fully studied  with  the  full  clinical  history  in  mind. 
Because  the  bleeding  in  this  case  w’as  bilateral,  we 
turned  to  a final  diagnosis  of  acute  hemorrhagic 
nephritis  with  congestion  of  the  kidney  as  the  cause 
of  pain.  Cortical  necrosis,  infarction  of  the  kidney, 
pyelonephritis  and  heavy  metal  poisoning  seemed  less 
likely.  Uremia  in  mild  degree  was  present  and  this 
we  know  may  cause  primarily  intestinal  symptoms. 

Although  Tileston  and  ComforC®  in  1914  first 
observed  a high  blood  non-protein  nitrogen  associated 
with  vomiting  and  intestinal  obstruction,  the  single 
finding  of  nitrogen  retention  has  since  confused 
clinicians  into  making  a primary  diagnosis  of  uremia 
in  such  cases.  Continued  vomiting  or  loss  of  in- 
testinal secretions  from  other  causes  withdraws  both 
the  sodium  and  chloride  ions  from  the  blood  plasma. 
Next  to  the  enormous  reduction  of  chloride^^  and 
resultant  increase  of  the  plasma  bicarbonate  in  such 
cases  the  most  conspicuous  change  in  the  blood  chem- 
istry is  the  increase  in  the  non-protein  nitrogen.  Re- 
cently Jeghers  and  Bakst^^  hax’e  listed  the  other 
causes  of  such  extra-renal  azotemia.  This  sequence 
of  a rapid  loss  of  intestinal  contents  and  such  pro- 
found changes  in  blood  chemistry  has  also  been 
called  “achloremic  uremia”  and  its  explanation 
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makes  even  clearer  the  physiologic  dependence  be- 
tween the  kidneys  and  the  intestine. 

Summary 

Four  cases  are  presented  in  which  diseases  of  the 
urinary  tract  simulated  paralytic  ileus  and  intestinal 
obstruction.  The  basis  for  this  syndrome  is  the 
physiologic  reaction  over  the  extrinsic  nerve  supply 
of  the  intestinal  wall.  Stimuli  arising  in  the  kidney 
regions,  reflexl}-  over  the  splanchnic  and  vagus 
nerves,  produce  atony  of  the  bowel  wall  and  closure 
of  the  pyloric  and  ileocaecal  sphincters.  Adrenalin, 
released  by  the  sympathetic  stimulation,  heightens 
this  action.  Conservative  treatment  of  these  patients 
usually  affords  relief  in  three  to  five  days  if  physio- 
logic fluid  is  restored  parenterally  and  substances  by 
mouth  are  restricted. 
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UNUSUAL  GUNSHOT  WOUNDS— CASE  REPORTS.* 


B.  A.  Hopkins,  IM.D., 

Stuart,  Virginia. 


Before  going  into  the  case  reports  I would  like  to 
say  a word  about  gunshot  wounds  in  general.  Gun- 
shot wounds  have  been  defined  as:  “Contused  or 
contused-lacerated  wounds  inflicted  by  explosives.’'^ 
By  this  definition  many  wounds  sustained  in  civil 
life  such  as  those  inflicted  by  missiles  hurled  by 
dynamite  or  powder  blasting,  or  explosions  in  our 
numerous  industrial  plants  (though  frequently  not 
considered  as  such)  are  in  reality  gunshot  wounds  as 
are  the  wounds  of  war  such  as  the  shrapnel,  explod- 
ing mine  and  many  other  destructive  devices  de- 
signed by  man  to  destroy  which  might  not  be  con- 
sidered fire-arms  in  the  ordinary  interpretation  of  the 
word. 

The  cases  under  consideration  in  this  report  are 
confined  to  wounds  inflicted  by  fire-arms  of  ordinary 

*Read  before  the  Patrick-Henry  Medical  Society,  at 
Martinsville,  Va.,  January  5,  1940. 

1.  Modern  Surgery:  DaCosta.  Ninth  Edition,  p.  206. 


civil  life  such  as  the  revolver  and  automatic  pistol, 
sporting  rifle  and  shotgun.  This  type  of  fire-arms 
has  undergone  a certain  amount  of  change  in  com- 
paratively recent  years.  In  the  recollection  of  the 
most  of  us  present  the  projectiles  from  civilian  fire- 
arms were  almost  entirely  of  soft  lead.  These  soft 
projectiles  were  battered  and  deflected  by  the  skin, 
tendons,  bones,  fascia,  etc.,  so  that  in  the  large  ma- 
jority of  cases  when  the  missile  entered  the  body  it 
penetrated  only  a short  distance  and  did  not  make  an 
exit.  The  steel  and  copper  jacket,  pointed  bullets, 
high  explosive  cartridges  in  common  use  now,  have 
changed  this  so  that  in  most  cases  of  bullet  wounds 
the  missile  enters  and  leaves  the  body.  This  alters 
the  old  treatment  to  the  extent  that  instead  of  prob- 
ing for  a lead  bullet  we  see  the  point  of  entrance  and 
the  point  of  exit  and  wonder  what  has  happened  be- 
tween these  two  points.  Where  the  soft  bullet  would 
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probably  only  embed  itself  in  an  organ  or  against  a 
bone  where  in  most  cases  it  could  be  removed  with  a 
probe,  the  faster  propelled  hard  bullet  shatters  the 
organ  or  bone  and  may  drive  fragments  of  bone  to 
other  parts  of  the  body,  doing  irreparable  damage  as 
it  travels,  making  necessary  extensive  operations,  de- 
bridements, ligations  and  amputations. 

I will  now  give  you  some  case  reports  on  wounds 
from  the  high  powered  type  of  weapon: 

Case  1:  Mrs.  B.,  a woman  twenty-three  years  of 
age,  admitted  to  Stuart  Hospital  March  5,  1939,  at 
8:25  P.  ^I.  On  admission  she  was  complaining  con- 
stantly of  severe  abdominal  pain. 

Examination  revealed  a bullet  wound  of  entrance 
in  the  upper  right  abdominal  quadrant  ranging  down 
at  an  angle  of  about  forty-five  degrees.  There  was  no 
external  wound  of  exit.  The  entire  abdomen  was 
rigid.  The  uterus  was  enlarged  above  the  umbilicus 
and  she  was  thought  to  be  about  seven  and  one-half 
months  pregnant.  No  fetal  heart  sounds  could  be 
heard. 

A diagnosis  of  perforated  viscera  with  involve- 
ment of  the  uterus  was  made.  The  abdomen  was 
opened  at  10:00  P.  M.  on  the  night  of  admission. 
Six  perforations  of  the  small  intestines  were  found 
and  repaired.  The  uterus  was  perforated,  the  bullet 
entering  the  fundus  and  leaving  at  the  lower  posterior 
surface.  The  spent  bullet  was  found  free  in  the  ab- 
dominal cavity  behind  the  uterus.  A classical  Caese- 
rean  section  was  done,  after  which  the  bullet  wounds 
in  the  uterus  were  repaired.  The  foetus  was  shot 
through  the  chest  posterior  to  anterior  and  was,  of 
course,  dead. 

The  patient  underwent  a somewhat  stormy  con- 
valescence for  about  four  days  and  then  on  to  an  un- 
eventful recovery.  She  was  discharged  from  the  hos- 
pital March  26,  1939,  making  twenty-one  days  in 
the  hospital  or  a slightly  longer  confinement  than  the 
average  Caeserean  case. 

Case  2:  Mr.  L.  T.,  a man  twenty-six  years  of  age, 
admitted  to  Stuart  Hospital  shortly  after  midnight  on 
December  10,  1938.  One  admission  he  was  in  ex- 
treme shock  and  could  tell  little  more  than  that  he 
was  shot. 

Examination  revealed  a bullet  wound  of  entrance 
one  inch  below  the  left  nipple  and  just  to  the  left  of 
the  nipple  line.  Probing  showed  that  the  bullet  en- 
tered the  chest  traveling  iii  the  general  direction  of 
the  spine.  The  wound  was  bleeding  freely.  Except 
the  above  mentioned  shock  and  wound  nothing  else 


of  clinical  significance  was  found.  \ tightly  band- 
aged dressing  was  applied  to  the  wound  and  the  pa- 
tient treated  for  shock  by  the  usual  procedure — 
morphia,  external  heat,  etc. 

The  patient  underwent  a very  stormy  convalescence 
with  violent  vomiting  and  hiccoughs  which  were  only 
temporarily  relieved  by  large  doses  of  morphia  or 
.'^odium  amytal  given  parenterally,  the  sodium  amytal 
probably  giving  the  most  satisfactory  relief.  Because 
of  the  proximity  of  the  wound  to  the  heart  the  wound 
was  not  kept  open  for  drainage  and  healed  in  about 
ten  days.  The  patient  showed  slight  if  any  improve- 
ment, and  on  December  24,  after  much  deliberation, 
a section  of  the  left  ninth  rib  posteriorly  was  re- 
moved and  a tube  inserted  for  drainage.  This  was 
done  with  light  chloroform  anesthesia.  This  opera- 
tion was  followed  by  free  drainage  of  a very  bloody 
pustular  exudate.  The  tube  was  removed  January  4, 
1939,  but  the  wound  continued  to  drain  with  daily 
removal  of  large  sloughs  of  devitalized  tissue.  X-ray 
showed  the  bullet  in  the  soft  tissues  near  the  thoracic 
spine.  It  was  not  removed  for  the  reason  that  the 
examining  doctors  agreed  that  it  could  do  little  if  any 
harm  in  this  area  and  would  necessitate  considerable 
damage  to  the  spinal  muscles  to  remove  it. 

From  the  time  of  the  operation  or  drainage  of  the 
chest  cavity  the  patient  showed  slow  but  steady  prog- 
ress and  was  discharged  from  the  hospital  February 
12,  1939. 

Case  3:  Mr.  R.  M.,  a man  fifty-six  years  of  age, 
was  first  seen  in  the  home  about  2 :00  A.  M.  on  Sep- 
tember 23,  1939.  He  gave  a history  of  having  been 
shot  about  two  hours  before.  He  had  been  a consist- 
ent consumer  of  alcohol  all  his  life  though  he  was 
not  generally  considered  a drunkard.  He  had  never 
previously  been  confined  to  his  bed  because  of  sick- 
ness. 

Examination  revealed  a very  robust  man  (weight 
235  pounds).  A bullet  wound  of  entrance  was  found 
at  the  level  of  the  sixth  rib  in  the  right  anterior 
axillary  line.  There  was  no  bleeding  from  the 
wound.  The  lower  lobe  of  the  right  lung  was  col- 
lapsed. A large  caliber  bullet  was  palpated  just  un- 
der the  skin  at  the  level  of  the  ninth  rib  in  line  with 
the  angle  of  the  left  scapula. 

Morphia  was  given;  an  ambulance  was  then  called 
and  the  patient  removed  to  Stuart  Hospital.  On  the 
morning  of  September  24,  or  the  next  day  after  ad- 
mission, blood  was  noted  in  the  urine,  but  was  not 
detected  after  that  date.  During  the  day  of  Septem- 
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ber  24  the  bullet  was  removed  under  local  anesthesia. 
There  was  some  thin  fluid  around  the  bullet  but  it 
was  thought  at  that  time  to  be  blood  serum  and  not 
an  unusual  amount.  The  wound  was  closed  with  two 
sutures  to  control  slight  bleeding.  On  September  27 
one  suture  was  removed  for  drainage  and  there  was 
some  drainage  of  a light  reddish  fluid.  A slightly 
nitrogenous  odor  suggested  the  presence  of  urine 
which  was  disproven  by  the  location  of  the  wound. 
The  fluid  continued  to  drain,  necessitating  the  chang- 
ing of  heavy  dressings  every  few'  hours.  A rupture  of 
the  thoracic  duct  was  suspected.  This  was  later  con- 
firmed, when  the  patient  was  given  nourishment  con- 
taining fats,  white  chyme  appeared  in  the  drainage. 

On  September  28  the  patient  began  having  nervous 
and  mental  symptoms  with  the  usual  delusions  and 
hallucinations  of  the  alcoholic.  Whiskey  w'as  ad- 
ministered in  moderate  amounts  at  regular  intervals 
and  the  nervous  and  mental  symptoms  cleared  up  in 
a few  days. 

On  October  IS,  1939,  the  patient  was  allowed  to 
go  home.  The  wound  in  his  back  was  draining  some 
at  that  time  but  much  less  than  formerly.  For  sev- 
eral days  before  leaving  the  hospital  it  was  necessary 
to  change  the  dressings  only  once  in  twenty-four 
hours.  Although  the  patient  w'as  removed  to  his  home 
by  ambulance  the  drainage  again  became  profuse 
and  continued  with  gradual  decrease  until  the  wound 
was  healed  about  December  10,  1939. 


.About  the  time  that  the  patient  left  the  hospital  he 
developed  a slight  cough.  The  cough  was  not  pro- 
ductive at  first  but  became  so  gradually  until  an 
abundant  watery,  white  sputum  was  present.  Fluid 
was  suspected  in  the  right  pleural  cavity  and  on  Oc- 
tober 27th  150  c.c.  was  removed  by  aspiration.  The 
removed  fluid  was  clear  with  a reddish  hue  very  simi- 
lar to  the  first  drainage  from  the  back  wound.  The 
cough  subsided  after  the  removal  of  the  fluid  but  be- 
came troublesome  again.  Aspiration  of  the  pleural 
cavity  has  been  attempted  on  two  occasions  since  but 
no  fluid  could  be  obtained  on  either  occasion. 

This  man  is  still  confined  to  his  bed,  due,  in  my 
opinion,  largely  to  a mental  state.  Having  never  be- 
fore suffered  the  inconvenience  and  pains  of  a sick 
man  he  knows  nothing  of  what  one  can  suffer  and 
recover.  He  has  been  convinced  from  the  first  that 
he  was  going  to  die.  I can  now  see  no  physical  rea- 
son why  he  should  not  recover  but,  unless  his  mental 
attitude  changes,  and  I have  tried  by  all  common 
sense  reasoning  to  change  it,  I fear  the  worst  for  him. 

This  completes  my  case  reports.  In  preparing  this 
paper  I have  not  attempted  to  advocate  or  commend 
any  particular  mode  of  treatment  for  gunshot  wounds. 
There  is  only  one  point  on  which  I wish  to  place 
emphasis,  and  that  is,  w'ith  the  modern  type  of 
civilian  fire-arms,  most  extensive  and  complicated  in- 
juries may  and  should  be  expected. 


PROSTIGMIN  IN  THE  INDUCTION  OF  LABOR. 


Spotswood  Robins,  M.D., 

Richmond,  Virginia. 


A clinical  study  has  been  made  to  determine 
whether  prostigmin,  a smooth  muscle  stimulant,  pro- 
duces uterine  contractions  sufficient  to  lead  to  true 
labor.  This  investigation  promi.sed  to  be  of  value  for 
two  reasons:  1.  If  prostigmin  were  found  to  be  a 
stimulant  to  the  uterus,  it  might  be  of  value  in  the 
medical  induction  of  labor;  2.  If  no  such  effect  were 
found,  it  might  be  concluded  that  prostigmin  could 
safely  be  used  in  the  prevention  of  postoperative  dis- 
tention in  pregnant  women. 

Schofer’  administered  prostigmin  to  twenty-two 

•Read  before  the  Tri-City  Obstetrical  Meeting  of  Phila- 
delphia, New  York,  and  Boston,  March  6,  1939. 

From  the  Department  of  Obstetrics  of  the  Philadelphia 
Lying-In  Hospital,  Philadelphia,  Pennsylvania. 


women  at  or  near  term,  and  only  three  fell  into  labor. 
He  concluded  that  prostigmin  may  safely  be  used  to 
combat  intestinal  distention  in  pregnant  patients  after 
laparotomy. 

Spoto^  gave  prostigmin  to  six  pregnant  women  with 
obstipation  without  causing  abortion  or  labor. 

Tietze^  treated  four  pregnant  patients  with  pros- 
tigmin without  causing  abortion  or  labor,  and  Uznan- 
ski*  and  Mueller®  make  similar  reports. 

Prostigmin  resembles  physostigmin  in  its  action, 
and  it  is  as.sumed  that  it  acts  by  inhibiting  esterase 
activity  thus  preventing  the  destruction  of  acetylcho- 
line at  the  nerve  endings.®  In  this  way  it  produces  a 
strong  stimulation  of  the  parasympathetic  nervous 
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system.  However,  it  has  a very  slight  effect  on  the 
circulatory  system  and  little  miotic  effect  on  the  eye.^ 

Twenty-five  normal  obstetric  patients  who  were 
within  five  weeks  of  term  were  studied.  Each  was 
given  one  ampoule  of  prostigmin  1:2000  hv^poder- 
matically  at  intervals  of  three  hours  for  si.x  doses  or 
until  labor  started.  No  other  medication  or  manipu- 
lation was  employed. 

Hyperhidrosis  was  the  only  untoward  symptom 
noted  during  the  use  of  prostigmin,  and  it  occurred 
only  once  briefly  in  one  patient  after  the  third  injec- 
tion. 

The  following  table  presents  the  patients  according 
to  the  duration  of  pregnancy,  the  condition  of  the 
cervix  at  the  beginning  of  the  induction,  parity,  the 
total  number  of  injections  given  each  patient,  the 
presence  or  absence  of  engagement,  and  the  results 
obtained. 


Discussion  and  Summary 

Five  of  the  twenty-five  patients  fell  into  labor;  one 
of  these  five  was  within  five  days  of  her  due  date; 
the  other  four  were  from  seven  to  thirty  days  past 
the  due  date.  In  three  of  the  patients  the  head  of  the 
fetus  was  engaged  on  admission,  four  patients  had 
from  one  to  two  fingers  cervical  dilatation  and  at 
least  one  quarter  effacement,  and  three  of  them  were 
nulliparae. 

Hence  it  is  felt  that  for  a prostigmin  induction  to 
be  successful,  the  patient  must  be  at  or  past  term; 
and  her  cervix  must  be  somewhat  effaced  and  perhaps 
at  least  one  finger  dilated. 

Conclusions 

( 1 ) Prostigmin  is  of  little  value  when  used  alone 
for  the  induction  of  labor. 

(2)  Prostigmin  may  be  administered  safely  to  the 


Patient 

Dilatation 

OF  CERVIX 
IN  FINGERS 

Efface 

MENT 
OF  CERVIX 

Days 

FRo.M  Term 

Parity 

Number  of 
Injections 

OF 

Prostigmin 

Engage- 

ment 

Results  and  Comments 

1 

0 

K 

—21 

0 

6 

No 

No  contractions. 

, 2 

0 

—16 

0 

6 

No 

No  contractions. 

\ ^ 

0 

V2 

—14 

0 

6 

No 

No  contractions. 

Before 

Term 

1 + 

0 

0 

—7 

3 

3 

No 

Drug  stopped  after  3rd 
injection  due  to  contrac- 
tions which  did  not  per- 
sist after  discontinuance 
of  prostigmin. 

\ 5 

0 

0 

— 5 

0 

6 

No 

Few  pains,  no  real  labor. 

6 

p 

> 

0 

0 

6 

No 

No  contractions. 

7 

1 

—1 

2 

6 

No 

No  contractions. 

8 

0 

0 

0 

0 

6 

No 

No  contractions. 

9 

? 

? 

—2 

0 

6 

No 

No  contractions. 

At 

Term 

0 

0 

2 

1 

6 

No 

Few  painless  contractions 
after  membranes  rup- 
tured. 

11 

j 

0 

0 

-t-2 

2 

6 

No 

No  contractions.  Per- 
spired freely  after  3rd 
dose. 

f 12 

1 

0 

-f2 

3 

6 

No 

No  contractions. 

13 

2 

-F2 

0 

6 

Yes 

No  contractions. 

1+ 

2 

+2 

7 

6 

No 

No  contractions. 

15 

> 

? 

-+~5 

3 

4 

No 

Successful  induction  and 
delivery  after  4th  dose. 

/ 

? 

? 

+7 

3 

6 

No 

No  contractions. 

17 

0 

14 

+7 

0 

2 

No 

Successful  Induction  and 
delivery  after  2 doses. 

18 

0 

0 

+9 

0 

6 

No 

Few  pains  after  2 doses. 

Past 

19 

11^ 

1/3 

+9 

4 

1 

Yes 

Successful  Induction  and 
delivery  after  1 dose. 

20 

0 

14 

+11 

2 

6 

No 

No  contractions. 

Term 

21 

0 

0 

+12 

0 

6 

No 

No  contractions. 

22 

0 

K 

-1-1+ 

0 

6 

No 

No  contractions. 

1 

23 

2 

14 

-bl7 

1 

6 

Yes 

No  contractions. 

24 

1 

14 

4-23 

0 

1 

Yes 

Successful  Induction  and 
delivery  after  1 dose. 

\ 

25 

2 

44 

-f  30 

0 

2 

Yes 

Successful  Induction  and 
delivery  after  2 doses. 
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pregnant  woman  with  little  fear  of  producing  an 
abortion  or  premature  labor.  (It  is  especially  useful 
in  the  treatment  and  prevention  of  postoperative  in- 
testinal distention). 
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THE  HEALING  PROCESS  IN  FRACTURES.* 


M.  H.  Todd,  M.D., 

Norfolk,  Virginia. 


The  local  requirements  for  union  of  fractures  may 
be  reduced  to  the  same  terms  as  for  healing  of  the 
other  bodily  tissues — good  blood  supply,  mainten- 
ance of  direct  contact,  rest,  and  avoidance  or  control 
of  infection. 

Union  is  most  certain  where  blood  supply  is  best, 
as  in  the  small  bones  of  children;  it  is  slowest  where 
blood  supply  is  poorest,  as  in  the  neck  of  the  femur 
in  the  aged.  Blood  supply  is  also  best  when  the 
surrounding  soft  parts  are  allowed  some  degree  of 
active  motion;  and  this  should  always  be  arranged 
if  possible,  as  I shall  wish  to  indicate  in  a succeeding 
paragraph. 

Direct  contact  of  raw  bone  surfaces  gives  the 
optimum  chance  for  union,  though  you  all  know  that 
bones  will  heal  solidly  in  the  presence  of  over- 
lapping, or  even  where  there  is  some  interposition  of 
soft  parts.  Where  the  raw  surface  is  extensive,  as  in 
oblique  or  comminuted  fractures,  union  is  apt  to  be 
quicker  than  in  simple  square  breaks. 

Immobilization  should  be  reasonably  secure,  for 
motion  disturbs  the  newly  forming  tissues  to  a cer- 
tain extent.  Absolute  fixation  is  not,  however,  nec- 
essary, and  I am  not  at  all  sure  that  it  is  always 
desirable;  for  the  ribs  and  the  clavicle  heal  promptly 
in  spite  of  quite  a little  unavoidable  motion.  So  do 
the  femurs  of  children  treated  by  Russell  traction,  or 
in  infants  by  simple  traction  over-head,  in  spite  of 
the  incessant  activit}-  of  these  little  patients,  who  are 
only  prevented  from  turning  handsprings  by  their 
weights  and  pulleys. 

If  too  much  motion  is  allowed,  however,  non-union 
may  result,  though  this  is  not  common.  It  is  more 

*Read  before  the  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina,  Virginia  Beach,  Va.,  De- 
cember 14,  1939. 


apt  to  take  place  where  blood  supply  is  none  too 
good,  as  in  the  shaft  of  the  humerus  or  the  tibia,  or  in 
the  neck  of  the  femur.  Sherman,  who  plates  many 
fractures,  told  me  some  years  ago  that  he  had  never 
had  non-union  result.  I have  seen  it  twice  that  I 
recall.  The  firm  fixation  of  plating  does,  in  fact, 
usually  hasten  union,  which  is  similarly  made  more 
certain  in  the  neck  of  the  femur  by  nailing. 

The  broken  bone  should  be  protected  from  undue 
motion  until  the  soft  putty  of  the  primary  callus  has 
definitely  hardened.  Otherwise  angulation  will  re- 
sult. This  takes  three  or  four  weeks  in  the  child’s 
collar-bone,  maybe  three  months  in  the  adult  tibia, 
maybe  a year  or  more  in  the  old  man’s  broken  hip. 
Drugs  are  apparently  of  no  value  in  hastening  union; 
parath}Toid  may  do  more  harm  than  good. 

Union  is  hastened  by  active  use  of  the  extremit}', 
and  by  actual  pressure  at  the  site  of  fracture,  so  long 
as  this  pressure  is  end-on;  the  newer  ambulatory 
methods  take  advantage  of  this  fact.  But  any  shear- 
ing strain  is  to  be  avoided;  that  is,  whatever  pressure 
is  allowed  should  tend  to  press  the  fractured  surfaces 
closer  together — not  to  pry  them  apart. 

Bones  will  finally  heal  where  you  put  them,  or 
rather  where  they  finally  stay  put;  so  don’t  let  them 
heal  in  deformity.  The  deformity  will  all  too  soon 
become  as  hard  as  iron,  resisting  any  attempt  at  cor- 
rection. Angulation  can  take  place  inside  a cast  that 
looks  perfectly  good.  It  is  l)est  to  check  position  at 
least  once  by  X-ray,  even  though  all  seems  well. 

In  the  shaft  of  long  bones,  somewhat  imperfect 
position  is  allowable,  if  the  bones  are  at  least  partly 
end-on;  but  when  a joint-surface  is  involved,  hair- 
line reduction  must  be  maintained,  or  the  result  will 
be  a rough  bearing,  and  this  will  give  as  much 
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trouble  as  it  would  in  an  engine.  And  if  less  than 
perfect  reduction  is  allowable  in  the  shaft  of  a long 
bone,  at  least  it  must  be  lined  up  correctly  without 
angulation  or  rotation. 

There  are  exceptions  to  all  these  rules.  I have  seen 
solid  union  and  fair  function  result  where  none  of 
the  above  conditions  were  fulfilled. 

How  to  get  satisfactory  position  of  a fracture  de- 
pends on  where  the  break  is  and  whether  it  will  stay 
put.  In  many  fractures,  a simple  cast  is  good 
enough;  in  some  shoulder  injuries,  nothing  but  a 
sling;  in  most  fractures  of  the  pelvis,  little  more  than 
rest  in  bed;  in  femur  fractures  some  form  of  traction 
ordinarily;  in  the  upper  forearm,  reduction  under 
the  fluoroscope;  in  compression  fractures  of  the  spine, 
reduction  by  hyperextension;  in  intracapsular  hip 
fractures,  fixation  with  a pin;  in  ankle  fractures,  at- 
tention to  keeping  the  astragalus  from  lateral  dis- 
placement; in  some  fractures,  open  reduction.  Skele- 
tal traction  and  fixation  have  their  place.  Nearly  all 
fractures  can  be  gotten  into  good  position  in  one 
way  or  another,  and  good  functional  use  can  be  ob- 
tained in  the  end. 

Having  spoken  of  the  bones,  now  let  me  state  that 
the  soft  parts  often  control  the  eventual  return  of 
useful  function.  It  is  of  no  use  to  get  solid  union  of 
an  elbow  fracture,  if  Volkmann’s  contracture  occurs; 
no  use  to  obtain  solid  healing  of  any  arm  fracture,  if 
you  permit  the  fingers  to  stiffen.  A man’s  arm  is 
after  all  only  as  useful  as  his  fingers;  and  they  will 
do  their  best  to  stiffen  unless  you  see  that  they  can 
move,  and  are  rnoved  actively  every  day  your  splint- 
age is  in  place.  Once  thoroughly  stiff,  they  may 
never  regain  really  good  function,  massage  them  as 
much  as  you  will.  If,  therefore,  your  splintage  in- 
terferes with  the  normal  range  of  motion  of  the 
finger-joints,  change  it  until  they  can  move  through 
their  whole  range.  The  proximal  row  of  knuckles  is 
especially  important,  and  splintage  should  not  reach 
further  in  the  palm  than  the  “life-line”.  It  used  to  be 
the  fashion  to  splint  a Colles’  fracture  with  the  fin- 
gers straight  out  on  a board;  this  is  an  obsolete 
method  which  has  done  much  more  harm  to  the  hand, 
than  any  good  it  could  do  in  steadying  the  wrist. 
Modern  splints  allow  the  fingers  to  bend  into  a fist, 
with  no  loss  of  immobilization  at  the  fracture. 

The  ankle  will  stiffen  iu  foot-drop,  the  shoulder 
in  adductiqn,  if  you  permit;  so  do  not  permit  it. 

The  blood  supply  of  the  soft  parts  may  be  im- 
paired by  too  tight  a cast.  If  so,  split  the  cast,  and 


don’t  forget  that  the  underh  ing  layer  of  cotton  must 
also  be  split,  until  you  can  see  the  bare  skin  from  one 
end  to  the  other;  otherwise,  a remaining  string  of 
cotton  will  continue  the  constriction  as  if  you  had 
never  split  the  cast.  Watch  especially  the  bend  of  the 
elbow.  Blood-supply  of  the  soft  parts  is  once  in  a 
while  impaired  by  arterial  bleeding  under  the  deep 
fascia.  This  usually  occurs  as  a complication  of  a 
severe  fracture  of  the  humerus  just  above  the  elbow; 
and  if  the  swelling  becomes  too  tight,  not  enough 
arterial  blood  may  get  past  the  swelling  into  the  fore- 
arm. Then  the  hand  remains  cold,  and  the  forearm 
muscles  almost  perish  and  are  replaced  by  scar,  and 
the  final  result  is  the  claw-hand  of  Volkmann’s  con- 
tracture. This  is  uncommon  but  very  crippling.  It 
can  practically  always  be  forestalled,  I think,  by  in- 
cision directly  through  the  deep  fascia  to  relieve  ten- 
sion. 

Any  fixation  of  a fracture  will  cause  some  shrink- 
age of  the  muscles  from  disuse.  This  undesirable 
condition  is  diminished  b}'  allowing  as  much  active 
function  as  you  can;  and  such  active  use  also  in- 
creases the  blood  supply  to  the  bone  itself. 

Healing  of  a fracture  is  hindered  most  of  all  by 
infection;  and  compound  fractures  emphasize  the 
problems  that  all  open  wounds  present.  They  must 
be  treated  early,  as  emergencies,  within  about  six 
hours.  Good  mechanical  debridement  is  to  be  done. 
There  must  be  little  tension  in  closure;  use  relaxation 
incisions  if  necessary;  space  sutures  to  allow  some 
oozing  of  fluid,  and  apply  gently  snug  dressings  to 
avoid  dead-space,  but  not  tight  enough  to  hamper 
blood  supply.  And,  above  all  else,  the  bone  must  be 
held  still.  The  blood  supply  of  cortical  bone  is  so 
poor  that  it  practically  constitutes  a foreign  body  for 
a number  of  days,  until  such  time  as  the  newly  vas- 
cularized tissue  has  had  a chance  to  develop  and 
cement  it  to  the  surrounding  soft  parts.  Any  false 
motion  disrupts  this  process,  and  the  tissues  may  not 
then  be  able  to  overcome  any  residual  contamination, 
so  that  frank  infection  takes  place.  So  don’t  readjust, 
once  you  have  set  the  bone,  even  if  it  doesn’t  suit  you. 

The  bone  may  stay  in  place  with  no  fixation  ex- 
cept a splint  or  a cast;  or  you  may  have  to  use  pins 
or  a plate.  It  is  in  order  to  plate  and  leave  tlie 
wound  wide  open,  packing  with  vaseline  gauze  or 
leaving  carrel  tubes  for  irrigation;  or  sometimes  you 
will  be  lucky  enough  to  get  primary  healing  even 
over  a plate. 

If  infection  occurs,  treat  according  to  general  sur- 
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gical  principles.  And  what  are  these?  First,  open 
the  wound  for  free  drainage,  make  dependent  counter- 
drainage if  necessary,  irrigate  w’ith  Dakin’s  solution 
if  you  like.  But  do  not  remove  the  fixation,  or  you 
will  break  up  the  healing  process  still  further,  adding 
displacement  to  your  problem  of  infection,  which  is 
serious  enough  by  itself.  After  some  weeks,  when  the 
bone  sticks  together  quite  well,  remove  your  plate  if 
you  have  used  one,  for  it  is  then  only  a useless  for- 
eign body.  If  you  have  used  transfixion  pins  at  a 
distance,  leave  them  in  place  until  union  is  fairly 
solid. 

Infection  slows  down  union  enormously;  and  you 
may  have  to  wait  for  new  bone  to  form  from  the  peri- 
osteum if  the  exposed  cortex  becomes  necrotic.  It 
then  constitutes  a sequestrum,  and  will  have  to  come 
away  or  be  removed  as  in  any  case  of  infected  bone. 

In  summary,  union  is  hastened  by  good  blood 
supply,  good  contact,  active  use  w’hen  this  does  not 
interfere  with  fixation;  it  is  slowed  by  poor  blood 
supply,  poor  fixation  in  contact,  and  infection.  And 
the  most  disastrous  of  these  is  infection. 

712  Botetourt  Street. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D., 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  April, 
1940,  compared  with  the  same  month  in  1939,  fol- 
lows : 

mo  1939 


Typhoid  and  Paratyphoid  Fever 8 8 

Diphtheria  47  62 

Scarlet  Fever 192  160 

Measles  499  2,763 

Meningitis  4 4 

Poliomyelitis  1 3 

Rocky  Mountain  Spotted  Fever 0 0 

Typhus  Fever  0 0 

Undulant  Fever 0 2 

Tularaemia  0 2 


Annual  Conference  or  State  Health 
Workers 

The  third  annual  conference  of  State  health  work- 
ers recently  was  held  at  the  John  Marshall  Hotel  in 
Richmond.  Approximately  400  persons  attended  the 
two  formal  morning  sessions  including,  in  addition  to 


the  central  office  staff  of  the  State  Department  of 
Health  and  representatives  from  Richmond  health 
organizations,  the  health  officers,  sanitation  person- 
nel and  nurses  of  the  twenty-nine  local  health  de- 
partments. 

Governor  James  H.  Price  addressed  the  opening 
meeting;  immediately  after,  brief  talks  were  made  by 
Dr.  W.  T.  Graham,  President  of  the  State  Board  of 
Health,  and  Dr.  I.  C.  Riggin,  Commissioner  of 
Health. 

The  sanitation  of  summer  camps,  representing  a 
new  duty  imposed  by  law  upon  the  State  Department 
of  Health,  was  considered  in  detail  both  at  the  gen- 
eral sessions  and  at  the  round-table  conferences. 
The  new  premarital  law  also  was  featured  at  the 
formal  and  group  meetings.  Recent  developments  in 
Virginia  maternal  and  infant  program,  collapse  ther- 
apy in  the  State  tuberculosis  program,  the  relation- 
ship between  county  health  departments  and  the  State 
tuberculosis  sanatoria,  the  sanitary  significance  of 
bacteriological  reports  on  water  samples,  balancing 
the  nurses’  activities,  problems  in  health  education 
and  suggestions  for  school  health  education  also 
were  considered. 

Preventoria  in  the  Control  of  Tuberculosis 

Several  years  ago  the  National  Tuberculosis  Asso- 
ciation stimulated  the  establishment  of  preventoria, 
open  air  classes  and  nutrition  camps  for  children 
who  were  undersized  and  malnourished,  because  at 
that  time  such  young  people  were  considered  to  be 
pre-tuberculous.  The  Association’s  recent  study  and 
appraisal  of  these  methods  have  found  them  ineffec- 
tive in  controlling  tuberculosis  in  children  and  in 
preventing  its  development  in  later  life. 

A child  apparently  in  good  health  with  a positive 
tuberculin  reaction  whose  chest  X-ray  reveals  noth- 
ing abnormal  does  not  need  special  care,  nor  is  he 
capable  of  transmitting  the  disease  to  others.  Free- 
dom from  repeated  exposures  to  infection  is  the  most 
important  factor  in  preventing  his  future  breakdown 
with  pulmonary  tuberculosis. 

Many  of  our  previous  conceptions  of  underweight 
and  malnutrition,  and  their  relationship  to  tubercu- 
losis, have  been  changed.  No  child,  regardless  of  its 
nutritional  state,  would  develop  tuberculosis  unless 
tubercle  bacilli  enter  his  .body.  Many  children  who 
suffer  from  the  first  infection  type  of  tuberculosis  are 
of  normal  weight  and  nutrition,  according  to  our 
present  standard  of  measurement. 
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Crowded  and  bad  living  conditions  which  favor 
mass  transmission  of  the  tubercle  bacilli  from  the 
sick  to  the  well  are  more  dangerous  than  poor  nutri- 
tion in  producing  the  high  tuberculosis  rate  seen  in 
the  American  Negro  and  in  the  low  income  groups. 
The  most  effective  way  of  preventing  tuberculosis  is 
controlling  the  active  or  open  case.  This  requires  an 
intensive  case-finding  program. 

The  cost  of  preventorium  care  is  approximately  the 
same  as  sanatorium  care.  Benefits  frequently  are 
temporary.  Individuals  who  return  to  their  homes 
with  no  supendsion  soon  slip  back  into  habits  which 
again  produce  malnourishment.  It  is  estimated  that 
20  per  cent  of  children  in  public  schools  are  mal- 
nourished. Money  is  not  available  for  group  care  of 
these  children;  if  it  were,  it  could  be  more  ad- 
vantageously spent  on  case-finding  and  care  of  the 
open  active  cases  of  tuberculosis  to  prevent  such  cases 
from  infecting  others  with  whom  they  come  in  con- 
tact. 

Children  showing  evidence  of  clinical  pulmonary 
tuberculosis  of  the  adult  type  should  have  the  same 
careful  institutional  and  surgical  treatment  as  adults. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Henry  A.  Latane,  Alexandria. 
President-Elect — Mrs.  Griffin  Holland,  Eastville. 
Recording  Secretary — Mrs.  T.  N.  Hunnicutt,  Newport 
News. 

Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 
Parliamentarian — Mrs.  Joseph  Bear,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 

The  White  Sulphur  Springs  Meeting. 

Dear  Auxiliary  Members: 

All  of  us  cannot  go  to  New  York  in  June  for  the 
Annual  Convention  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  but  we  do  hope  that 
you  are  trying  to  plan  to  go  to  the  joint  meeting  of 
the  Medical  Society  of  Virginia  and  the  West  Vir- 
ginia State  Medical  .Association,  White  Sulphur 
Springs,  W.  Va.,  July  29-31,  1940. 

.All  doctors’  wives,  whether  Auxiliary  members  or 
not,  are  heartily  invited  to  attend  the  general  as- 
semblies and  participate  in  the  social  functions. 


A'ou  are  asked  to  register  at  the  Woman’s  .Aux- 
iliary registration  desk  where  programs  and  informa- 
tion will  be  available. 

Your  officers,  their  committees,  and  the  managers 
of  the  Greenbrier  Hotel  are  working  to  make  the  con- 
vention one  of  inspiration  and  pleasure. 

The  Greenbrier  Hotel  offers  many  attractions  and 
special  rates  for  the  convention.  Please  write  to  Mr. 
George  D.  O’Brien,  Assistant  Manager,  for  infor- 
mation, and  then  make  your  reservations  early. 

We  hope  that  you  will  join  us  there. 

Sincerely, 

The  Committee  of  .Arr.\ngements. 

The  Petersburg  Medical  Auxiliary 

Was  honored  by  a visit  from  the  State  President, 
Mrs.  Henry  A.  Latane,  at  a luncheon  meeting  on 
.April  30.  She  was  guest  of  honor  and  speaker, 
bringing  much  inspiration  and  many  helpful  sug- 
gestions to  the  group.  .Another  guest,  Mrs.  E.  L. 
Flanagan,  State  Chairman  of  Public  Relations,  spoke 
on  the  work  of  her  department.  Mrs.  W.  B. 
Mcllwaine,  local  president,  presided  and  introduced 
the  speakers. 

Interesting  reports  were  heard  from  Mrs.  H.  R. 
Schmidt,  local  chairman  of  Exhibits,  and  Mrs.  Louis 
Kolipinski,  chairman  of  the  Jane  Todd  Crawford 
committee,  who  stated  that  a donation  had  been  sent, 
as  requested,  for  this  memorial.  Mrs.  Claiborne 
Jones  reported  splendid  work  done  by  the  Auxiliary 
in  taking  care  of  the  booths  in  the  business  districts 
for  the  Cancer  Control  campaign.  Mrs.  H.  M.  Snead 
gave  results  from  a very  successful  rummage  sale 
recently  sponsored  by  the  .Auxiliary. 

The  following  new  members,  who  have  joined  dur- 
ing this  year,  were  welcomed:  Mrs.  H.  R.  Schmidt, 
Mrs.  James  L.  Hamner,  Mrs.  Louis  Kolipinski,  and 
Mrs.  Robert  .Allison. 

Martha  .A.  Wright, 

(Mrs.  Fletcher  J.  Wright,  Jr.) 

Chairman,  Press  and  Publicity. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  .American  Medical  Associa- 
tion : 

Abbott  Laboratories. 

Ampoules  Ephedrine  Sulfate-.Abbott,  0.025  Gm.  CA 
grain),  1 cc. 
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Ampoules  Gold  Sodium  Thiosulfate-Abbott,  0.075  Gm. 
E.  R.  Squibb  & Sons. 

Amniotin  in  Oil,  5,000  International  Units. 

Ephedrine  Alkaloid-Squibb. 

Ephedrine  Compound  Inhalant-Squibb. 

Ephedrine  Inhalant  Plain-Squibb. 

Ephedrine  Sulfate-Squibb. 

Capsules  Ephedrine  Sulfate-Squibb,  ^ grain. 

Capsules  Ephedrine  Sulfate-Squibb,  ^ grain. 

Tablets  Thiamin  Chloride-Squibb,  10  mgms. 

Tablets  Thiamin  Chloride-Squibb,  3 mgms. 

Thiamin  Chloride  Solution  5 cc.,  10  mgms. 

Thiamin  Chloride  Solution  5 cc.,  25  mgms. 

Thiamin  Chloride  Solution  5 cc.,  50  mgms. 

Thiamin  Chloride  Solution,  10  cc.,  10  mgms. 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Non- 
official Remedies: 

Capsules  Estriol,  0.24  mg. — Each  capsule  contains 
rstriol  (New  and  Nonofficial  Remedies,  1939,  p.  348) 
0.24  mg.  diluted  with  milk  sugar.  Abbott  Laboratories, 
North  Chicago,  III. 

Ampoules  Sodium  Cacodylate-Upjohn,  0.05  Gm. 
grain),  1 cc. — Each  ampoule  contains  sodium  cacodylate 
(New  and  Nonofficial  Remedies,  1939,  p.  104),  0.05  Gm. 
(^  grain).  Upjohn  Company,  Kalamazoo,  Mich. 

Ampoules  Sodium  Cacodylate-Upjohn,  0.1  Gm.  (1)4 
grains),  1 cc. — Each  ampoule  contains  sodium  cacodylate 
(New  and  Nonofficial  Remedies,  1939,  p.  104)  0.1  Gm. 
(V/i  grains).  Upjohn  Company,  Kalamazoo,  Mich. 

Ampoules  Sodium  Cacodylate-Upjohn,  0.2  Gm.  (3 

grains),  1 cc. — Each  ampoule  contains  sodium  cacodylate 
(New  and  Nonofficial  Remedies,  1939,  p.  104)  0.2  Gm. 
(3  grains).  Upjohn  Company,  Kalamazoo,  Mich. 

Ampoules  Sodium  Cacodylate-Upjohn,  0.32  Gm.  (5 

grains),  1 cc. — Each  ampoule  contains  sodium  cacodylate 
(New  and  Nonofficial  Remedies,  1939,  p.  104)  0.32  Gm. 
(5  grains).  Upjohn  Company,  Kalamazoo,  Mich. 

Ampoules  Sodium  Cacodylate-Upjohn,  0.45  Gm.  (7 

grains),  1 cc. — Each  ampoule  contains  sodium  cacodylate 
(New  and  Nonofficial  Remedies,  1939,  p.  104)  0.45  Gm. 
(7  grains).  Upjohn  Company,  Kalamazoo,  Mich. 

Ampoules  Sodium  Cacodylate-Upjohn,  0.97  Gm.  (15 
grains),  2 cc. — Each  ampoule  contains  sodium  cacodylate 
(New  and  Nonofficial  Remedies,  1939,  p.  104)  0.97  Gm. 
(15  grains).  Upjohn  Company,  Kalamazoo,  Mich. 

Ampules  Pontocaine  Hydrochloride  “Niphanoid”  for 
Spinal  Anesthesia,  10  mg. — Ampules  containing  ponto- 
caine hydrochloride  (New  and  Nonofficial  Remedies, 

1939,  p.  73)  in  finely  divided  and  instantly  soluble  form. 
The  trade  term  “Niphanoid”  (from  the  Greek,  “snow 
like”)  is  applied  to  a manufacturing  process  which  it  is 
claimed  makes  the  material  more  readily  soluble.  Win- 
throp  Chemical  Co.,  Inc.,  New  York. 

Ampules  Pontocaine  Hydrochloride  “Niphanoid”  for 
Spinal  Anesthesia,  20  mg. — Ampules  containing  ponto- 
caine hydrochloride  (New  and  Nonofficial  Remedies,  1939, 


p.  73)  in  finely  divided  and  instantly  soluble  form.  The 
trade  term  “Niphanoid”  (from  the  Greew,  “snow  like”)  is 
applied  to  a manufacturing  process  which  it  is  claimed 
makes  the  material  more  readily  soluble.  Winthrop 
Chemical  Co.,  Inc.,  New  York.  {J.A.M.A.,  April  20, 
1940,  p.  1,557.) 

Propaganda  for  Reform 

The  Present  Status  of  Therapy  With  Chorionic  Gonado- 
tropin.— The  Council  on  Pharmacy  and  Chemistry  re- 
ports that  the  gonadotropic  substance  from  the  urine  of 
pregnancy  has  been  available  for  clinical  use  for  nine 
years.  Although  it  was  enthusiastically  received  by  phy- 
sicians and  placed  in  extensive  therapeutic  use,  there 
has  always  remained  a certain  amount  of  skepticism  as 
to  its  value.  In  this  report  the  Council  summarizes  the 
experiences  with  this  substance  in  the  clinic  up  to  the 
present  time  with  an  evaluation  of  the  results  reported. 
Among  the  conditions  for  which  chorionic  gonadotropin 
is  recommended  are  functional  uterine  bleeding,  cryp- 
torchidism, hypogenitalism,  amenorrhea,  oligomenorrhea 
and  enuresis.  In  accordance  with  the  more  recent  de- 
velopments in  this  therapy  the  Council  is  unable  to 
endorse  many  of  these  recommendations.  The  Council 
believes  that  such  therapy  is  of  definite  value  in  func- 
tional cryptorchidism  within  certain  limitations.  Al- 
though a considerable  amount  of  data  has  been  published 
on  the  treatment  of  uterine  bleeding,  the  Council  con- 
siders this  therapy  still  unproved.  Such  treatment  of 
other  ovarian  disturbances  appears  practically  of  little 
value.  Until  further  evidence  will  have  been  made 
available,  the  Council  approves  of  this  treatment  for 
cryptorchidism  but  considers  such  therapy  of  functional 
uterine  bleeding  as  still  being  in  the  experimental  stage. 
Likewise  the  treatment  of  male  hypogonadism  is  also 
considered  experimental.  The  Council  approves  of  no 
other  indications  for  such  therapy  at  the  present  time. 
(7.  A.  M.  A.,  February  10,  1940,  p.  487.) 

The  Council  on  Pharmacy  and  Chemistry  Completes 
Thirty-Five  Years  of  Service. — Thirty-five  years  has 
passed  since  the  Council  on  Pharmacy  and  Chemistry 
met  at  Pittsburgh  to  organize.  Since  that  time  its  work 
as  a standing  committee  of  the  Board  of  Trustees  of  the 
American  Medical  Association  has  been  continuous.  From 
the  time  of  its  organization  the  names  of  the  members 
of  the  Council  and  their  connections  have  been  made 
known ; members,  with  the  exception  of  the  executive 
secretary,  serve  without  remuneration.  The  Council 
publishes  its  conclusions,  whether  they  are  for  or  against 
the  acceptance  of  a drug.  It  issues  reports  to  the  med- 
ical profession  on  matters  of  materia  medica.  Products 
are  admitted  to  the  book  New  and  Nonofficial  Remedies 
according  to  a set  of  rules  published  for  the  informa- 
tion of  physicians  and  manufacturers.  Remuneration  in 
any  form  is  never  accepted  for  the  consideration  of  sub- 
mitted preparations.  The  Council  also  publishes  state- 
ments on  the  status  of  new  drugs.  In  1939  reports  on  the 
status  of  drugs  included  those  on  sulfapyridine,  chorionic 
gonadotropin,  vitamin  K,  testosterone  propionate,  the 
promiscuous  use  of  barbital  compounds,  sobisminol  mass 
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and  sobisminol  solution,  cyclopropane,  vitamins,  local 
anesthetics,  dilantin  sodium,  picrotoxin  and  stilbestrol. 
The  rules  now  governing  the  acceptance  or  rejection  of 
remedies  are  practically  the  same  as  those  adopted  in 
1905.  The  interpretation  of  the  rules,  however,  has 
been  amplified  and  clarified  to  meet  new  conditions. 
Now,  in  19+0,  the  situation  as  far  as  the  consideration 
of  drugs  is  concerned  is  vastly  improved,  owing  largely 
to  the  efforts  of  the  Council,  with  the  militant  aid  of  The 
Journal.  Advertising  claims  employed  by  manufacturers 
of  pharmaceuticals  for  products  accepted  by  the  Council 
have,  in  the  main,  attained  standards  of  accurateness 
and  truthfulness  not  found  in  any  other  field  of  market- 
ing or  in  the  entire  medical  world  outside  the  United 
States.  Those  firms  which  have  been  following  the 
leadership  of  the  Council  have  already  found  that  it 
is  much  easier  to  comply  with  the  new  Food,  Drug  and 
Cosmetic  Act  and  the  Wheeler-Lea  Act  in  the  case  of 
their  accepted  medicaments  than  have  some  firms  which 
have  tried  to  ignore  the  Council  by  extolling  nonaccepted 
preparations.  (7.  A.  M.  A.,  February  10,  1940,  p.  +91.) 


Book  Announcements 


New  Books. 

The  following  are  recent  acquisitions  to  the  Li- 
brar}’  of  the  Medical  College  of  Virginia  and  are 
available  to  our  readers,  the  only  cost  being  return 
postage : 

Pohle,  E.  A. — Clinical  roentgen  therapy. 

Pohle,  E.  A. — Theoretical  principles  of  roentgen  therapy. 
Rawdon-Smith,  A.  F. — Theories  of  sensation. 

Reed,  C.  I.  et  al — Vitamin  D. 

Ride,  L. — Genetics  and  the  clinician. 

Rigler,  L.  G. — Outline  of  roentgen  diagnosis. 

Rogers,  C.  G. — Textbook  of  comparative  physiology. 
2nd  ed. 

Ross,  J.  M. — Post-mortem  appearances. 

Sappington,  C.  O. — Industrial  health. 

Scheinfeld,  A. — You  and  heredity. 

Schwartz  & Tulipan — A textbook  of  occupational  diseases 
of  the  skin. 

Scott,  H.  H. — History  of  tropical  medicine. 

Scudder,  J. — Shock. 

Shohl,  A.  T. — Mineral  metabolism. 

Smith  & Helwig — Liquor,  the  servant  of  man. 

Stewart,  G.  R. — Doctor’s  oral. 

Thewlis,  M.  W. — Preclinical  medicine. 

Thorndike,  A.,  Jr. — Athletic  injuries. 

Tilney  & Riley — Form  and  functions  of  the  nervous  sys- 
tem. 

Trueta,  J. — Treatment  of  war  wounds  and  fractures. 
Tucker,  A. — Miss  Susie  Slagle’s. 

University  of  Wisconsin — A symposium  on  the  blood  and 
blood-forming  organs. 

University  of  Wisconsin — A symposium  on  cancer. 

Vinson,  P.  P. — Diagnosis  and  treatment  of  the  diseases 
of  the  esophagus. 


Weinzyrl,  J. — General  hygiene  and  prevention  of  med- 
icine. 

Westmann,  S.  K. — Sport,  physical  training  and  woman- 
hood. 

Wiener,  A.  S. — Blood  groups  and  blood  transfusion. 
Williams,  J.  F. — Hygiene  and  sanitation. 

Yearbook  of  Medicine,  1939. 

Functional  Disorders  of  the  Foot.  Their  Diagnosis 
and  Treatment.  By  FRANK  D.  DICKSON,  M.D., 
P.A.C.S.,  Orthopedic  Surgeon,  St.  Luke’s,  Kansas 
City  General,  and  Wheatley  Hospitals,  Kansas 
City,  Missouri,  and  Providence  Hospital,  Kansas 
City,  Kansas.  And  REX  L.  DIVELEY,  A.B.,  M.D., 
F.A.C.S.,  Orthopedic  Surgeon,  St.  Luke’s,  Kansas 
City  General,  Research,  and  Wheatley  Hospitals, 
Kansas  City,  Missouri,  andi  Providence  Hospital, 
Kansas  City,  Kansas.  J.  B.  Lippincott  Company. 
Philadelphia.  1939.  Octavo  of  x-305  pages.  202 
Illustrations.  Cloth.  Price,  .$5.00. 

The  authors  present  a new  book  designed  to  ex- 
plain the  causes,  symptoms  and  treatment  of  the 
common  foot  ailments.  They  clearly  show  how  cor- 
rectly designed  footwear  can  induce  a foot  with  ana- 
tomical defects  to  function  to  maximum  advantage 
and  how  it  can  restore  normal  function  to  a foot 
whose  function  has  been  damaged  by  poor  footwear 
or  by  abuse.  The  subject  matter  to  a large  extent, 
therefore,  deals  with  flat  feet  and  footwear.  The 
authors  labor  slightly  to  suggest  that  some  of  the  in- 
cluded subjects  are  functional  ailments,  but  this 
stresses  an  excellent  point  and  in  no  way  detracts 
from  the  value  of  the  book.  All  the  common  foot 
ailments  are  taken  up  in  the  book  and  the  problem 
of  shoe  design  is  particularly  well  discussed.  The 
book  is  somewhat  voluminous  for  the  subject  matter 
covered,  but  this  adds  to  the  ease  of  understanding  it 
and  should  make  it  more  useful  to  those  who  do  not 
have  foot  ailments  constantly  in  mind.  This  book  is 
to  be  highly  recommended  as  a guide  to  anyone  in- 
terested in  becoming  informed  in  the  subject. 

Thom.as  Beath,  IM.D. 

Injection  Treatment.  Of  Hernia,  Hydrocele,  Ganglion, 
Hemorrhoids,  Prostate  Gland,  Angioma,  Varicocele, 
Varicose  Veins,  Bursae,  and  Joints.  By  PENN  RID- 
DLE, B.S.,  M.D.,  F.A.C.S.,  Assistant  Professor  of 
Clinical  and  Operative  Surgery,  Baylor  University, 
College  of  Medicine;  Director  of  the  Varicose  Vein 
Clinic,  Parkland  Hospital,  Dallas,  Texas.  W.  B. 
Saunders  Company.  Philadelphia.  1940.  Octavo  of 
ix-290  pages.  With  153  Illustrations.  Cloth. 

The  interesting  subject  of  the  injection  treatment 
of  hernia  is  not  new  but  was  practiced  before  the 
modern  aseptic  era  of  surgery.  The  aim  of  the  in- 
jection method  is  the  same  as  that  of  surgery,  namely 
the  repair  of  the  defect  by  scar  tissue.  Best  results 
are  obtained  from  the  injection  of  indirf^ct  hernias 
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which  are  not  too  large;  young  individuals  respond 
better  than  the  senile.  Other  types  of  hernia  can 
often  be  improved  even  though  cure  is  not  obtained. 
The  injection  method  may  be  used  on  patients  in 
whom  a surgical  repair  would  be  contra-indicatcd. 
Of  course  such  conditions  as  diabetes,  hyperthyroid- 
ism should  be  controlled  before  beginning  the  injec- 
tions. 

Like  surgery  the  use  of  the  injection  method  re- 
quires judgment,  detailed  knowledge  of  the  anatomy, 
skill  and  cleverness  in  the  mechanical  use  of  simple 
instruments.  The  injection  of  hernia  today  may  be 
compared  to  the  injection  treatment  of  hemorrhoids 
twenty-five  years  ago;  its  indiscrimate  use  for  all 
types  of  hernia  wall  only  serve  to  condemn  the  proce- 
dure. The  careful  selection  of  cases  wdth  close  ob- 
serv'ation  of  contraindications  will  bring  gratifying 
results.  The  contraindications  are  clearly  set  forth 
by  Dr.  Riddle.  It  is  not  supposed  that  the  injection 
treatment  will  supplant  surgery,  but  will  prove  an 
invaluable  addition  to  our  armamentarium.  The 
chapters  on  varicose  veins  and  hemorrhoids  are  thor- 
ough-going discussions  of  these  more  standardized 
procedures.  The  book  is  well  written,  easily  read  and 
above  all  is  pervaded  with  common  sense. 

Robert  V.  Terrell. 

Tumors  of  the  Hands  and  Feet.  Edited  by  GEORGE 
T.  PACK,  B.S.,  M.D.,  F.A.C.S.,  Assistant  Clinical 
Professor  of  Surgery,  Yale  University  School  of 
Medicine  and  Cornell  University  College  of  Medi- 
cine; Attending  Surgeon,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases.  St.  Louis.  The  C.  V. 
Mosby  Company.  1939.  Octavo  of  138  pages.  Illus- 
trated. Cloth.  Price,  $3.00. 

The  symposium  which  comprises  the  subject  mat- 
ter of  this  book  originally  appeared  in  the  January, 
1939,  issue  of  Surgery.  Carcinoma  of  the  hands  and 
feet,  subungual  melanoma,  angiomatous  tumors  of 
the  hands  and  feet,  tumors  of  the  synovia,  tendons, 
and  joint  capsules  of  the  hands  and  feet,  tumors  pri- 
mary in  the  bones  of  the  hands  and  feet  are  covered 
by  various  authors. 

The  introduction  by  Pack  and  the  section  on 
subungual  melanoma  by  Pack  and  Adair  form  the 
outstanding  chapters.  Pack  has  outlined  clearly  the 
roentgen  and  radium  technics  used  at  the  Memorial 
Hospital. 

The  book  can  be  recommended  highly  as  a refer- 
ence especially  for  those  associated  with  tumor 
clinics. 

It  is  still  questionable  whether  any  literature  is  so 
important  that  it  should  deserve  duplication  on  the 


shelves  of  all  medical  libraries.  The  material  now 
can  be  found  in  the  issue  of  Surgery  as  mentioned 
above. 

F.  B.  M. 

The  Management  of  Obstetric  Difficulties.  By  PAUL 
TITUS,  M.  D.,  Obstetrician  and  Gynecologist  to  the 
St.  Margaret  Memorial  Hospital,  Pittsburgh;  Con- 
sulting Obstetrician  and  Gynecologist  to  the  Pitts- 
burgh City  Homes  and  Hospital,  Mayview  and  to 
The  Homestead  Hospital,  Homestead,  Pa.;  Secretary 
of  the  American  Board  of  Obstetrics  and  Gynecology. 
Second  Edition.  St.  Louis.  The  C.  V.  Mosby  Com- 
pany. 1940.  Octavo  of  xxiv-968  pages.  Cloth. 
Price^  $10.00. 

In  the  preface  of  the  second  edition  the  author  con- 
fesses a “distinct  feeling  of  obligation  toward  the 
critics  of  the  first  edition,  who  in  their  reviews  for 
the  medical  journals  gave  me  many  suggestions  for 
practical  and  useful  additions  to  the  text.”  I had  the 
pleasure  of  reviewing  the  first  edition  and  I note  that 
at  least  one  of  my  suggestions  was  adopted,  i.e.,  the 
treatment  of  breast  abscess  by  aspiration  and  Bier’s 
cups.  I wish  I could  persuade  the  author  to  try  extra- 
ovular bags  in  the  treatment  of  placenta  previa. 

The  second  edition  of  this  valuable  book  has  been 
brought  thoroughly  up  to  date.  The  chapters  on  re- 
lief of  sterility,  the  use  of  sulfanilamide  in  puerperal 
sepsis  and  pyelitis,  and  improvement  in  obstetric 
analgesia  anesthesia  are  to  be  especially  commended. 

M.  Pierce  Rucker,  M.D. 

Directory  of  Medical  Specialists.  Certified  by  American 
Boards.  1939.  PAUL  TITUS,  M.  D.,  Directing  Edi- 
tor. J.  STEWART  RODMAN,  Associate  Director. 
Columbia  University  Pi-ess.  New  York.  1940. 
Pages  xv-1573.  Cloth.  Price,  $5.00. 

To  those  who  have  pored  over  the  American  Medi- 
cal Directory  searching  out  specialists  in  some  field, 
this  book  will  be  a boon,  as  it  contains  lists  of  the 
specialists.  For  example,  the  eye  men  are  all  sorted 
out  by  place  of  residence  whether  Alameda,  Cali- 
fornia; Oshkosh,  Wisconsin;  Alaska;  Hawaii;  Can- 
ada; Brazil;  China  or  Mexico — perhaps  not  all  the 
eye  men,  but  at  least  those  who  have  been  certified  by 
the  American  Board  of  Ophthalmology.  So  for  the 
other  specialties,  including  one  less  well-known,  the 
American  Board  of  Anesthesiology. 

In  the  back  of  the  volume  there  is  an  alphabetical 
list  of  all  the  specialists.  In  glancing  through  the 
pages,  two  names  of  physicians  have  been  noted  that 
have  already  died  and  this  fault  will  continue  to  get 
wwse. 


E.  C.  L.  Miller,  M.D. 
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Editorial 


Experiments  in  Cooperative  Medicine. 

There  have  developed  within  recent  years  in  the 
United  States  a great  variety  of  methods  for  distribut- 
ing medical  service.  Some  are  still  in  the  making. 
Some  have  failed.  Others  give  promise  of  succeeding. 
We  have  also  the  experience  of  foreign  nations  before 
us.  In  nearly  every  other  country  of  the  world  there 
is  some  sort  of  voluntary'  or  cortipulsory  government 
controlled  plan.  Such  plans  have  been  developing  for 
fifty  years — in  fact  ever  since  Prince  Bismarck  in- 
troduced Compulsory  Sickness  Insurance  in  Ger- 
many in  1883.  All  these  schemes  are  adapted  to  con- 
ditions peculiar  to  the  countries  in  which  they  have 
arisen.  Their  mistakes  serve  as  a warning  to  us. 
In  this  country — still  free  and  democratic — condi- 
tions obtain  which  are  entirely  different  from  those 
that  exist  abroad.  We  are  an  enormous  country  com- 
posed of  a variety  of  people  whose  customs,  needs 
and  aspirations  are  as  dissimilar  as  the  economic, 
social  and  geographical  conditions  that  characterize 
them.  Our  ’•ural  and  urban  problems  are  different. 
Our  eastern  and  western,  northern  and  southern, 
problems  are  different.  The  indigent,  marginal  and 
low  income  groups  present  separate  and  distinct  prob- 
lems. Happily  the  way  of  experimentation  in  this 
countrj’  is  still  open  and  the  opportunity  of  trying 
out  many  dissimilar  plans  still  exists.  It  is  fortunate 
too  that  Federal  legislation  has  not  yet  closed  these 
roads. 


We  are  familiar  with  many  of  the  plans  for  dis- 
tributing medical  service  that  are  now  on  trial  in 
this  country.  For  instance:  (1)  There  are  about  300 
Group  Practice  Plans  in  operation.  The  Mayo  Clinic 
and  the  McGuire  Clinic  are  examples  of  this  type. 
(2)  There  are  about  2,000  Industrial  Medical  Care 
Plans  in  operation.  We  have  come  to  associate  them 
quite  naturally  with  the  great  industries.  In  our 
midst  the  Chesapeake  and  Potomac  Telephone  Com- 
pany, the  DuPont  Company,  the  Virginia  Electric 
and  Power  Company,  the  Chesapeake  and  Ohio  Rail- 
road, each  has  a plan  and  each  plan  has  special 
features.  (3)  There  are  at  least  300  Student  Health 
Services  in  as  many  colleges  and  universities  offering 
examinations,  consultations,  clinic  and  hospital  care, 
and  putting  particular  stress  on  health  education. 
(4)  There  are  Rural  Medical  Care  Plans  of  two 
types.  Under  one  a group  of  citizens  by  subsidies, 
bonuses,  etc.,  guarantees  a physician  an  annual  in- 
come sufficient  to  attract  him  to  the  community. 
Under  the  other  the  Farm  Security  Administration 
by  loans  enables  farmers  to  pay  for  medical  service 
on  a reduced  fee  basis.  (5)  There  are  about  200 
State  and  County  Medical  Society  Plans  which  pro- 
vide for  (a)  the  indigent  on  a low  fee  schedule  and 
(b)  for  the  low  income  group  either  on  a prepay- 
ment or  a postpayment  basis.  (6)  There  are  Group 
Hospitalization  Plans  by  the  hundred,  with  nearly 
5 million  subscribers  all  over  the  country.  (7)  There 
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are  500  and  odd  Hospital  Insurance  Companies  of- 
fering policies  with  cash  benefits  for  sickness  and 
hospital  service.  (8)  There  are  about  nineteen  Flat 
Rate  Plans  offered  by  certain  hospitals  for  specifi- 
cally designated  services.  A hospital,  for  example, 
may  offer  to  care  for  obstetrical  patients  at  a flat 
rate  of  $50.  (9)  There  are  about  500  Medical  and 
Hospital  Benefit  Organizations  which  operate  hos- 
pitals and  employ  physicians  on  a contract  basis  to 
accommodate  their  members.  Expenses  are  paid  out 
of  a fund  accumulated  from  the  sale  of  membership 
certificates  or  contracts.  (10)  Finally  there  are  about 
two  dozen  Union  Sick  Benefit  Funds  and  Fraternal 
Plans  operating  somewhat  as  the  mutual  benefit  as- 
sociations do.  Such  “lodge  practice”  plans  offer  mem- 
bers medical  service,  and  cash  benefits  help  to  defray 
hospital  and  doctors  bills. 

The  plan  we  are  discussing — cooperative  medi- 
cine— is  then  just  one  of  many  plans.  It  is  an  out- 
. growth  of  the  fundamental  idea  underlying  the  whole 
cooperative  movement,  a movement  that  is,  as  we 
know  it  today,  more  than  a century  old  and  world- 
wide in  its  operation,  a movement  that  seeks  a solu- 
tion of  the  industrial  problem  by  merging  the  pro- 
ducer-consumer interest,  that  relates  the  home  to  the 
work-shop  and  is  designed  to  turn  economic  surplus 
to  human  need. 

Cooperative  medicine  is  described  as  a voluntary 
non-political  organization  of  patients  into  groups  of 
consumers.  In  practice,  a group,  say  of  1,000  fam- 
ilies, forms  an  association  for  the  purpose  of  owning 
and  operating  a hospital  with  its  diagnostic  and 
therapeutic  equipment  and  of  hiring  a staff  of  phy- 
sicians. Such  an  organization  is  run  by  a Board 
of  Trustees  elected  by  the  membership  at  large.  Such 
an  organization  is  supported  by  a fund  created  from 
the  annual  contributions  of  the  members.  Member- 
ship entitles  the  family  and  its  dependents  to  full 
medical  and  hospital  service,  the  completeness  of 
which  is  determined  by  the  size  of  dues  paid. 

The  advocates  of  this  method  of  distributing  medi- 
cal service  maintain  that  it  answers  most  of  the 
criticisms  directed  at  our  present  system,  that  it  takes 
the  competitive  feature  out  of  the  practice  of  medi- 
cine and  is  a stop  gap  to  state  medicine.  They  claim 
that  it  offers  a complete  medical  service  at  moderate 
cost  to  the  low  income  group  and  the  services  of  a 
group  of  specialists  otherwise  inaccessible  to  this 
group.  It  is  said  to  promote  health  mindedness  and 
to  spare  doctors  the  business  details  that  afflict  them 


in  private  practice.  While  decrying  the  A.  M.  A.  in 
one  breath  the  proponents  feel  it  important  to  main- 
tain in  the  next  that  their  associations  conform  to 
the  famous  ten  principles  laid  down  by  the  A.  M.  A. 
in  1934  and  reaffirmed  in  1937. 

The  A.  M.  A.  is  opposed  to  most  cooperative  health 
associations  on  the  following  grounds: 

(1)  They  violate  the  principle  that  the  patient 
must  have  a free  choice  of  doctors. 

(2)  They  are  corporations  practicing  medicine. 

(3)  They  represent  contract  practice  in  its  worst 
form. 

(4)  Cooperative  Health  Associations,  by  adver- 
tising and  soliciting  patients,  offend  the  sensibilities 
of  a profession  which  abhors  such  practice. 

(5)  They  should  come  under  the  Insurance  and 
not  under  the  Cooperative  laws. 

The  A.  M.  A.  maintains  that  many  of  the  benefit 
organizations  are  wholesale  buying  clubs  organized 
to  induce  physicians  to  provide  services  at  a 50  per 
cent  discount.  Others  are  described  as  cut-rate 
clinics. 

There  are  said  to  be  many  cooperatives  organizing 
health  associations  in  the  United  States.  We  do  not 
know  just  how  many  there  are.  There  is  for  example 
the  cooperative  Community  Hospital  of  Elk  City, 
Oklahoma,  the  organization  and  operation  of  which 
is  described  by  its  medical  director.  Dr.  M.  Shadid, 
in  a recent  brochure  entitled  Principles  of  Co- 
operative Medicine.  There  is  the  Health  Association 
of  Greenbelt,  Maryland,  the  Wage  Earners  Health 
Association  of  St.  Louis,  Missouri,  the  Beneficial  So- 
ciety of  San  Diego,  California,  the  Cooperative 
Health  Society  of  Milwaukee,  and  the  Cooperative 
Health  Association  of  Ann  Arbor,  Michigan. 

The  most  famous,  however,  is  Group  Health  Axxo- 
ciation,  Inc.  of  Washington,  D.  C.,  organized  No- 
vember 1,  1937.  It  is  a cooperative  organization  of 
men  and  women  in  the  Executive  Branch  of  the 
United  States  Government.  Its  2,500  members  are 
selected  only  after  physical  examinations  show  them 
to  be  physically  normal  persons.  An  application  fee 
of  $5.00  for  the  member  and  $1.00  for  each  de- 
pendent is  followed  by  another  fee  of  $10.00  and 
$1.00,  if  accepted,  and  thereafter  a monthly  fee  of 
$2.20  for  members  plus  $1.80  for  wife  plus  $1.00  for 
each  child.  In  addition  $1.00  is  charged  for  the  first 
home  visit  and  a $25.00  hospital  fee  is  added  in  cases 
of  pregnancy.  On  the  whole  a rather  complete  medi- 
cal and  hospital  service  is  offered.  Hospitalization 
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is  limited  to  twenty-one  days  for  any  one  illness, 
with  a maximum  of  forty-two  days  per  year.  The 
doctors  on  the  staff  receive  from  $3,600  to  $7,200  a 
year  and  are  licensed  by  the  Board  of  Licensure  of 
the  District  of  Columbia.  The  staff  consists  of  ten 
doctors,  seven  nurses,  three  technicians  and  two 
pharmacists.  Both  the  District  Courts  and  the  Court 
of  Appeals  have  declared  it  legal. 

This  association  has  been  bitterly  opposed  by  both 
the  A.  M.  A.  and  the  Medical  Society  of  the  District 
of  Columbia.  Doctors  on  the  staff  have  been  fired 
from  the  medical  society  and  refused  privileges  in 
local  hospitals.  Over  it  a legal  fight  has  been  waged 
in  Congress.  The  grounds  for  opposition  to  it  are 


those  we  have  just  enumerated  in  stating  the  posi- 
tion of  the  A.  M.  A.  in  regard  to  most  cooperatives. 

Cooperative  medicine  appears  to  flourish  best  in  a 
homogeneous  population,  among  groups  socially,  eco- 
nomically and  geographically  akin. 

One  cannot  help  admiring  the  independence  and 
aggressiveness  of  honest  cooperatives.  As  one  of  the 
historians  of  this  movement  has  declared:  Whether  it 
“can  lead  a stubborn  world  decisively  along  this  co- 
operative road  probably  will  depend  more  not  only 
on  its  numbers,  but  also  on  its  power  to  enlist  in- 
telligence and  develop  in  all  ranks  a leadership  cap- 
able of  creating  enthusiasm  and  producing  every  day 
conviction  among  the  ma.sses  of  mankind.” 


Proceedings  of  Societies 


The  Mid-Tidewater  Medical  Society 

Met  at  Gloucester  for  its  regular  quarterly  meeting 
on  April  23,  with  Dr.  W.  P.  Jones  of  Urbanna  pre- 
siding. Dr.  M.  H.  Harris  of  West  Point  was  at  the 
secretary’s  desk.  At  the  business  session,  delegates 
and  alternates  were  appointed  for  the  meeting  of  the 
State  Society  at  White  Sulphur  Springs;  Drs.  E.  L. 
W.  Ferry  and  M.  H.  Harris  were  appointed  a com- 
mittee to  draw  up  resolutions  to  Dr.  Thomas  B. 
Latane  who  has  retired  from  practice;  and  several 
other  matters  of  interest  were  discussed.  One  of 
these  was  the  adoption  of  a resolution  to  the  effect 
that  members  of  the  Mid-Tidewater  Society  should 
charge  insurance  companies  a minimum  fee  of  three 
dollars  for  all  medical  examinations  of  persons 
applying  for  policies  below  $1,000  and  a five  dollar 
fee  for  policies  over  that  amount.  A delicious  lun- 
cheon was  served  the  members  and  guests  at  the 
Presbyterian  Church. 

.^t  the  scientific  session,  there  was  a symposium 
on  gastro-intestinal  disturbances  and  indigestion,  led 
by  Dr.  C.  M.  Caravati  of  Richmond.  Other  Rich- 
mond doctors  taking  part  were:  Dr.  R.  D.  Bates,  Jr., 
who  spoke  on  Laboratory  Aids  to  Diagnosis;  Dr. 
D.  D.  Talley  on  X-ray  Diagnosis;  Dr.  W.  L.  Nalls 
on  Chest  Conditions  Giving  Sjanptoms  of  Indiges- 
tion. Drs.  F.  S.  Johns  and  J.  M.  Hutcheson,  also 
of  Richmond,  and  a number  of  the  Society  members 
discussed  the  subject. 


The  Augusta  County  Medical  Society 

Held  its  regular  quarterly  meeting  at  the  Stonewall 
Jackson  Hotel,  Staunton,  on  May  1,  at  which  time 
delegates  were  elected  to  the  meeting  of  the  State  So- 
ciety at  White  Sulphur  Springs.  The  Society  voted 
to  contribute  to  the  National  Physicians’  Committee 
for  the  Extension  of  Medical  Service  in  their  fight 
against  propaganda  directed  at  organized  medicine. 
Dr.  F.  P.  Floyd  of  W'aynesboro  was  elected  to  mem- 
bership. 

The  scientific  portion  of  the  program  consisted  of  a 
paper  by  Dr.  J.  M.  Emmett  of  Clifton  Forge  on 
“Various  Operative  Procedures  for  Correction  of 
Gastric  Ulcer  and  Gastric  Carcinoma”,  and  one  by 
Dr.  W.  P.  Gilmer,  also  of  Clifton  Forge,  on  “The 
X-ray  Examination  of  the  Stomach”. 

Drs.  D.  E.  Watkins  and  Joseph  E.  Cox,  both  of 
W’aynesboro,  are  president  and  secretary  of  this  So- 
ciety, respectively. 

Norfolk  County  Medical  Society, 

.\t.the  annual  meeting  of  this  Society  on  May  6, 
delegates  and  alternates  were  named  to  the  annual 
meeting  of  the  State  Society.  Dr.  James  W.  .\nder- 
son,  president-elect,  will  succeed  to  the  presidency  at 
the  September  meeting,  and  Dr.  Lockburn  B.  Scott 
will  resume  his  duties  as  secretary-treasurer.  Dr. 
Scott  has  been  president  of  the  Society  since  the  death 
of  Dr.  D.  Lee  Hirschler,  with  Dr.  A.  Brownley 
Hodges  as  secretary. 


386 


Virginia  Medical  Monthly 


[June, 


Lynchburg  Academy  of  Medicine. 

The  regular  monthly  meeting  of  the  Academy  was 
held  May  6,  at  the  Lynchburg  General  Hospital. 

Cooperating  with  the  Lynchburg  General  Hospital 
only  a business  meeting  was  held,  the  scientific  part 
of  the  program  being  held  jointly  May  21,  with  the 
Lynchburg  General  Hospital,  Dr.  W.  C.  Davison 
from  Duke  being  the  guest  speaker. 

Delegates  and  alternates  were  elected  for  the  State 
Convention. 

Due  to  the  increased  activities  of  the  various  heal- 
ing cults  in  our  State  Legislation,  Dr.  John  Hundley, 
Jr.,  felt  the  following  resolution  very  imperative: 

Be  it  resolved  that  the  Lynchburg  Academy  of  Medi- 
cine, Inc.,  in  regular  meeting  May  6,  1940,  hereby  petition 
the  House  of  Delegates  of  the  Medical  Society  of  Virginia 
to  institute  proceedings  directed  toward  the  more  stringent 
enforcement  of  the  laws  regulating  the  illegal  and  irregu- 
lar practice  of  the  healing  arts  in  Virginia. 

Be  it  further  requested  that  a fund  be  created  for  the 
prosecution  of  illegal  practitioners  either  through  asses- 
ment  of  the  members  of  the  Medical  Society  of  Virginia 
or  by  raising  the  dues,  and  that  efforts  be  made  to  educate 
the  legislators  of  the  State  in  a true  appreciation  of  the 
dangers  resulting  from  cult  practice. 

The  resolution  was  unanimously  adopted  by  the 
Academy. 

C.  E.  Keefer,  M.D., 
Secretary-Treasurer. 

Roanoke  Academy  of  Medicine. 

At  the  meeting  of  the  Academy  on  May  6,  the  fol- 
lowing officers  and  committeemen  were  chosen,  all 
of  whom  will  take  office  on  October  1 : President, 
Dr.  Kenneth  D.  Graves;  vice-presidents,  Drs.  David 
B.  Stuart  and  Mortimer  Williams;  secretary-treas- 
urer, Dr.  Allen  Barker;  executive  committee.  Dr. 
L.  G.  Richards,  chairman,  Drs.  G.  M.  Maxwell, 
J.  C.  Darden,  W.  P.  Jackson  and  Henry  Lee;  and 
judiciary  committee,  Drs.  J.  W.  Preston,  E.  G.  Gill, 


C.  T.  Burton,  J.  L.  Kinzie,  and  Rees  Morgan.  Dele- 
gates and  alternates  to  the  State  meeting  were  also 
elected. 

The  Virginia  Society  of  Ophthalmology  and 
Otolaryngology 

Held  its  annual  meeting  at  the  Chamberlin 
Hotel,  Old  Point  Comfort,  on  May  18,  under  the 
presidency  of  Dr.  Karl  Blackwell  of  Richmond. 

• Guest  speakers  were:  Dr.  Lyman  G.  Richards, 

Boston,  Mass.,  who  spoke  on  “Diagnosis  and  Treat- 
ment of  Sinus  Disease  in  Children”;  and  Dr.  F.  B. 
Walsh,  Johns  Hopkins  University,  Baltimore,  on 
“Ocular  Signs  of  Thrombosis  of  the  Dural  Sinuses”. 
IMembers  who  presented  papers  were:  Dr.  Frank 
P.  Smart,  Norfolk;  Drs.  F.  D.  Woodward  and  V.  W. 
Archer,  University  of  Virginia;  Dr.  H.  Grant  Pres- 
ton, Harrisonburg;  Dr.  Thomas  E.  Hughes,  Rich- 
mond; and  Dr.  Robert  Courtney,  Richmond. 

Officers  elected  are:  president.  Dr.  Geo.  G. 
Hankins,  Newport  News;  vice-president.  Dr.  Morti- 
mer H.  Williams,  Roanoke;  and  secretary-treasurer, 
Dr.  Guy  Fisher,  Staunton.  The  next  convention 
will  be  held  in  Richmond  in  1941. 

The  Virginia  Peninsula  Academy  of  Medicine 
Held  its  March  meeting  at  Langley  Field,  under 
the  auspices  of  the  doctors  of  the  Post.  Lieutenant 
Colonel  J.  I.  Sloat  of  the  Walter  Reed  Hospital, 
Washington,  spoke  on  “Treatment  of  Fractures  of 
the  Leg”. 

The  April  meeting  was  held  at  the  James  River 
Country  Club  and  the  address  was  given  by  Dr. 
James  Smith  of  McGuire  Clinic,  Richmond,  his  sub- 
ject being  “Treatment  of  Disorders  of  the  Thyroid 
Gland”. 

Dr.  A.  A.  Creecy  and  Dr.  E.  B.  Mewborne,  both 
of  Newport  News,  are  president  and  secretary,  re- 
spectively. 


News  Notes 


The  Virginia-West  Virginia  Meeting. 

Plans  are  shaping  up  for  a fine  meeting  at  the 
Greenbrier  Hotel,  White  Sulphur  Springs,  W.  Va., 
July  29,  30  and  31,  and  a large  attendance  is 
expected.  The  two  associations  will  meet  jointly 
for  scientific  meetings  and  for  pleasures  but  the 


business  sessions  will  Ije  held  simultaneously  in 
separate  groups. 

Scientific  sessions  will  be  somewhat  in  the  nature 
of  a postgraduate  course  with  out-of-state  speakers. 
In  addition  to  the  orations  on  medicine  and  surgery, 
there  will  be  three  guest  speakers  each  morning, 
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all  outstanding  in  their  specialties.  Names  of  all 
guests  were  published  in  the  March  Monthly.  A 
doctor  from  each  of  the  states  has  been  selected 
to  discuss  the  papers  presented.  In  the  afternoons, 
the  guest  speakers  of  the  morning  wilt  conduct 
round  tables  and  these  will  be  open  to  the  full 
membership  of  the  two  associations.  There  will 
be  excellent  scientific  and  commercial  exhibits  which 
v/ill  add  much  to  the  interest  of  the  meeting. 

The  first  meeting  of  the  House  of  Delegates  will 
be  held  on  Monday  afternoon,  July  29,  from  4:30 
to  6:30,  the  hour  for  the  Tuesday  meeting  to  be 
named  at  this  time.  The  Council  will,  of  course, 
meet  prior  to  the  House  of  Delegates.  All  com- 
ponent societies  are  urged  to  have  representation 
at  the  business  sessions. 

As  would  be  expected  at  a place  like  the  Green- 
brier Hotel,  golf  and  tennis  will  have  a place  at 
this  convention,  a golf  tournament  having  been 
planned  for  Sunday  afternoon,  July  28.  All  players 
will  be  expected  to  bring  their  handicaps,  properly 
certified  by  their  clubs.  Attractive  prizes  are  being 
planned  for  this  as  also  for  the  tennis  matches. 
In  Virginia,  golfers  should  advise  Dr.  J.  M.  Emmett 
of  Clifton  Forge,  as  promptly  as  possible  of  their 
intention  to  be  in  the  tournament,  and  tennis  players 
should  communicate  with  Dr.  W.  A.  McGee,  1601 
Monument  Avenue,  Richmond.  West  Virginia  has 
chairmen  for  these  features  also.  Those  interested 
in  other  forms  of  entertainment  will  find  something 
to  their  liking. 

Alumni  and  special  societies  and  sections  are 
planning  get-togethers.  Watch  for  the  program  in 
the  July  issue  of  your  state  journal  for  further 
information.  This  will  be  an  occasion  of  unusual 
interest,  so  mark  the  dates  on  your  calendar  to  be 
at  the  White  Sulphur  meeting.  , 

American  Medical  Association. 

Ever}^thing  is  in  readiness  for  the  opening  of  the 
New  York  meeting  of  the  A.  M.  A.  on  June  10,  and 
then  follow  five  days  which  will  be  replete  with  meet- 
ings, pleasures,  alumni  and  fraternity  get-togethers, 
sight-seeing  trips  and  everything  to  add  to  the  in- 
terest and  entertainment  of  those  who  attend.  An 
interesting  feature  of  the  opening  general  meeting  on 
Tuesday  evening  is  that  the  music  will  be  furnished 
by  the  Doctors’  Orchestral  Society  of  New  York. 

As  only  fellows  of  the  A.  M.  A.  may  register  and 
take  part  in  the  work  of  the  sections,  it  is  recom- 
mended that  members  of  the  State  .Association  who 


expect  to  ht  in  New  York  at  that  time  but  are  not 
fellows  should  at  once  apply  for  fellowship. 

Married. 

Dr.  Stuart  N.  Michaux  of  Richmond  and  Mrs. 
Ruth  .Ann  Wolfe  Benjamin  of  New  York,  April  27. 

Dr.  John  Tallman  Jarrett,  of  the  Resident  Staff  of 
the  Medical  College  of  Virginia  Hospitals,  and  Miss 
.Anne  Mildred  Wood  of  Richmond,  May  1. 

Dr.  James  Levi  Thomson  and  Miss  Dorothy  Alae 
Knowles  of  Richmond,  May  15.  Dr.  Thom.son  is 
on  the  Neurological  Service  of  the  Medical  College 
of  Virginia  Hospitals. 

New  Fellows  of  American  College  of  Phy- 
sicians. 

At  the  annual  session  of  the  College  in  Cleveland 
in  April,  the  following  Virginia  doctors  were  among 
those  inducted  into  fellowship : 

Dr.  Walter  Paul  Adams,  Norfolk 
Dr.  Andrew  Dejarnette  Hart,  Jr.,  University 
Dr.  Burbridge  Scott  Yancey,  Harrisonburg 
It  is  noted  that  there  were  in  attendance  physicians 
from  forty-seven  states,  Hawaii,  Puerto  Rico,  Mexico, 
and  eight  provinces  of  Canada.  The  registrants  were 
from  476  different  communities. 

Dr.  R.  L.  Phipps 

Of  Clintwood  was  recently  elected  vice-president  of 
the  Cumberland  Bank  and  Trust  Company  of  that 
place. 

Dr.  J.  H.  Hagy, 

Of  Imboden,  has  been  elected  a delegate  from  Wise 
County  to  the  republican  national  convention. 

Jefferson  Hospital  Staff. 

At  a dinner  meeting  of  the  staff  of  the  Jefferson 
Hospital,  Roanoke,  on  May  22,  Dr.  Waltman  Walters 
spoke  on  Unusual  Lesions  of  the  Biliary  Tract,  and 
Dr.  Charles  W.  Mayo  on  Malignant  Diseases  of  the 
Right  Colon.  Both  speakers  are  from  Rochester, 
Minn. 

The  staff  of  this  hospital  has  regular  meetings 
every  Wednesday  night  and,  at  the  end  of  the  season, 
they  usually  have  two  distinguished  guest  speakers. 
There  were  about  217  men  present  at  the  dinner  on 
the  22nd. 

Dr.  and  Mrs.  William  Lett  Harris, 

Norfolk,  will  spend  July  and  August  at  Courtney 
Terrace,  Virginia  Beach,  as  has  been  their  custom 
for  some  years. 
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The  Holland-Rantos  Company,  Inc., 

Makers  of  Koromex  products,  has  moved  its  exe- 
cutive offices  to  551  Fifth  Avenue,  New  York  City. 

Dr.  P.  G.  Hamlin 

Recently  connected  with  the  Eastern  Shore  State 
Hospital  at  Cambridge,  Md.,  has  returned  to  Vir- 
ginia and  has  assumed  duties  as  Clinical  Director  of 
the  Eastern  State  Hospital  at  Williamsburg. 

Medical  College  of  Virginia  News. 

Commencement  exercises  closing  the  one  hundredth 
second  session  of  the  Medical  College  of  Virginia, 
Richmond,  will  be  held  June  4. 

There  are  one  hundred  thirty-seven  candidates  for 
graduation:  sixty-eight  in  medicine,  twenty-six  in 
dentistry-,  thirteen  in  pharmacy,  and  thirty  in  nurs- 
ing. 

Dr.  Stuart  Leslie  Craig,  an  alumnus  of  the  college, 
surgeon  and  a director  of  the  New  York  Eye  and 
Ear  Infirmary  New  York  City,  will  be  awarded  the 
honorary  degree  of  doctor  of  science  at  the  gradua- 
tion exercises. 

Dr.  Reginald  Fitz,  lecturer  on  the  history  of  medi- 
cine, The  Harvard  Medical  School,  will  be  the  com- 
mencement speaker. 

The  commencement  sermon  will  be  given  by  Dr. 
Theodore  Adams,  pastor  of  the  First  Baptist  Church, 
Richmond. 

University  of  Virginia  Medical  School  News. 

.A.  Postgraduate  Clinic  for  the  Traveling  Unit  of 
the  West  Virginia  Obstetrical  and  Gynecological  So- 
ciety was  held  at  the  University  of  Virginia  on 
April  15.  The  following  program  was  presented: 
Postpartum  Sterilization  by  Dr.  W.  N.  Thornton, 
Jr.;  Ward  Rounds  conducted  by  Dr.  John  M.  Nokes; 
Demonstrations  of  Embryological  and  Teratological 
Materials  by  Drs.  H.  E.  Jordan  and  J.  E.  Kindred; 
Demonstrations  and  Discussion  of  Chorionic  Tumors 
by  Drs.  J.  R.  Cash  and  T.  J.  Williams;  Dr.  W.  W. 
Waddell,  Jr.  spoke  on  the  subject.  Vitamin  K in  the 
Newborn;  Drs.  E.  P.  Lehman  and  Floyd  Boys  dis- 
cussed Prevention  of  Abdominal  Adhesions;  and  a 
Symposium  on  Hypertension  was  conducted  by  Drs. 
Alfred  Chanutin,  E.  M.  Landis  and  J.  Edwin  Wood, 

Jr. 

On  April  18,  Dr.  H.  B.  Mulholland  spoke  be- 
fore the  Staff  of  the  Elizabeth  Buxton  Hospital  in 


[June, 

Newport  News  on  the  subject.  Clinical  .Acidosis, 
.Alkalosis  and  Dehydration. 

On  April  25,  Dr.  S.  D.  Blackford  participated  in 
the  Postgraduate  Course  in  Medicine  and  Surgery 
for  the  Warwick  County  Aledical  Society  conducted 
under  the  auspices  of  the  Department  of  Clinical  and 
Medical  Education  of  the  Medical  Society  of  Vir- 
ginia. His  subject  was  Management  of  Gall-bladder 
Disease. 

Dr.  C.  Malone  Stroud  of  St.  Louis,  Missouri  ad- 
dressed the  University  of  Virginia  Medical  Society 
on  .April  26.  His  subject  was  Skin  .Allergv'  and 
Eczema. 

Dr.  R.  B.  Bean  attended  the  meetings  of  the  .Amer- 
ican .Association  of  Physical  .Anthropologists  in  New 
York  City  from  Vlay  2 to  4 and  presented  a paper  on 
The  Peopling  of  Virginia. 

Drs.  E.  P.  Lehman  and  Floyd  Boys  read  a paper 
on  Heparin  in  the  Prevention  of  Peritoneal  .Ad- 
hesions with  Report  of  Progress  before  the  .American 
Surgical  Society,  meeting  in  St.  Louis  on  May  2. 

Dr.  J.  .A.  Kennedy,  Professor  of  Bacteriology  at 
the  University  of  Louisville  School  of  Medicine, 
visited  the  Medical  School  on  May  4. 

.At  the  meeting  of  the  Greenville  County  Medical 
Society  in  Greenville,  South  Carolina  on  May  13,  Dr. 
Eugene  M.  Landis  spoke  on  the  Pathogenesis  and 
Treatment  of  Edema  and  Dr.  Staige  D.  Blackford 
discussed  Spxantaneous  Pneumothorax. 

.At  the  meeting  of  the  FTniversity  of  Ahrginia  Medi- 
cal Society  on  May  13,  Dr.  W.  W.  Waddell,  Jr.  dis- 
cussed Further  Observations  on  Vitamin  K in  the 
Newborn. 

On  May  16,  Dr.  Oscar  Swineford,  Jr.  addressed 
the  Fauquier  Medical  Society  on  the  subject,  Chronic 
Rheumatism. 

News  from  Duke  University  School  of  Medi- 
cine. 

On  .April  26,  Dr.  Edward  .A.  Schuman,  Professor 
of  Obstetrics,  University  of  Pennsylvania  School  of 
Medicine,  lectured  on  “Puerperal  Infection”. 

.At  the  monthly  meeting  of  the  Duke  Universitv 
Medical  Society,  May  9,  Dr.  Thomas  .Addis,  Pro- 
fessor of  Medicine,  Stanford  University  School  of 
Medicine,  lectured  on  the  “Treatment  of  Glomerular 
Nephritis”. 
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Certified  by  American  Board  of  Internal 
Medicine. 

Dr.  Edward  A.  Delarue,  Jr.,  and  Dr.  Walter  Lewis 
Nalls,  both  of  Richmond,  were  recently  certified  by 
the  American  Board  of  Internal  Medicine  as  spe- 
cialists in  that  field. 

American  Academy  of  Physical  Medicine. 

-\t  the  annual  meeting  held  in  Richmond,  .\pril 
24-26,  the  following  officers  were  elected:  President, 
Dr.  Harold  D.  Corbusier,  Plainfield,  N.  J.;  vice- 
presidents,  Dr.  G.  J.  P.  Barger,  Washington,  D.  C., 
and  Dr.  Thomas  Wheeldon,  Richmond,  Va.;  and 
secretari-treasurer.  Dr.  Herman  Osgood,  Boston, 
Mass.  The  next  meeting  of  the  Academy  will  be 
held  in  New  York. 

Dr.  Joseph  H.  Low, 

Recently  of  King  George,  is  now  associated  with 
the  A'^akima  Clinic  of  Yakima,  Washington,  where 
he  is  practicing  internal  medicine. 

Pan-American  Congress  of  Ophthalmology. 

Plans  for  this  congress  to  be  held  in  Cleveland, 
October  11-12,  have  been  announced.  It  will  be 
sponsored  by  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  which  will  hold  its  an- 
nual convention  immediately,  preceding  the  Pan- 
.American  gathering. 

The  congress  is  open  to  any  ophthalmologist  who 
wishes  to  register.  Non-members  of  the  Academy 
may  register  regardless  of  attendance  at  the  .Academy 
meeting  proper. 

For  further  information,  write  Dr.  William  P. 
Wherry,  executive  secretary,  American  Academy  of 
Ophthalmology  and  Otolarnygology,  1500  Medical 
-Arts  Bldg.,  Omaha,  Neb. 

Dr.  Thomas  Wheeldon, 

Richmond,  read  a paper  before  the  meeting  of  the 
Pan-.American  Medical  Association  in  Washington, 
on  May  5.  The  title  of  this  paper  w'as  “The  United 
States  of  the  Cerebral  Palsies”. 

Osier  Memorial  to  be  Dedicated. 

The  old  autopsy  house  where  Osier  worked  at 
Blockley  has  been  restored  as  the  Osier  Memorial 
Building  and  will  be  dedicated  on  the  grounds  of  the 
Philadelphia  General  Hospital,  Philadelphia,  on 
June  8.  Original  furnishings,  including  the  necropsy 
table,  have  been  collected,  and  the  painting  by  Dean 
Cornwell,  N.  A.,  of  New  York,  entitled  “Osier  at 


Old  Blockley”  will  also  be  on  e.xhibition.  There  are 
facilities  in  the  building  for  housing  and  preserving 
relics  of  old  Blockley,  as  well  as  Osleriana,  and  the 
Committee  would  welcome  additions  to  this  collec- 
tion. 

.A  cordial  invitation  is  extended  to  those  who  are 
interested  and  especially  those  who  are  attending  the 
.A.  AI.  .A.  Convention  in  New  York  City. 

Dr.  George  H.  H.  Garrison, 

Recently  of  Norfolk,  left  on  June  1 to  assume 
advanced  residencies  in  obstetrics  and  gynecology  at 
the  Cooper  Hospital,  Camden,  N.  J. 

Diseases  of  the  Nervous  System. 

Under  the  editorship  of  Dr.  Titus  H.  Harris,  Gal- 
veston, Texas,  made  its  first  appearance  in  January 
of  this  year.  The  office  of  publication  is  at  El  Paso, 
Texas,  and  Murray  Kornfeld  is  the  Managing  Editor. 
The  purpose  of  the  monthly  publication  is  to  place 
before  practitioners  in  medicine  in  easily  understand- 
able, non-technical  language,  literature  descriptive  of 
mental  and  nervous  conditions.  The  publication 
comes  in  response  to  the  feeling  of  the  editors  that 
knowledge  of  nervous  and  mental  affections  is  not 
diffused  amongst  general  practitioners  because  most 
psychiatrists  and  neurologists  express  themselves  in 
language  so  technical  that  the  family  physician  will 
not  struggle  with  it.  There  may  be  no  valid  reason 
why  the  truths  of  psychiatric  and  neurological  medi- 
cine cannot  be  stated  in  simple,  non-technical  lan- 
guage. 

.Among  the  associate  editors  are:  Dr.  Franklin 
G.  Ebaugh,  Denver;  Dr.  I.  M.  Epstein,  El  Paso;  Dr. 
Temple  Fay,  Philadelphia;  Dr.  Walter  Freeman, 
Washington,  D.  C. ; Dr.  Jas.  K.  Hall,  Richmond; 
Dr.  .A.  Hauser,  Houston;  Dr.  Frank  H.  Luton,  Nash- 
ville; Dr.  Karl  A.  Menninger,  Topeka;  Dr.  Adolf 
Meyer,  Baltimore;  Dr.  Theodore  A.  Watters,  New 
Orleans;  Dr.  Wm.  Walter  Young,  Atlanta. 

In  the  May  issue  of  the  Journal  Dr.  J.  K.  Hall  of 
Richmond  writes  about  “The  Language-Barrier  in 
Depressed  States”,  and  in  the  June  issue  will  appear 
“Emotional  Illness”  by  Dr.  Beverley  R.  Tucker  also 
of  Richmond. 

Stop,  Doctor! 

Have  you  looked  over  the  advertisements  in  this 
issue  of  the  Monthly?  If  not,  please  do  it  now. 
.Advertisers,  same  as  individuals,  like  attention. 
They  also  make  it  possible  for  you  to  have  your 
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own  State  journal.  Coup>ons  sent  them  from  YOUR 
journal  — the  Monthly — show  your  interest.  When, 
there  are  not  coupons,  ask  the  advertisers  about 
products  in  which  you  are  interested.  It  will  help 
you,  the  advertiser,  and  the  Monthly. 

Officers  o£  Harvard  Club. 

Dr.  Warren  T.  Vaughan,  Richmond,  was  recently 
elected  president  of  the  Harvard  Club  of  Virginia, 
and  Dr.  Thomas  Wheeldon,  Richmond,  was  made 
a member  of  the  executive  committee. 

The  Spring  Graduate  Course  of  Gill  Memorial 
Hospital 

^^'as  held  for  the  fourteenth  time  in  Roanoke, 
during  April.  This  was  attended  by  sixty-five  phy- 
sicians from  twenty  states.  The  following  doctors 
appeared  on  the  program : 

Dr.  Karl  S.  Blackwell,  Richmond 

Dr.  Grady  Clay,  Atlanta 

Dr.  C.  C.  Coleman,  Richmond 

Dr.  Parker  Heath,  Detroit 

Dr.  H.  S.  Hedges,  Charlottesville 

Dr.  Wendell  L.  Hughes,  Hempstead,  L.  I. 

Dr.  Chevalier  L.  Jackson,  Philadelphia 
Dr.  Peter  C.  Kronfeld,  Chicago 
Dr.  Dean  M.  Lierle,  Iowa  City 
Dr.  Lyman  Richards,  Boston 
Dr.  Wm.  Rienhoff,  Jr.,  Baltimore 
Dr.  Harry  R.  Slack,  Jr.,  Baltimore 
Dr.  C.  R.  Straatsma,  New  York 
Dr.  D.  Blair  Sulouff,  New  York 
Dr.  Frank  B.  Walsh,  Baltimore 

The  fifteenth  Annual  Spring  Graduate  Course  will 
be  held  the  first  week  in  April,  1941. 

Dr.  Allen  S.  Lloyd, 

For  several  years  located  in  Norfolk,  has  moved  to 
Los  Angeles,  Calif.,  where  he  is  engaged  in  the  prac- 
tice of  orthopedic  surgery  in  connection  with  the 
Ross-Loos  Medical  Group. 

Dr.  Lockburn  B.  Scott, 

Norfolk,  leaves  on  June  5 for  Winnipeg,  Manitoba, 
for  a visit  to  his  daughters  and  will  return  home 
about  September  20. 

Dr.  J.  E.  Haynsworth, 

Formerly  of  Buckingham,  who  has  been  taking 
graduate  work  in  Philadelphia  for  the  past  year,  has 
returned  to  Virginia  and  is  now  connected  with  the 
Chesapeake  and  Ohio  Hospital  at  Clifton  Forge. 

Winchester  Memorial  Hospital. 

.'\t  the  annual  session  of  the  Board  of  Directors 


of  this  hospital.  Dr.  Hunter  H.  McGuire  was  re- 
elected president  and  Dr.  James  A.  Miller  secretary. 

It  was  announced  that  an  addition  to  the  nurses’ 
home  had  been  made  possible  through  a gift  and 
building  operations  are  already  under  way.  Legacies 
amounting  to  almost  $50,000  had  been  received  and 
would  be  used  for  needy  patients  and  the  construc- 
tion of  an  addition  to  the  main  plant. 

Dr.  A.  Tyree  Finch 

Has  been  appointed  health  officer  of  Chase  City. 

Dr.  R.  S.  Montgomery 

^^'as  recently  elected  president  of  the  South  Hill 
Rotary  Club. 

Physician  Wanted 

In  Rockingham  County.  Good  location  for  single 
man  between  twenty-five  and  forty-five  years  of  age. 
Information  in  regard  to  this  location  may  be  ob- 
tained from  Miss  Sarah  E.  Halterman,  R.  N.,  Berg- 
ton,  Va.  {Adv.) 

For  Sale — 

Wappler  Vertex  X-ray  IMachine  with  Wappler  Tilt 
Top  Fluoroscopic  Table;  one  Radiator  type  tube, 
thirty  milli;  one  Universal  type  tube;  one  Brady 
Potter  Bucky,  ninety  K.  V-P.,  eight-inch  spark  gap, 
fifty  to  sixty  milli.  For  price  and  further  informa- 
tion, apply  to  No.  175,  care  this  Journal.  {Adv;) 


Obituary  Record 

Dr.  Robert  Lee  Page, 

Prominent  physician  of  Albemarle  County,  died  at 
his  home  near  Batesville,  on  .Vpril  29.  He  was 
seventy-seven  years  of  age  and  a graduate  of  the 
Bellevue  Hospital  Medical  College,  New  York,  in 
1884.  Dr.  Page  had  practiced  in  Batesville  for  fift)’- 
two  years.  He  was  a former  president  of  the  Albe- 
marle County  Medical  Society  and  a member  of  sev- 
eral other  medical  organizations.  He  was  very  active 
in  Masonic  work  and  was  a member  of  the  working 
committee  of  the  Grand  Lodge  of  Masons  in  Vir- 
ginia. Dr.  Page  had  been  an  active  member  of  the 
Medical  Society  of  Virginia  since  1885,  and  at  one 
time  served  as  a member  of  its  Council.  His  wife  and 
three  children  survive  him.  One  son  is  Dr.  Robert 
Massie  Page  of  Washington,  D.  C. 

At  a recent  meeting  the  Albemarle  County  Medical 
Society  adopted  the  following  appreciation : 
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Dr.  Robert  L.  Page  died  at  his  home,  “Castle  Brook 
Farm”,  at  Batesville,  Virginia.  He  was  born  on  the 
ancestral  estate  at  Batesville,  May  8,  1863.  Dr.  Page  was 
a graduate  in  Medicine  and  Surgery  from  Bellevue 
Medical  College  in  1884.  He  had  practiced  his  profession 
in  Albemarle  County  since  1888.  Since  1918  he  had 
served  as  physician  at  Miller  School.  Besides  being  a 
prominent  physician,  he  was  a leading  resident  of  the 
County,  a faithful  Mason,  and  an  extensive  land  owner 
and  orchardist. 

At  a meeting  of  the  Albemarle  County  Medical  So- 
ciety, the  following  resolutions  were  adopted: 

Whereas,  our  Heavenly  Father,  in  His  divine  provi- 
dence, has  seen  fit  to  take  from  our  midst  one  of  our 
colleagues.  Dr.  Robert  L.  Page,  of  Batesville,  Albemarle 
County,  Virginia  ; 

Whereas,  he  has  been  a loyal  and  faithful  member  of 
the  Albemarle  County  Medical  Society  for  a number  of 
years,  during  which  time  he  enjoyed  the  confidence  and 
esteem  of  the  entire  profession; 

Whereas,  his  Christian  character  and  beneficent  influ- 
ence endeared  him  to  a large  clientele;  his  friendships 
were  strong  and  lasting,  and  in  any  cause  which  he 
deemed  worthy  he  was  a tower  of  strength ; he  was  a 
gentleman  endowed  with  very  precious  gifts  of  mind  and 
character  to  serve  as  a beacon  light  for  us  to  follow  to  the 
port  of  peace  and  safety,  “a  sheltering  rock  in  a weary 
land” ; 

Resolved,  that  we,  members  of  the  Albemarle  County 
Medical  Society,  do  hereby  express  our  deep  sorrow  at  the 
loss  of  such  a physician  and  so  valuable  a friend,  and 
wish  to  express  our  sincere  sympathy  to  his  family  and 
relatives;  and  that  a copy  of  these  resolutions  be  placed 
on  the  minute  book  of  the  Albemarle  County  Medical  So- 
ciety, in  the  Virginia  Medical  Monthly,  and  be  sent  to 
his  famil}'. 

H.  S.  Hedges 
Percy  Harris 
M.  L.  Rea 

Committee. 

Dr.  Thomas  Melville  Talbott, 

Probably  the  oldest  practicing  physician  of  the 
State,  died  at  his  home  in  East  Falls  Church,  May 
10,  at  the  age  of  ninety-one.  Death  was  due  to 
pneumonia  following  a fall  ten  days  previously. 
He  was  a graduate  in  medicine  from  the  University 
of  Maryland  in  1870.  Dr.  Talbott  had  practiced  at 
East  Falls  Church  for  sixty-eight  years  and  is 
credited  with  having  delivered  more  than  two  thou- 
sand present  and  former  residents  of  Fairfax  and 
Arlington  Counties.  He  liked  to  term  himself  as  a 
“horse  and  buggy”  doctor,  although  he  bought  one  of 
the  first  automobiles  owned  in  his  section.  Dr.  Tal- 
bott also  introduced  the  first  telephone  to  Falls 
Church  in  1880,  it  being  a single  line  hook-up  be- 


tween his  house  and  the  village  store,  two  miles  away, 
the  idea  being  to  save  his  patients  the  walk. 

Dr.  Talbott  joined  the  Medical  Society  of  Vir- 
ginia in  1891  and  had  been  an  interested  member 
since  that  time. 

His  wife,  two  sons  and  a daughter  survive  him. 

Dr.  James  Wilson  Hunter,  Jr., 

Prominent  X-ray  specialist  of  Norfolk,  died  at 
Hot  Springs,  Ark.,  May  11,  having  been  in  ill  health 
for  some  time.  He  was  sixty-two  years  of  age  and  a 
graduate  in  medicine  from  the  University  of  Virginia 
in  1901.  Dr.  Hunter  was  a former  president  of  the 
Norfolk  County  Medical  Society  and  had  been  a 
member  of  the  Medical  Society  of  Virginia  for  thirty- 
eight  years.  His  mother  and  two  sisters  survive  him. 

The  following  resolutions  were  adopted  by  the 
Norfolk  County  Medical  Society: 

Whereas  Providence  has  seen  fit  to  take  from  us  a 
most  beloved  and  loyal  member  and  former  President  of 
this  Society,  Dr.  James  Wilson  Hunter,  Jr.,  in  his  62nd 
year  of  age — 

Dr.  Hunter  died  at  Hot  Springs,  Ark.,  May  11,  after  a 
period  of  failing  health. 

He  was  a native  of  Norfolk  and  received  his  early  edu- 
cation here  under  private  tutorship  and  graduated  from 
Episcopal  High  School  at  Alexandria,  Virginia. 

He  receiv'ed  his  Master  of  Arts  degree  and  Doctor  of 
Medicine  degree  at  the  University  of  Virginia. 

He  early  interested  himself  in  X-ray  work  and  became 
the  pioneer  Radiologist  of  this  section,  which  specialty  he 
followed  until  his  retirement  at  the  close  of  last  year. 

He  was  author  of  numerous  articles  in  Radiology.  He 
was  a member  of  the  American  College  of  Physicians,  the 
American  College  of  Radiology,  the  American  Association 
for  the  Advancement  of  Science,  the  American  Medical 
Association,  the  Seaboard  Medical  Association,  the  So- 
ciety of  the  Sons  of  Cincinnati,  the  Alpha  Omega  Alpha 
Fiaternity,  the  Huguenot  Society  of  America  and  a 
veteran  of  the  World  War,  a Captain  in  the  Medical 
Corps. 

Friendly,  affable  and  courteous,  he  exemplified  the  prin- 
ciples of  honor  and  gentility. 

And^  WHEREAS  we  feel  this  Society  has  lost  a most  valued 
member,  be  it  resolved  that  this  token  of  our  esteem  (1) 
be  spread  upon  the  minutes  of  this  Society;  (2)  A copy 
be  sent  the  Journal  of  the  Medical  Society  of  Virginia ; 
(3)  A copy  be  sent  the  members  of  his  family. 

H.  W.  Phillips 
N.  G.  Wilson 
J.  Warren  White 

Dr.  Donald  MacKenzie  Faulkner, 

Well-known  orthopedic  surgeon  of  Richmond,  died 
May  6.  He  was  a native  of  Mecklenburg  County 
and  forty-seven  years  of  age.  Dr.  Faulkner  gradu- 
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ated  in  medicine  from  the  University  of  Virginia  in 
1918,  locating  in  Richmond  in  1923.  He  was  asso- 
ciate professor  of  orthopedic  surgery  at  the  Medical 
College  of  Virginia  and  a member  of  the  staff  of 
the  Crippled  Children’s  Hospital.  Dr.  P'aulkner  was 
a member  of  several  fraternal  and  medical  organiza- 
tions and  joined  the  Medical  Society  of  Virginia  in 
1924.  His  wife  and  three  children  survive  him. 

Dr.  James  Morrison, 

Lynchburg,  died  May  15,  after  a brief  illness.  He 
was  born  in  Le.xington  in  1871  and  received  his 
medical  degree  from  the  University  of  Virginia  in 
1898.  Dr.  Morrison  had  been  a member  of  the 
Medical  Society  of  Virginia  since  1901.  His  son,  Dr. 
Frederick  Morrison,  was  associated  with  him  in  prac- 
tice. 

Resolutions  on  Dr.  Hirschler. 

Dr.  D.  Lee  Hirschler  was  born  in  Norfolk,  August  20, 
1880,  and  received  his  early  education  at  the  old  Norfolk 
Academy.  He  graduated  from  the  University  of  Virginia 
Medical  School  in  1901.  After  an  internship  in  Mt.  Sinai 
Hospital  in  New  York,  and  postgraduate  study  in  Europe, 
he  returned  to  his  native  city  for  the  practice  of  his  pro- 
fession. 

Dr.  Hirschler  was  a Lieutenant  Commander  in  the 
Medical  Corp,  Special  Unit,  United  States  Naval  Reserve. 
He  was  on  the  Staff  of  the  Norfolk  General  Hospital,  the 
Florence  Crittenton  Home,  and  the  King’s  Daughters’ 
Clinic. 

He  was  a member  of  the  American  Medical  Associa- 
tion, the  American  Urological  Association,  the  Baltimore- 
Washington  Dermatological  Society,  the  Medical  Society 
of  Virginia,  and  was  President  of  the  Norfolk  County 
Medical  Society  at  the  time  of  his  death,  March  22,  1940, 
having  been  an  active  member  of  this  Society  for  more 
than  thirty  years. 

Dr.  Hirschler  was  a valuable  friend  and  a skillful 
practitioner  of  the  highest  integrity.  The  community  and 
the  profession  suffered  a distinct  loss  in  the  passing  of 
this  beloved  physician. 

Wherefore,  be  it  resolved  that  a copy  of  these  resolu- 
tions be  recorded  in  the  annals  of  the  Norfolk  County 
Medical  Society,  and  that  a copy  be  sent  to  the  bereaved 
family,  and  one  to  the  Virginia  Medical  Monthly. 

C.  J.  Devine 
Lomax  Gwathmey 
N.  G.  Wilson 

Resolutions  on  Death  o£  Dr.  Geisinger. 

Be  it  resolved  by  the  Board  of  Directors  of  the  Rich- 
mond Hospital  Service  Association  that,  with  the  deepest 
regret,  it  records  the  death  of  Joseph  F.  Geisinger,  to 
whom  the  Association  primarily  owes  it  conception,  its 
origin,  its  final  organization,  its  broad  basis  of  fullest 
public  service  combined  with  sound  financial  conduct;  and 
to  whom  this  Association  is  additionally  indebted  for  his 


constant  devotion  as  a charter  member  of  the  membership 
group,  as  an  original  and  continuing  director,  and  as  an 
efficient  and  effective  chairman  of  sev'eral  of  its  most  im- 
portant committees; 

And  be  it  further  resolved  that  this  Board  deplores  the 
untimely  death  of  Joseph  F.  Geisinger,  who,  as  chairman 
of  the  Medical  Service  Committee,  had  brilliantly  con- 
ceived a program  that  would  bring  untold  benefit  to  thou- 
sands of  Richmond’s  citizens  through  placing  the  cost  of 
adequate  individual  medical  care  upon  a sound  and  bear- 
able basis,  and  whose  loss  will  delay  the  fulfillment  of 
the  program; 

And  be  it  further  resolved  that  each  member  of  the 
Board  of  Directors  of  the  Richmond  Hospital  Service  As- 
sociation deeply  feels  the  personal  loss  of  Joseph  F. 
Geisinger,  a lovable  friend,  an  inspiring  comrade,  a 
citizen  devoted  to  public  good,  and  a surgeon  of  great 
ability  and  of  the  highest  ideals; 

And  be  it  further  resolved  that  these  resolutions  be 
spread  upon  the  permanent  minutes  of  this  Board  and 
that  a copy  of  these  resolutions  be  sent  to  his  bereaved 
family  with  expressions  of  deepest  sympathy;  a copy  be 
sent  to  the  Richmond  Academy  of  Medicine,  to  the 
Virginia  Medical  Society,  and  to  Stuart  Circle  Hospital. 

By  order  of  the  Board  of  Directors, 
Richmond  Hospital  Service  Association. 

M.  Haskins  Coleman,  Jr., 

Secretary  of  the  Board. 

Dr.  Robert  Rolen  Preston, 

Glade  Spring,  died  Alay  2,  at  the  age  of  sixty-one. 
He  was  a graduate  of  the  Medical  College  of  Vir- 
ginia in  1904,  and  since  that  time  had  practiced  in 
Washington  County.  Dr.  Preston  was  for  a number 
of  years  surgeon  for  the  Norfolk  and  Western  Rail- 
way. He  was  a member  of  his  local  medical  society 
and  a former  member  of  the  Medical  Society  of 
Virginia.  His  wdfe,  a son  and  three  daughters  sur- 
vive him. 

Dr.  Charles  Henry  Moncure, 

Prominent  physician  of  Orange,  died  May  11, 
after  a long  period  of  ill  health.  He  was  eighty-one 
years  of  age  and  a graduate  of  the  Medical  College 
of  Virginia  in  1880.  Dr.  Moncure  was  formerly  a 
member  of  the  Medical  Society  of  Virginia.  His  wife 
and  two  daughters  survive  him. 

Dr.  Thomas  Allen  Groover, 

Of  ^^’ashington,  D.  C.,  but  well-known  to  many 
Virginians,  died  April  20,  at  the  age  of  sixty-two 
years.  Dr.  Groover  was  formerly  professor  of  roent- 
genology at  the  George  Washington  University  School 
of  Medicine,  and  was  a member  and  past  president 
of  both  the  IMedical  Society  of  the  District  of  Co- 
lumbia and  of  the  .American  Roentgen  Ray  Society. 


S.M.A.  SAVES  TIME-SAVES  MONE^ 


Enough  For  24  Hours  Made  up  at  Beginning  of  Dag 


S.M.A.  is  so  easy  to  prepare. 
Enough  for  the  entire  24  hour 
period  may  be  made  up  at  the 
beginning  of  the  day  and  stored  in 
the  refrigerator  until  ready  to  feed. 
It  should  then  be  brought  to  body 
temperature  and  fed  at  prescribed 
intervals. 

S.M.A.  is  economical,  too,  be- 


cause, aside  from  orange  or  tomato 
juice  for  the  reguired  vitamin  C,  no 
other  vitamin  supplements  are  usu- 
ally necessary.  S.M.A.  provides 
vitamins  A,  Bi  and  D in  amounts 
sufficient  for  the  normal,  full-term 
infant.  When  kept  in  the  refrigera- 
tor, it  retains  its  nutritional  value 
indefinitely. 


S.M.A.  IS  ECONOMICAL.  INFANTS  RELISH  IT,  DIGEST  IT  EASILY  AND  THRIVE  ON  IT. 


S.  M.  A.  is  a food  for  infants  — derived  from, 
tuberculin-tested  cove’s  milk,  the  fat  of  which 
is  replaced  by  animal  and  vegetable  fats  in- 
cluding biologically  tested  cod  liver  oil;  with  the 
addition  of  milk  sugar  and  potassium  chloride; 


altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  essentially 
similar  to  human  milk  in  percentages  of 
protein,  fat.  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 


S.M.  A.  CORPORATION  • 8100  MCCORMICK  BOULEVARD  • CfflCAGO,  ILLINOIS 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 

The  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of  au- 
thoritative clinical  experience  as  Dextri-Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in 
preventing  their  reaching  unauthorized  persons.  Mead  Johnson  & Company,  Evansville,  Ind.,  U . S.  A. 


75^ 


Petrolagar 


Vacations  mean  a change  of  diet,  water,  exercise. 
Daily  routine  is  altered  and  bowel  Habit  Time  inter- 
rupted. Tins  coml)ination  of  circumstances  tends  to 
bave  a constipating  effect. 

Instead  of  quick  acting  harsh  catharsis,  the  gentle 
softening  action  of  Petrolagar  promotes  motiIit\  and 
encourages  a regnlar,  comfortably  passed  stool. 

Petrolagar  is  miscible  with  liquids.  It  may  be  given 
orally  or  in  an  enema  to  assist  in  the  restoration  of  a 
regnlar  Habit  Time  of  Powel  Movement. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Ponicvard  • Chicago,  Illinois 
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ARSENICAL  DERMATITIS  FROM  TOBACCO.* 


E.  E.  Barksdale,  M.D., 

Danville,  Virginia. 


Introduction 

The  purpose  of  this  paper  is  to  call  your  attention 
to  a previously  unrecognized  source  of  arsenic  poison- 
ing. It  will  be  shown  that  tobacco,  especially  ciga- 
rettes, contains  arsenic.  A series  of  cases  with  arseni- 
cal e.xfoliative  dermatitis  will  be  presented. 

E.xfoliative  dermatitis,  or  what  is  some  times  called 
a severe  allergic  eczema,  is  a clinical  entity  which 
may  involve  the  entire  body.  The  skin  becomes  red- 
dened and  covered  with  lamellated  scales  which  are 
exfoliated  or  shed  from  the  surface;  itching  and 
burning  may  be  present  in  all  degrees,  or  entirely  ab- 
sent. Chilliness  is  always  a prominent  s\Tnptom.  In 
the  severe  cases  death  may  occur  either  from  kidney 
impairment  or  pulmonary  involvement. 

There  are  many  causes  of  this  condition.  Various 
other  skin  diseases  such  as  psoriasis,  eczema,  ery- 
thema multiforme,  and  blood  dyscrasias  may  be  re- 
sponsible. Drugs  such  as  mercury,  phenolphthalein, 
chr\sarobin  and  arsenic  are  also  possible  causes. 

One  of  the  most  frequent  and  severe  complications 
of  anti-syphilitic  treatment  is  an  exfoliative  derma- 
titis following  the  intravenous  injection  of  an  ar- 
senical. 

This  paper  will  be  limited  to  a discussion  of 
arsenical  exfoliative  dermatitis  from  tobacco.  For 
several  years  it  has  been  recognized  that  arsenate  of 
lead  used  as  an  insecticide  on  fruits  and  vegetables, 
might  be  a source  of  arsenic  or  lead  toxicosis.  Vari- 
ous steps  have  been  taken  to  prevent  the  public  from 
coming  in  contact  with  this  poison.  In  recent  years 
arsenate  of  lead  has  been  widely  used  by  the  farmers 
as  an  insecticide  on  tobacco  to  kill  what  is  commonly 
known  as  the  tobacco  worm.  Previously  this  worm 
was  killed  by  hand.  Tobacco  is  frequently  sprayed 
with  arsenate  of  lead  while  it  is  growing.  When  it 
is  placed  on  the  market  the  arsenate  of  lead  remains 

•Read  before  the  seventieth  annual  session  of  the  Med- 
ical Society  of  Virginia,  at  Richmond,  October  3-5,  1939. 


on  the  leaf  as  a white  powder  and  nothing  is  done 
either  in  the  redrying  or  manufacturing  process  to 
remove  it.  Consequently,  practically  ever>-  cigarette 
on  the  American  market  today  contains  arsenic  in  an 
amount  which  might  be  dangerous  to  the  person  who 
does  not  have  a high  tolerance  for  it. 

In  September,  1938,  the  Consumers’  Research  Bul- 
letin made  a determination  of  the  lead  and  ar.senic 
contents  of  five  brands  of  cigarettes,  namely:  Camels, 
Murads,  Lucky  Strikes,  Pall  Malls,  and  Lord  Salis- 
burys,  and  issued  the  following  statement: — “The 
lead  content  was  found  to  vary  from  11-30  ppm,  and 
ar.senic  content  was  found  to  vary  from  6-14  ppm, 
all  too  high  for  safety  to  the  heavy  smoker.” 

The  author  has  analyzed  five  brands  of  cigarettes, 
and  found  them  all  to  have  a high  arsenic  content. 

Procedure 

The  Gutzeit  arsenic  test  has  been  used  in  all  of 
these  procedures.  When  it  has  been  run  on  blood, 
5 c.c.  has  been  used.  In  the  urine  analysis  5 c.c.  of  a 
twenty-four  hour  specimen  has  been  determined.  The 
cigarettes  have  been  analyzed  individually. 

Preparation  of  Material  for  Examination. — To 
destroy  the  organic  matter,  heat  5 gm.  of  blood  or  a 
measured  amount  of  fluid  to  be  tested  (10  to  30  c.c.) 
with  about  10  gm.  of  sodium  or  potassium  sulphate 
and  15  c.c.  of  concentrated  sulphuric  acid  in  a 
Kjeldahl  flask  until  clear.  If  clearing  is  slow,  cool 
and  add  a small  amount  of  potassium  persulphate 
(or  stannous  chloride).  Cool,  dilute  with  about  10 
c.c.  of  water,  transfer  quantitatively  to  a 50  c.c. 
volumetric  flask,  make  up  to  volume  with  water  and 
mix.  Use  aliquot  portions  for  the  tests,  correcting 
for  the  dilution. 

Method. — Set  up  several  units  of  the  arsenic  ap- 
paratus (one  for  the  unknown,  one  for  the  blank, 
and  others  for  the  standards).  Each  unit  consists  of 
a 50  c.c.  generator  bottle  and  a series  of  two  absorp- 
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tion  exit  tubes  and  a text  paper  tube,  all  of  which 
are  connected  by  means  of  one-hole  rubber  stoppers. 
In  each  lower  tube  connecting  with  the  bottle  place 
a roll  of  dry  lead  acetate  test  paper;  into  each  middle 
tube,  a small  piece  of  moist  lead  acetate  glass  wool; 
and  into  each  small  top  tube,  a strip  of  mercuric 
bromide  test  paper.  Into  each  generator  bottle  put 
8 gm.  of  granular  zinc. 

Into  the  bottle  for  the  unknown,  introduce  the 
amount  of  prepared  material  chosen  for  the  test 
(0.001  to  0.01  mg.  of  arsenic),  and  sufficient  diluted 
sulphuric  acid  (1:4)  to  make  25  c.c.  Stopper 
promptly.  Into  the  bottles  for  the  standards,  place 
respectively  1 c.c.,  2 c.c.,  etc.,  of  the  standard  solu- 
tion, and  in  each  case  sufficient  diluted  sulphuric 
acid  to  make  25  c.c.  Stopper  promptly.  The  blank  is 
set  up  the  same  way,  using  only  zinc  and  diluted  acid 
in  the  generator.  If  the  hydrogen  gas  is  generated 
too  slowly,  place  the  units  in  warm  water;  if  too 
fast,  in  cold  water.  Let  run  for  one-half  to  one  hour 
and  compare  with  standards.  Arsenic  gives  a deep 
orange  color  to  the  test  papers. 

Interfering  Substances. — Antimony  interferes,  giv- 
ing a gray  color.  Use  some  other  test  for  arsenic. 
Sulphides  give  a black  color  to  the  lead  acetate  test 
paper.  If  this  is  marked  repeat  the  test  after  com- 
plete removal  of  the  sulphides  by  more  thorough 
preparation  of  the  material.  Phosphoric  acid  gives 
a bright  yellow  color  to  the  indicator  paper,  but  if 
the  stain  is  moistened  with  ammonia,  that  due  to 
arsenic  turns  black,  while  that  due  to  phosphoric 
acid  (Phosphine)  does  not. 

Reagents. — Granular  zinc  and  concentrated  sul- 
phuric acid — both  free  from  arsenic  and  antimony. 

Arsenic  Standard. — Dissolve  0.1  gm.  of  arsenic 
trioxide  (finely  powdered,  dried  over  sulphuric  acid 
and  accurately  weighed)  in  about  5 c.c.  of  20  per 
cent  sodium  hydroxide  solution,  arsenic-free.  Neu- 
tralize with  dilute  sulphuric  acid  (1:4),  arsenic- 
free,  add  10  c.c.  of  the  same  acid  and  sufficient  dis- 
tilled water  to  make  1 liter,  and  mix.  Measure  10 
c.c.  of  this  into  a liter  flask,  add  10  c.c.  of  diluted 
acid,  and  make  to  volume  with  distilled  water.  Each 
c.c.  equals  0.001  mg.  of  arsenic  trioxide.  Make  fresh. 

Lead  Acetate  Test  Paper. — Wet  strips  of  filter 
paper,  6 mm.  wide  and  8 cm.  long,  with  lead  acetate 
test  solution  (9.5  gm.  lead  acetate  cr>-stals  in  dis- 
tilled w^ater  to  make  100  c.c.)  and  let  dry  quickly. 

Lead  Acetate  Glass  Wool. — Moisten  glass  wool  in 
a mixture  of  equal  parts  of  acetate  test  solution  and 


distilled  water,  removing  the  excess  by  pressing  be- 
tween filter  paper. 

Mercuric  Bromide  Test  Paper. — Cut  stiff  white 
filter  paper  into  strips  3 mm.  wide  and  about  12  cm. 
long.  These  can  be  bought  and  are  more  uniform. 
Wet  papers  with  alcoholic  mercuric  bromide  solution 
(5  gm.  in  100  c.c.  of  alcohol,  kept  in  a glass  stop- 
pered bottle  away  from  the  light),  and  let  dry 
quickly  in  a dark  place.  (Copied  from  “Clinical 
Laboratorj'  Methods” — Bray.) 

Cases  or  Arsenical  Dermatitis 

In  reporting  these  cases  routine  examinations 
which  include  physical,  blood,  and  Wassermann 
will  not  be  given  except  where  something  abnormal 
is  found. 

There  were  five  cases  of  arsenical  exfoliative 
dermatitis  from  tobacco  reported  by  the  author  in 
the  Virginia  Medical  Monthly,  Vol.  66,  Novem- 
ber, 1939. 

Case  1. — Mr.  L.  J.,  a fifty-five-year-old  white 
male  plumber,  was  first  seen  on  April  17,  1939,  at 
which  time  he  had  a mild  exfoliative  dermatitis 
w'hich  w’as  especially  pronounced  around  his  face, 
arms,  shoulders  and  back.  At  the  time  he  was  first 
seen,  a twenty-four  hour  specimen  of  urine  was  col- 
lected and  found  to  be  positive  for  arsenic.  At  that 
time  no  treatment  was  given  except  he  was  asked  to 
refrain  from  smoking  cigarettes  and  he  began  to  show 
improvement.  Two  weeks  after  he  had  discontinued 
the  use  of  tobacco  a blood  test  w^as  found  to  be  nega- 
tive for  arsenic.  In  a month’s  time  he  was  entirely 
well.  On  several  occasions  since,  he  has  smoked 
moderately — which  has  been  followed  by  a mild  itch- 
ing of  the  skin  every  time. 

Case  2. — Mr.  W.  N.  V.,  a fifty-one-year-old  white 
male  railroad  worker,  was  first  seen  on  April  1,  1939, 
at  which  time  he  had  a moderately  severe  generalized 
dermatitis.  His  blood  arsenic  was  .02  mgm.  per  cent. 
He  was  placed  on  intravenous  injection  of  calcium 
thiosulfate  and  asked  to  refrain  from  the  use  of 
tobacco.  He  was  given  a mild,  soothing  ointment,  and 
in  less  than  one  month’s  time  he  was  entirely  well. 

Case  3. — Mr.  H.  H.  E.,  an  eighty-three-year-old 
white  male,  farmer,  was  first  seen  on  July  6,  1939, 
at  which  time  he  had  a mild  generalized  dermatitis, 
of  approximately  one  year’s  duration.  His  blood  at 
this  time  was  positive  for  arsenic.  This  patient  stated 
that  for  years  he  had  been  smoking  and  chewing 
tobacco  which  he  himself  had  been  growing  and  that 
he  had  had  no  skin  condition  until  arsenic  of  lead 
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was  used  on  his  tobacco  last  summer  for  the  first 
time.  This  patient  absolutely  refused  at  first  any 
treatment  and  it  was  impossible  to  convince  him  that 
tobacco  might  be  the  cause  of  his  condition,  and 
when  heard  from,  about  the  first  of  September,  his 
condition  was  getting  worse.  He  finally  got  so  bad 
off  that  he  decided  to  stop  tobacco  and  now  he  is 
well. 

Case  4.—].  F.,  a eighteen-year-old  colored  factory 
boy,  unemployed  at  the  time,  came  in  stating  that 
following  the  12th  injection  of  “606”  his  skin  began 
to  itch;  he  had  noticed  no  itching  or  discomfort  fol- 
lowing any  of  the  previous  treatments.  He  felt  that 
the  “shot”  had  probably  caused  the  itching  so  did 
not  go  back  to  his  physician  for  further  anti-syphilitic 
treatment.  However,  his  condition  gradually  became 
worse  and  exactly  eight  weeks  after  the  last  intra- 
venous injection  he  came  in  showing  a marked  ex- 
foliative dermatitis  very  characteristic  of  those  seen 
following  anti-syphilitic  therapy. 

I would  like  to  call  your  attention  to  the  fact  that 
the  injections  were  stopped  immediately  after  the 
first  sign  of  itching  but  the  patient’s  condition  con- 
tinued to  progress  for  eight  weeks.  This  boy  was  in 
very  bad  shape  and  had  not  only  a severe  exfoliation 
but  also  a marked  edema  accompanied  by  a mild 
degree  of  jaundice.  Due  to  breakage  of  the  tube  in 
transit  a determination  for  arsenic  was  not  obtained 
but  it  was  thought  that  he  had  an  arsenical  exfolia- 
tive dermatitis.  He  was  immediately  placed  on  in- 
travenous injections  of  calcium  thiosulfate  and  asked 
to  refrain  from  smoking  and  in  two  weeks  his  con- 
dition had  entirely  cleared  up. 

It  is  felt  that  if  cigarettes  are  a source  of  arsenic 
poisoning,  the  patient  receiving  anti-syphilitic  treat- 
ment is  the  one  who  might  afford  the  more  seri- 
ous complications.  It  is  entirely  possible  that  mild 
cases  of  arsenical  dermatitis  following  arsphenamine 
do  not  clear  up  as  promptly  as  they  should  even 
though  the  physician  discontinues  the  arsphenamine 
immediately  because  the  patient  continues  to  receive 
arsenic  from  tobacco. 

Control  Cases 

Case  1. — Miss  F.  P.  C.,  a fifteen-year-old  white 
girl,  had  an  exfoliative  dermatitis  of  several  years’ 
duration,  and  did  not  use  tobacco.  Her  blood  arsenic 
was  negative  and  she  was  later  found  to  be  sensitive 
to  eggs.  Her  condition  cleared  up  when  they  were 
later  removed  from  her  diet. 

Case  2. — Mr.  E.  T.  D.,  was  a sixty-year-old  white 


man  with  a moderately  severe  exfoliative  dermatitis 
of  six  months’  duration.  In  spite  of  the  fact  that 
he  W'as  a heavy  smoker,  his  blood  was  found  to  be 
negative  for  arsenic.  He  was  later  found  to  have  a 
prostatitis  and  his  condition  responded  to  treatment. 

Case  2. — This  patient  was  a fifty-five-year-old 
white  man  with  a mild  exfoliative  dermatitis  of  ten 
years’  duration.  He  does  not  smoke  and  his  blood  is 
negative  for  arsenic  and  at  the  present  time  no  cause 
is  found  for  his  condition. 

Cases  4-5-6  are  all  normal  controls  and  in  spite 
of  the  fact  that  they  were  all  heavy  smokers,  their 
blood  was  negative  for  arsenic. 

Analysis  of  Cigarettes 

Five  brands  of  cigarettes  were  analyzed  from  packs 
bought  on  the  open  market.  One  or  two  cigarettes 
were  analyzed  for  its  arsenic  content,  and  then  one 
or  two  more  from  the  same  pack  were  analyzed  for 
arsenic  after  they  had  been  smoked  to  an  ash.  The 
entire  cigarette  was  burned  up  before  the  analysis 
was  made.  This  analysis  showed  that  an  appreciable 
amount  of  arsenic  is  lost  in  the  smoking  process  and 
so  the  person  inhaling  it  could  absorb  it  through  the 
mucous  membrane  of  the  respiratory  tract. 

Comment 

It  is  thought  that  exfoliative  dermatitis  is  due  to 
an  allergic  phenomenon.  Undoubtedly  if  arsenic  is 
the  cause  for  these  patients’  condition  they  are  hyper- 
sensitive to  it.  It  is  thought  that  the  majority  of 
people  can  use  tobacco  containing  arsenic  because 
they  are  not  sensitive  to  it,  just  as  the  majority  of 
syphilitic  patients  can  take  arsphenamine  with  no 
harmful  results.  It  is  possible  that  the  excretory  or- 
gans of  a patient  with  severe  exfoliative  dermatitis 
might  be  so  impaired  as  to  render  him  unable  to  elimi- 
nate a normal  intake  of  arsenic.  If  that  is  true  one 
would  have  to  reach  the  conclusion  that  arsenic  is 
secondary  to  and  not  the  cause  of  it.  However,  the 
blood  of  the  control  cases  of  exfoliative  dermatitis 
does  not  contain  arsenic  which  could  eliminate  this 
possibility.  It  is  the  author’s  belief  that  these  pa- 
tients get  exfoliative  dermatitis  from  the  arsenic  in 
their  tobacco  because  they  happen  to  be  hypersensi- 
tive to  it  and  this  allergic  state  probably  causes  a 
spasm  of  the  arterioles,  thereby  preventing  normal 
excretion  in  that  patient,  which,  of  course,  results  in 
retention  in  the  body.  The  clinical  observations  on 
these  patients,  namely,  that  they  have  shown  much 
improvement  when  the  tobacco  has  been  removed  is 
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j)roljably  the  most  definite  proof  that  this  is  the  cause 
of  their  condition. 

Summary 

It  is  a well  recognized  fact  that  fanners  use  arsenic 
of  lead  as  an  insecticide  on  their  tobacco. 

This  work  along  with  that  of  the  Consumers’  Re- 
search has  shown  that  the  tobacco  in  cigarettes  con- 
tains arsenic. 

A series  of  cases  with  exfoliative  dennatitis  and  a 
high  blood  arsenic  content  have  been  presented  and 
it  has  been  shown  that  they  have  cleared  up  on 
practically  no  treatment,  other  than  the  removal  of 
tobacco. 

The  blood  of  patients  with  exfoliative  dermatitis 
coming  from  other  causes  apparently  does  not  con- 
tain arsenic  even  though  they  are  heavy  smokers. 

The  blood  of  normal  individuals,  even  though  they 
are  heavy  smokers,  does  not  contain  arsenic.  The  au- 
thor recognizes  that  the  number  of  cases  herein  re- 
jjorted  is  not  sufficient  to  warrant  any  definite  con- 
clusions. 

This  paper  has  made  an  effort  to  bring  to  your 
attention  another  possible  source  of  arsenic  poison- 
ing, namely,  tobacco. 

703  Masonic  Temple. 

Discussion 

Dr.  Dudley  C.  Smith,  University:  This  work  of  Dr. 
Barksdale  is,  I believe,  a contribution  of  new  knowledge 
to  medicine.  It  makes  available  information  which  will 
benefit  a skin  condition  which  is  very  annoying  and 
sometimes  serious.  It  is  usually  stated  that  exfoliative 
dermatitis  may  result  from  three  types  of  etiologic  agents. 
Other  types  of  skin  diseases  like  chronic  allergic  eczema, 
psoriasis,  etc.,  may  be  conv'erted  into  a generalized  scaly 
eruption.  Poisonous  agents  get  into  the  skin  through  the 
blood  stream  either  from  focal  infection  within  the  body, 
ingestion  of  toxic  substances,  or  administration  of  drugs 
like  arsphenamine.  The  third  group  is  from  external 
irritation,  as  in  painters,  workers  in  fertilizer  factories, 
or  orchardists  who  use  sprays,  etc.  Any  external  irrita- 
tion or  internal  toxemias  of  long  standing  or  severe 
grade  may  produce  a generalized  exfoliative  dermatitis. 

Most  chemicals  are  promptly  absorbed  from  the  respi- 
ratory system.  The  arsenic  in  tobacco  is  inhaled  during 
smoking.  Dr.  Barksdale’s  experiments  definitely  prove 
this.  The  cases  reported  certainly  seem  to  justify  the 
conclusion  that  arsenic  in  tobacco  is  one  of  the  causes  of 
dermatitis.  Arsenic  has  a special  affinity  for  the  epithe- 
lium of  the  skin  and  the  skin  appendages. 

There  is  undoubtedly  a major  factor  of  hypersuscepti- 
bility in  most  cases  of  arsenic  intoxication  of  all  types, 
but  this  chemical  is  also  a direct  poisonous  or  irritating 
agent  to  tissue  cells. 


It  is  also  suggested  that  the  arsenic  absorbed  from 
smoking  may  be  a contributing  factor  in  the  production 
of  some  of  untoward  reactions  following  anti-syphilitic 
therapy.  One  might  further  imagine  that  arsenic  in  to- 
bacco might  be  the  exciting  or  contributing  etiologic  agent 
in  a number  of  other  types  of  dermatitis  or  eczema 
either  by  absorption  or  direct  contact.  Also  it  is  possible 
for  injury  to  be  done  other  tissues  than  the  skin.  Tobacco 
contains  irritating  substances  which  along  with  the  heat 
increases  the  tendency  to  carcinoma  of  the  mucous  mem- 
branes of  the  mouth  particularly.  The  arsenic  might  in- 
crease this  tendency. 

A high  percentage  of  the  total  population  would, 
I am  sure,  approve  of  tobacco  manufacturers  develop- 
ing some  method  of  not  having  arsenic  in  their  products. 

Dr.  Claiborne  T.  Jones:  I should  like  to  ask  the 
doctor  in  closing  to  say  whether  he  has  ever  noticed  this 
exfoliative  dermatitis  in  cigarette  smokers. 

Dr.  Richard  W.  Fowlkes,  Richmond:  As  a dermatol- 

ogist I am  certainly  very  much  interested  in  Dr.  Barks- 
dale’s work.  I think,  as  Dr.  Smith  said,  it  is  a real 
contribution  and  opens  up  an  entirely  new  avenue  of  ap- 
proach to  some  of  these  chronic  diseases.  Certainly  we 
know  that  people  become  sensitized  to  arsenic  and  get 
arsenical  dermatitis.  If  this  is  a method  by  which  people 
acquire  sensitivity  to  arsenic,  certainly  we  ought  to  look 
into  this  and  detect  some  of  these  cases. 

I had  occasion  yesterday  to  talk  to  some  chemists  for 
the  tobacco  industry.  They  are  discouraging  the  use  of 
arsenic  by  farmers.  One  chemist  has  been  on  this  work 
for  about  ten  years.  He  says  that  the  arsenic  content 
tobacco  is  about  one-fifth  as  much  as  the  Government 
allows  for  apples  and  oranges  and  for  cabbage  and  other 
green  vegetables.  In  other  words,  the  Department  of 
Agriculture  allows  five  times  as  much  arsenic  to  be  used 
on  vegetables  as  is  used  on  tobacco.  Therefore,  we  had 
better  watch  out  for  cases  of  arsenical  dermatitis  result- 
ing from  the  ingestion  of  arsenic  which  has  been  sprayed 
on  fruit  and  vegetables.  This  chemist  said  that  a lot  of 
arsenic  in  the  cigarettes  remains  in  the  ash.  But  that  is 
not  necessarily  the  case.  The  minute  amount  of  arsenic 
which  Dr.  Barksdale’s  patients  inhaled  is  sufficient  to 
produce  the  dermatitis  which  he  has  described,  because, 
once  sensitized  to  arsenic,  this  small  amount  is  ample  to 
cause  trouble.  I think  it  is  a grand  paper,  and  I enjoyed 
it  and  I think  we  ought  to  be  on  the  watch  for  this 
source,  and  other  sources,  of  arsenic. 

Dr.  F.  D.  Wilson,  Norfolk:  A few  years  ago  I learned 
that  diethyl  glycol  is  sometimes  used  in  treating  the  paper 
in  which  cigarettes  are  wrapped.  After  the  unfortunate 
incident  in  which  sulfanilamide  sold  in  a Virginia  city 
was  found  to  be  dissolved  in  diethyl  glycol,  I should 
like  to  ask  the  doctor  whether  diethyl  glycol  might  not 
produce  a reaction  and  whether  some  of  these  cases  might 
have  been  poisoned  by  diethyl  glycol  in  the  cigarette 
paper. 

Dr.  Barksdale,  closing  the  discussion:  I very  much 
appreciate  the  discussion. 

Someone  has  recently  handed  me  a copy  of  a refer- 
ence which  I had  not  noticed  in  the  literature  and  which 
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I should  like  to  read  to  you.  It  is  a case  reported  by 
Myers  in  1929,  which  I did  not  notice  in  the  literature. 

(Dr.  Barksdale  then  read  the  case  report). 

In  regard  to  the  question  as  to  whether  the  absorption 
of  arsenic  might  not  also  be  from  handling  it,  of  course 
that  might  be  true,  especially  in  farmers  handling  the 
spray.  None  of  these  cases  reported  any  dermatitis  after 
handling  sprays.  Most  of  the  cases  were  in  textile 
workers. 

In  regard  to  manufacturers  developing  some  other 
sprays  than  arsenic,  I understand  it  can  be  done,  but  at 
the  present  time  any  other  spray  that  is  effective  is  more 
expensive,  and  naturally  the  farmer  uses  the  cheapest 
spray  he  can  get. 


As  to  removal  of  arsenic  from  the  tobacco,  tobacco  is 
sticky  and  the  arsenic  sprayed  on  the  leaf  remains  there 
and  is  absorbed  in  the  leaf  while  growing. 

Cigar  tobacco  is  entirely  Kentucky  and  Cuban  tobacco 
and,  so  far  as  we  know,*  arsenic  is  not  used  as  a spray 
in  those  sections  at  all.  I have  not  myself  analyzed  any 
cigars  to  find  out,  but  the  Consumers’  Research  Bureau 
did  not  report  any  arsenic  in  any  brand  of  cigar. 

Referring  to  Dr.  Wilson’s  question  as  to  whether  cig- 
arette paper  contains  any  diethyl  glycol,  I cannot  say. 
Recently  I have  separated  the  papers  from  the  tobacco 
itself  and  have  found  a negligible  amount  of  arsenic 
in  the  paper. 

*Have  since  learned  that  this  statement  is  not  true. 


VAGINAL  PROSTHESIS.* 


\V.  Lowndes  Peple,  M.D., 

Richmond,  Virginia. 


I'he  humble  pessary  like  Greece  and  Rome  has 
had  its  rise,  its  hour  of  glory,  and  then  its  slow 
decline.  It  would  be  an  interesting  thing  to  hear 
a group  of  doctors,  say  in  their  seventies,  debate  the 
question  as  to  whether  the  pessary  has  ultimately 
accomplished  more  of  good  than  of  harm;  whether 
in  the  light  of  all  the  good  and  evil  that  it  has 
wrought,  its  existence  has  been  justified.  Time  has 
not  yet  qualified  me  to  participate  in  such  a discus- 
sion, yet  I make  bold  to  say  that  I believe,  with  all 
its  misuses,  with  all  its  inept,  improper  and  even 


Fig.  3. — Pessary  with  molded  central  plate  and  anterior  and 
posterior  apertures. 

deliberately  charlatanic  applications,  it  has  accom- 
plished a great  deal  more  of  good  than  of  harm. 

The  manifold  variety  and  shapes  of  these  ap- 
pliances bear  mute  testimony  to  the  ingenuity  and 

*Read  at  a meeting  of  the  Staff  of  the  McGuire  Clinic 
and  St.  Luke’s  Hospital,  November  21,  1939. 


industry  of  past  generations  of  doctors.  Dr.  Tell 
Oppenheimer,  with  that  whimsical  admixture  of 
humor  and  common  sense  so  characteristic  of  that 
interesting  family,  once  said  that  he  had  long  since 
discarded  all  but  two  types  of  pessaries,  the  life- 
saver  and  the  rocking  chair.  With  a few  modifica- 
tions and  qualifications  I think  that  we  may  safely 
follow  the  example  and  advice  of  this  level  headed 
sage  of  Israel.  After  all,  the  object  of  mechanical 
support  is  to  keep  the  uterus  from  coming  down  or 
falling  backward.  The  mechanics  involved  con- 
sists of  a lateral  spreading  of  the  vaginal  walls  so 
that  they  will  not  have  slack  enough  to  invert  like 
a sleeve,  for  a sleeve  spread  out  by  a stretcher  could 
not  possibly  invert  upon  itself.  As  for  a mechanical 
device  that  can  reach  behind  the  cervix  and  push 
the  body  of  the  uterus  forward  and  maintain  it  in 
nonnal  position,  I fear  I cannot  go  all  the  way  with 
Mr.  Hodge. 

Notwithstanding  the  extreme  simplification  and 
standardization  of  plastic  and  restorative  operations 
upon  the  vagina,  there  still  remains  a rather  large 
group  of  women  who  can  be  greatly  benefited  by  the 
proper  use  of  a properly  fitted  pessary  and  who  for 
many  good  reasons  cannot  be  given  much  assistance 
in  any  other  way.  Such  may  be  the  case  with  many 
old  women,  with  complete  or  nearly  complete  pro- 
lapse, who,  for  mental  or  physical  or  constitutional 
reasons,  one  would  not  be  willing  to  subject  even 
to  a simple  operation. 

I think  the  reason  why  there  have  been  so  many 
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Fig-  2. — Perineal  tear  with  bulging  cystocele. 

failures  in  this  field  is  because  pessaries  have  been 
fitted  like  hats  or  shoes  from  a box  or  case  of 
standard  sizes  and  shap>es.  But  vaginas  are  not  so 
adaptable  as  heads  and  feet,  and  the  pessary  must 
be  made  to  conform  to  the  shape  and  contour  of  the 
vagina  by  bending  and  moulding  it  to  fit  com- 
fortably and  competently  in  each  specific  case.  It 
is  the  same  old  difference  between  ready-made  and 
tailor-made. 

The  hard  rubber  circle  or  ring  by  immersion  in 
boiling  water  can  be  made  to  assume  any  desired 
shape  and  contour,  and  this  shape  can  as  readily 
be  fixed  by  plunging  it  into  cold  water.  It  sounds 
too  elementary  and  simple  to  repeat,  but  I dare- 
say there  are  many  who  have  never  tried  to  alter  the 
shape  of  a standard  pessary.  If  the  vaginal  outlet 
is  proportionately  small,  a simple  ring  or  an  ovoid 
modification  of  the  ring  will  spread  the  vagina, 
and  the  muscles  at  the  outlet  will  bar  its  extrusion 


during  muscular  straining.  If  the  outlet  is  too  large 
to  prevent  its  extrusion,  we  resort  to  the  rocking 
chair  type,  moulding  it  to  fit  the  vagina  snugly  and 
bending  it  so  that  during  muscular  straining  the 
anterior  end  is  thrust  upward  so  as  to  steady  itself 
behind  the  pubic  arch.  I am  speaking,  of  course, 
of  the  standard  hard  rubber  or  vulcanite  pessary 
which  comes  in  rings  of  various  diameters.  The 
solid  gum  rubber  and  the  more  esthetic  air  cushion 
may  fill  a definite  need  in  certain  selected  cases. 
They  must,  however,  be  subject  to  frequent  replace- 
ments or  a free  purulent  leucorrhea  will  follow 
that  may  be  difficult  to  control. 

The  object  of  this  paper  is  not  to  take  up  the 
whole  subject  of  pessaries  but  to  describe  a modi- 
fication of  the  standard  appliance  to  meet  a rather 
baffling  condition  arising  in  certain  specific  cases 
under  my  care.  I shall  lay  no  claim  to  originality, 
for  some  one  will  surely  present  me  with  a better 
instrument  of  finer  construction  dug  up  from  the 
ruins  of  Tyre,  Sodom  or  Gomorrah.  If  this  thought 
did  not  deter  one  from  such  a claim,  the  following 
extract  from  an  old  system  of  gynecolog}'  would 
surely  make  even  the  boldest  pause.  “Every  gynecol- 
ogist, or  practitioner  who  claimed  special  gynecolog- 
ical merit,  felt  himself  called  upon  to  invent  a pes- 
sary or  to  modify  some  one  else’s  instrument;  and 
if,  to  quote  Prof.  Clifford  .^llbutt,  ‘the  uterus  could 
justly  complain  that  it  was  always  being  impaled  on  a 
stem  or  perched  on  a twig,’  it  certainly  would  not 


Fig.  3. — Lateral  view  of  cystocele  protruding  through  the  vulva. 
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Fig.  4. — Anterior  view  showing  cystocele  held  up  by  pessary. 


complain  that  there  was  want  of  variety  in  the  stem 
or  monotony  in  the  contour  of  the  twig.”* 

Having  thus  disarmed  my  critics  beforehand,  I 
shall  take  up  the  cases  that  presented  those  diffi- 
culties and  tell  how  those  difficulties  were  overcome. 

I refer  to  cases  (inoperable  for  one  of  the  reasons 
stated  before)  in  which  the  pessary  is  perfectly  fitted 
and  maintained,  the  uterus  is  kept  in  a good  if  not  a 
perfectly  normal  position,  but  through  the  large  ring 
there  bulges  a big  round  or  ovoid  cystocele  looking 
for  all  the  world  like  a bald-headed  vertex  in  its 
second  stage  of  presentation. 

My  first  thought  was  to  get  flat  rubber  bands 
over  the  pessary  to  fill  in  the  gap  and  hold  up  the 
protruding  bladder.  Dr.  Webster  P.  Barnes  pointed 

*Allbutt,  Playfair,  and  Eden’s  System  of  Gynecology, 
published  by  Macmillan  and  Co.,  Limited,  London,  1906. 


out  that  this  would  carry  with  it  all  the  disagree- 
able features  of  a soft  rubber  pessary,  and  asked 
why  we  could  not  get  a vulcanite  filling  or  floor 
welded  into  the  ring.  Then  we  took  our  problem 
to  Dr.  John  Bell  Williams. 

The  cunning  handiwork  of  the  dentists  has  al- 
ways fascinated  me  and  made  me  not  a little  curious. 
Dr.  W’illiams  did  not  seem  to  think  that  he  had  been 
presented  with  a problem  at  all.  He  handed  me  a 
box  of  sheets  of  beeswax  and  told  me  to  fill  in 
the  ring  with  this  wax  in  exactly  the  shape  that  I 
wanted  it,  and  then  to  bring  it  back  to  him.  I 
warmed  and  bent  and  moulded  the  sheets  until  I had 
a thin,  solid  plate  of  wax  filling  the  inside  of  the 
ring.  I then  cut  a hole  in  the  posterior  end  for  the 
cervix  to  protrude  through  and  a smaller  hole  in 
the  anterior  end  of  the  plate  so  that  the  mucosa  of 
the  anterior  vaginal  vault  would  protrude  through, 
so  as  to  fix  it  and  prevent  its  sliding  under  pressure 
of  muscular  action.  Two  days  later  Dr.  Williams 
handed  me,  not  my  ring  with  a floor  welded  into 
it,  but  a new,  shiny,  highly-polished  instrument 
cast  from  my  crude  model  of  wax  and  rubber. 

I have  had  several  of  these  instruments  in  use 
for  more  than  two  years.  The  patients  are  comfort- 
able and  there  is  no  cystocele.  In  the  lithotomy  posi- 


Fig.  5. — Lateral  view  with  posterior  aperture  of  pessary  en- 
circling the  cervix,  anterior  aperture  gripping  the  anterior 
vaginal  wall,  and  the  central  plate  supporting  the  cystocele. 
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tion  under  strain  you  see  only  the  forward  end  of  the 
pessary  instead  of  the  great  bulge  as  before.  These 
women  come  every  three  or  four  months  to  be  sure 
that  there  is  no  irritation  produced  by  pressure.  So 


far  this  has  been  entirely  lacking.  If  the  parts  are 
kept  clean  with  simple  antiseptic  douches  it  need 
not  occur  at  all. 


OBSERVATIONS  BASED  UPON  THE  STUDY  OF  1,434  SKIN  CANCERS.* 

Charles  Phillips,  M.D., 

Surgical  Pathologist,  Scott  and  White  Clinic, 

Temple,  Texas. 


Eight  years  ago  the  author  moved  from  Virginia 
to  live  in  central  Texas  and  become  associated  with 
a private  clinic  as  surgical  pathologist.  The  most 
striking  thing  noted  in  the  types  of  tissues  coming 
into  the  laboratory  was  the  high  incidence  of  skin 
cancer,  which  was  in  marked  contrast  to  that  in  the 
experience  during  a similar  period  of  tissue  study 
in  Virginia.  In  about  twenty-five  thousand  surgical 
tissues  studied  in  the  latter  state  and  time  there  were 
seen  only  a few  of  epithelioma  or  melanoma  of  the 
skin.  It  should  be  stated  that  during  the  period 
in  Virginia  many  Negroes  furnished  material  for 
study  and  the  known  incidence  of  skin  cancer  in 
that  race  is  low.  During  the  past  eight  years,  one 
in  twenty  surgical  tissues  studied  by  the  author 
in  the  laboratory  in  Texas  was  frcm  skin  cancer. 
This  contrast  is  so  great  that  it  might  be  well  to 
consider  the  subject  briefly. 


great  areas  of  land  varying  from  arid  wastes  to  the 
finest  farming  country.  The  cooling  winds  coming 
in  at  night  from  the  Gulf  of  Mexico  in  the  long, 
hot  summers  are  a blessing  to  the  people,  because 
sleep  is  then  a pleasure;  but.  when  the  sun  goes  to 
work  on  the  land,  the  same  humid,  cool  winds 
rapidly  lose  their  moisture  and  become  hot  and  dry. 
In  addition  to  this,  the  hours  of  sunshine  are  long, 
and  this  means  intense  ultraviolet  irradiation,  to 
which  a population  largely  agricultural  is  exposed. 
This  is  true  not  only  of  the  summer,  for  Texas  is 
far  enough  south  to  have  a generally  mild  climate 
over  much  of  the  state  even  in  winter.  Ultraviolet 
light  is  known  as  great  value  to  mankind,  but  human 
experience  and  recorded  experiments  unite  to  show 
that  prolonged  exposure  to  its  actinic  effect,  along 
with  that  to  general  weather,  will  often  result  in 
damage  to  some  persons.  The  climatic  effect  of  much 


TABLE  No.  1— OCCUPATIONS  OF  PATIENTS  HAVING  1,434 
SKIN  CANCERS  OF  TYPES  INDICATED 


Farmer 

Type 

Laborer 

Business 

Professional 

Housewife 

Miscel- 

laneous 

Not 

Recorded 

Basal  Cell 

175 

23 

62 

32 

25 

7 

323 

Epithelioma 

27.0% 

3.4% 

9.6% 

4.7% 

3.5% 

0.2% 

50% 

Squamous  Cell 

183 

30 

28 

18 

20 

45 

Epithelioma 

28.2% 

4.6% 

4.3% 

2.7% 

3.0% 

6.9% 

51% 

Melanoma 

31 

22.2% 

3 

2.1% 

11 

7.8% 

7 

5.0% 

16 

11.5% 

51.1% 

Several  facts  stand  out  in  this  study.  Texas  is 
a very  large  state  with  a climate  that  varies  sub- 
tropical along  part  of  its  Gulf  Coast  to  that  found  in 
high  mountains  having  a low  rainfall.  In  the 
eastern  counties  of  the  state  the  average  annual  rain- 
fall is  fifty  inches,  while  in  many  western  counties 
it  is  less  than  ten  inches.  In  between  these  lie 

•Read  before  the  seventieth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Richmond,  October  3-5, 
1939. 


sunshine  and  hot,  dry  winds  over  much  of  the  state 
upon  the  skins  of  persons  working  outdoors  for  their 
living  probably  is  the  largest  factor  in  the  high 
incidence  of  cancer  of  the  skin  in  Texas.  We  are 
now  studying  this  whole  matter  in  detail  and  know 
that  not  all  outdoor  workers  develop  epithelioma, 
but  that  age,  occupation,  race,  and  skin  types  must 
be  considered.  We  found  much  more  skin  cancer 
in  blonds  than  in  brunettes,  and  a typical  cancer 
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skin  we  know  very  well  to  be  lightly  pigmented, 
florid,  freckled,  rough,  rather  dry,  and  too  frequently 
neglected  as  to  the  need  of  special  care.  Mexicans, 
we  find,  have  a rather  low  incidence,  Negroes  still 
lower.  No  complete  figures  are  at  present  available 
comparing  dry  country,  outdoor  workers  with  those 
of  areas  in  which  the  air  contains  more  moisture. 
There  is  nothing  particularly  new  about  studies  such 
as  these,  for  medical  literature  has  references  to 


patients  but  that  no  systematic  record  has  been  made 
of  the  matter. 

Figures  on  the  mortality  from  cancer  for  the  years 
1934-1938  from  the  State  Bureau  of  Vital  Statistics 
show  that  the  rate  is  about  the  same,  though  fluctuat- 
ing somewhat.  About  one  in  thirty  deaths  per  year 
from  skin  cancer  among  persons  dying  from  cancer 
and  other  tumors  are  recorded.  In  our  series  we  have 
kept  no  detailed  record  of  annual  incidence  and 


TABLE  No.  2— HISTOLOGICAL  GRADES  1,434  SKIN 
CANCERS  OF  TYPES  INDICATED 


Grade  1 

Grade  2 

Grade  3 

Grade  4 

Ungraded 

Basal  Cell 

51 

350 

65 

10 

181 

Epithelioma 

7.9% 

54.1%, 

9.6% 

1.5% 

28.2% 

Squamous  Cell 

147 

204 

108 

22 

152 

Epithelioma 

22.7% 

31.5% 

15.1% 

3.4% 

23.4% 

Melanoma 

20 

41 

56 

17 

6 

14.0% 

29.2% 

40.0% 

12.1% 

4.3% 

similar  observations  in  different  parts  of  the  world 
and  on  peoples  of  different  races. 

The  material  for  this  study  has  come  from  a review 
of  the  clinical  histories  of  1,182  patients  seen  at  the 
Scott  and  \\'hite  Clinic,  and  the  Gulf,  Colorado, 
and  Santa  Fe  Hospital  in  Temple,  Texas,  for  the 
period  of  the  past  eighteen  years.  During  that  time 
there  have  been  172,350  registrations.  We  have 
records  of  1 ,482  microscopically  verified  skin  cancers 
during  that  time,  giving  an  incidence  of  one  in  116 
registrations.  This  figure  would  be  much  higher 
if  clinical  diagnoses  had  been  counted  also,  for  many 
of  our  patients  have  been  treated  prior  to  the  past 
ten  years,  and  are  even  occasionally  treated  now,  for 
epithelioma  of  the  skin  without  biopsy  preceding 
actual  destruction  of  the  lesion.  This  is  reasonable 
in  the  hands  of  experienced  clinicians.  There  are 
many  articles  on  record  without  microscopic  verifica- 
tion of  lesions.  Search  through  medical  literature 
for  articles  by  Texas  doctors  shows  that  they  are 
aware  of  the  high  incidence  of  skin  cancer  in  Texas 


have  not  completed  our  follow-up  of  all  the  patients 
included  in  the  study. 

The  author  has  sent  questionnaires  to  most  of  the 
hospitals  in  Virginia  seeking  information  for  com- 
parison of  the  frequency  of  cancer  of  the  skin  in  that 
State  and  Texas.  So  few  have  been  answered  that 
little  material  of  value  has  been  obtained.  St.  Vin- 
cents Hospital  in  Norfolk  reports  that  its  records  show 
for  8,000  hospital  admissions  in  two  years  ten  veri- 
fied cases  of  basal  cell  epithelioma,  four  of  squamous 
cell  epithelioma,  and  three  of  melanoma,  all  of  the 
skin.  This  gives  some  idea  of  the  incidence,  with 
seventeen  skin  cancers  in  8,000  hospital  admissions 
in  a typical  Virginia  coast  city.  The  Hospital  Di- 
vision of  the  Medical  College  of  Virginia  reports 
twenty-two  primary  skin  cancers  in  its  services  from 
1934  to  1939.  Central  State  Hospital  in  Petersburg, 
having  all  Negro  patients,  reports  four  squamous 
cell  epitheliomas  in  3,493  first  admissions.  Infor- 
mation from  the  Bureau  of  Vital  Statistics  on  mortal- 
ity rates  in  skin  cancer  is  not  available  at  the  present 


TABLE  No.  3— NATURE  OF  LESION,  INCIDENCE  OF  RECURRENCE,  METASTASIS, 
SEX  IN  1,434  SKIN  CANCERS  OF  TYPES  INDICATED 


Tumor 

Ulcer 

Keratosis 

Mole 

Recur. 

Present 

Metast. 

Present 

Male 

Female 

Sex-Not 

Recorded 

Basal  Cell 

418 

91 

146 

17 

79 

2 

365 

181 

101 

Epithelioma 

64.8% 

14.3% 

22.5% 

2.7% 

11.6% 

0.3% 
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writing.  Apparently,  the  figures  for  Virginia  have 
never  been  worked  up  in  any  systematic  way,  and  so 
the  true  incidence  is  only  to  be  guessed  at.  This 
situation  is  rather  typical  of  the  nation  as  a whole, 
but  gradually  data  are  accumulating,  and,  so,  ten 
years  from  now  much  more  of  the  true  incidence  of 
the  different  kinds  of  cancer  will  be  known. 

The  1,434  verified  cancers  of  this  series  fall  nat- 
urally into  three  groups.  There  are  647  basal  cell 
epitheliomas,  647  squamous  cell  epitheliomas,  and 
140  melanomas.  It  is  incidental  that  the  number  of 
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TABLE  No.  4-AGE  GROUPS  647  SQUAMOUS  CELL  EPITHELIOMAS 

lesions  of  two  types  of  epithelioma  are  the  same.  No 
selection  has  been  made.  The  study  has  occupied  a 
year  and  includes  classification  of  the  pathology  of 
the  process;  the  nature,  duration,  and  location  of  the 
lesion;  the  history  of  previous  treatment;  the  sex, 
age,  and  race  of  the  patient;  the  presence  or  absence 
of  recurrence  or  metastasis  at  the  first  examination; 
the  treatment  received  here  and  elsewhere.  Except 
for  the  smaller  group  of  melanomas,  no  complete 
follow-up  is  recorded  now. 

Basal  Cell  Epithelioma 
Case  histories  of  534  patients  show  that  they  had 
647  separate  epitheliomas  of  this  type  with  19.3  per 
cent  occurring  as  multiple  lesions  varying  from  two 
to  twelve  in  number  per  person.  About  one-fourth  of 
the  patients  were  engaged  in  some  outdoor  occupa- 
tion, with  58.8  per  cent  reporting  the  duration  of  the 
lesion  as  more  than  one  year.  The  age  of  the  young- 
est patient  was  below  twenty,  that  of  the  oldest  pa- 
tient nearly  ninety,  but  more  lesions  were  found  be- 
tween sixty  and  seventy  years  than  in  any  other  dec- 
ade. There  were  sixteen  separate  anatomical  sites  of 
lesions  described,  with  31.6  per  cent  on  the  face, 

22.7  per  cent  on  the  nose,  15.1  per  cent  on  the  neck, 

7.7  per  cent  on  the  forehead,  4.7  per  cent  at  the  inner 
canthus  of  an  eye.  It  is  interesting  to  note  that  the 


majority  of  lesions  recorded  were  on  weather-exposed 
surfaces  with  few  on  areas  covered  by  clothing.  Only 
four  lesions  were  described  as  being  on  the  hands. 
The  size  of  the  process  was  large  enough  to  be  called 
a tumor  in  64.6  per  cent;  a scaly,  keratotic  area  in 
22.5  per  cent;  a chronic  ulcer  in  14.3  per  cent.  Well 
over  half  of  the  group  were  males. 

The  epitheliomas  were  studied  pathologically  and 
graded  by  the  familiar  one  to  four  method  of  Broders. 
We  note  that  54.1  per  cent  were  of  grade  two;  9.6 
per  cent  were  of  grade  three;  7.9  per  cent  were  of 
grade  one;  1.5  per  cent  were  of  grade  four;  28.2  per 
cent  were  ungraded.  Records  show  that  11.6  per  cent 
had  recurrence  present  at  the  first  examination.  Only 
two  lesions  were  noted  as  being  metastatic.  This  co- 
incides with  the  usual  opinion  that  basal  cell  epi- 
thelioma does  not  often  metastasize.  Both  of  these 
patients  having  the  metastatic  processes  died  fairly 
promptly  of  systemic  malignancy.  Since  the  bulk  of 
basal  cell  epitheliomas  are  of  grade  two,  they  tend  to 
recur  at  the  operative  site.  A new  tumor  there  or  a re- 
current one  offers  the  pathologist  a nice  task  of  dif- 
ferential diagnosis. 
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Many  of  these  patients  had  a dry,  seborrheic  type 
of  skin,  often  requiring  considerable  attention  to  the 
rough  places.  It  has  been  difficult  to  decide  upon 
many  border-line  biopsy  specimens.  A small  group 
of  6.1  per  cent  of  the  patients  gave  a definite  history 
of  trauma  with  epithelioma  developing  at  that  site. 
All  these  persons  were  white  Americans  except  one, 
who  was  a Mexican.  The  Clinic  has  almost  no  Negro 
patients,  and,  so,  although  there  are  many  Negroes 
in  Texas,  our  report  covers  practically  none  of  them. 
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TABLE  No.  6-AGE  GROUPS  139  MELANOMAS 

Many  of  the  patients  in  this  group  of  647  had  had 
previous  treatment  by  cautery,  irradiation,  excision, 
or  cancer  paste  or  plaster  administered  by  quacks. 
Often,  the  condition  of  the  lesion  when  we  saw  it  had 
been  aggravated  by  the  former  treatment.  Practically 
all  these  cancers  were  treated  at  the  Clinic  by  cauter}' 
excision,  sometimes  followed  by  irradiation.  Our 
surgeons  feel  that  this  process  is  simple,  effective, 
and  quick  and  that  it  yields  good  end-results.  The 
recurrence  rate  after  this  treatment  is  negligible,  but 
destruction  of  the  cancer  must  be  complete. 

Squamous  Cell  Epithelioma 
The  second  large  group  of  skin  cancers  studied  is 
that  of  the  squamous  cell  epithelioma,  which  numbers 
647  proved  separate  processes  occurring  in  465  per- 
sons. Many  individuals  had  more  than  one  growth 
over  the  time  observed,  one  patient  having  a record  of 
twelve.  With  this  type  of  epithelioma  the  outdoor 
worker  again  is  in  the  largest  occupational  group  in- 


volved, about  one-fourth  being  of  the  farmer  type. 
An  age  grouping  shows  the  greatest  incidence  at  from 
fifty  to  seventy  years  of  age,  with  a little  tendency 
toward  involvement  of  younger  persons.  The  actual 
growth  is  recorded  as  tumor  in  41.1  per  cent;  chronic 
ulcer  in  31.4  per  cent;  as  warty,  scaly,  or  keratotic 
condition  in  24.1  per  cent.  Of  the  twenty-four  ana- 
tomical sites  described,  39.7  per  cent  were  on  the 
face,  11.5  per  cent  on  the  neck,  10.2  per  cent  on  the 
hands,  8.5  per  cent  on  the  nose,  7.4  per  cent  on  the 
ears.  Again,  weather-exposed  parts  of  the  body  are 
chiefly  involved,  although  a few  lesions  are  recorded 
in  parts  of  the  body  usually  covered  by  clothing. 
Growths  on  the  hand  were  usually  on  the  dorsal  sur- 
face and  had  been  considered  as  warts  until  they 
began  to  grow  and  ulcerate. 

Histological  grading  of  the  647  tumors  divides 
them  as  follows:  31.5  per  cent  were  of  grade  two; 
22.7  per  cent  were  of  grade  one;  15.1  per  cent  were 
of  grade  three;  3.4  per  cent  were  of  grade  four;  23.4 
per  cent  were  ungraded.  The  squamous  cell  epi- 
thelioma is  more  dangerous  than  the  basal  cell  form, 
because  the  cells  invade  and  metastasize  more  quickly, 
and  many  rather  well  differentiated  types  are  rather 
radioresistant.  Over  40  per  cent  of  them  had  been 
present  over  a year,  most  of  them  many  years.  The 
recurrence  rate  was  13.7  per  cent  at  first  examina- 
tion; the  metatasis  was  3.4  p>er  cent  at  first  exami- 
nation. Part  of  the  low  incidence  of  the  latter  is  due 
to  the  fact  that  about  one-third  of  the  total  series 
occurred  as  grade  two  malignancy  and  grade  two 
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epitheliomas  tend  more  to  local  recurrence  than  to 
remote  spread.  Incidentally,  greater  difficulty  has 
been  e.xperienced  in  curing  this  grade  than  any  other. 

\A'ell  over  one-half  of  the  squamous  cell  epi- 
theliomas occur  in  males.  Examining  clinicians 
noted  that  23.4  per  cent  of  all  these  persons  had 
rather  dry  skins  of  the  seborrheic  type  and  that  this 
condition  w'as  reported  as  aggravated  by  sunburn. 
!Most  of  these  persons  seemed  rather  indifferent  to 
localized  skin  health,  although  many  had  had  previ- 
ous treatment,  which  usually  included  some  type  of 
local  medication,  cauter}’,  or  electric  needle  to  the 
stubborn  local  lesion.  Some  had  been  influenced  by 
what  somebody  had  told  them  and  had  gone  to  a 
“cancer  specialist”,  an  ubiquitous  pest  the  country 
over  who  uses  pastes,  plasters,  acids,  or  even  lye  to 
remove  the  local  disease.  Of  course,  as  a rule,  the 
patient,  w'hen  finally  coming  to  the  doctor,  is  minus 
a lot  of  tissue  as  well  as  dollars,  and  we  have  diffi- 
culty in  applying  approved  modern  therapy. 

It  is  interesting  that  the  persons  in  the  group  re- 
port that  7.4  per  cent  of  the  lesions  have  a definite 
history  of  trauma  at  the  tumor  site.  Injuries  are 
usually  of  minor  significance,  such  as  scratches,  cuts 
from  a razor  while  shaving,  cuts  by  splinters  of  wood 
while  cutting  wood,  injuries  from  barbed  wire  or 
thorns,  pecking  on  face  or  hands  by  chickens.  Most 
of  the  lesions  on  the  hands  were  in  farmers,  who  the 
world  over  might  be  exposed  to  the  same  kinds  of 
trauma.  In  three  persons  a squamous  cell  tumor  de- 
veloped on  the  bed  of  an  old  burn,  while  one  fol- 
lowed an  old  X-ray  radio-dermatitis.  One  of  two 
Negroes  in  all  the  epitheliomas  is  in  the  squamous 
cell  group,  all  the  rest  of  the  patients  being  white 
Americans. 

Melanoma 

In  this  city  in  1933  the  author  reported  before  the 
Southern  Medical  Association  a series  of  eighty-eight 
melanomas  of  the  skin.  He  now  brings  an  additional 
five-year  report  on  the  same  group  with  a number 
added,  so  that  the  total  is  now  140  verified  lesions. 
No  contention  is  made  that  persons  in  Texas  have 
more  melanomas  than  persons  elsewhere,  but  the  great 
prevalence  of  pigmented  moles  and  the  tragic  re- 
sults of  lack  of  timely  destruction  of  some  of  them 
or  inadequate  treatment  to  early  lesions  make  nec- 
essary a discussion  of  this  condition  when  cancer  of 
the  skin  is  the  subject.  No  review  of  the  subject  will 
be  made  now,  but  the  author  insists  that  cells  pres- 
ent in  seemingly  innocent  moles  are  simply  dynamite 


waiting  a suitable  detonator  before  explosion.  Like 
dynamite,  they  should  be  expertly  handled  or  let 
alone. 

In  the  present  series  of  140  microscopically  veri- 
fied melanomas  there  were  123  persons,  a few  more 
males  than  females,  of  ages  varying  from  nine  years 
in  the  youngest  to  eighty-one  years  in  the  oldest. 
The  peak  of  incidence  was  reached  between  forty  and 
fifty,  about  ten  years  as  an  average  below  that  of 
epitheliomas  of  the  face.  The  number  of  persons 
engaged  in  outdoor  occupations  is  several  times  that 
of  those  in  any  other  occupational  group.  Nearly  as 
many  patients  state  that  their  lesions  have  been  pres- 
ent a few  months  as  those  indicating  the  duration  as 
over  one  year.  Examination  reveals  that  melanomas 
are  found  in  fourteen  anatomical  sites,  which  are,  in 
order  of  frequency,  axilla  (glands),  face,  groin 
(glands),  leg,  arm,  foot,  abdominal  wall,  hand,  back, 
eyelid  gluteal  region,  lymph  glands  (not  designated), 
shoulder.  It  will  be  noted  that  many  areas  of  the 
body  regularly  covered  by  clothing  are  the  sites  of 
melanoma  and  that  the  anatomical  distribution  is  not 
at  all  the  same  as  in  the  epitheliomas  described  above. 
This  development  of  neoplasms  matches  that  in  the 
experience  of  examiners  who  record  moles  of  dif- 
ferent kinds  widely  distributed  over  the  body.  We 
have  seen  no  melanoma  of  the  scalp,  but  such  has 
been  recorded  by  others. 

Of  the  140  separate  growths  graded  upon  a his- 
tological bases,  seventeen  are  in  grade  one,  thirty- 
two  in  grade  two,  forty  in  grade  three,  fourteen  in 
grade  four,  five  ungraded.  In  the  non-melanotic 
group,  two  are  in  grade  one,  nine  in  grade  two,  one 
in  grade  three,  two  in  grade  four,  one  ungraded.  It 
requires  considerable  experience  to  diagnose  a low 
grade  melanoma,  because  moles  vary  widely  in  struc- 
ture, but  it  is  in  this  grade  that  pathologists  must  be 
accurate,  because  we  find  that  8.3  per  cent  of  our 
tumors  of  grade  one  have  died.  More  than  80  per 
cent  of  those  of  grade  two,  when  followed  long 
enough,  have  died.  Practically  all  of  the  grades  three 
and  four  have  died  or  will  die,  as  some  recorded  as 
living  now  have  been  operated  upon  only  a few 
months.  The  longest  time  that  a patient  has  been 
followed  is  sixteen  years;  the  shortest  time  post- 
operative is  six  months  from  the  present  writing.  Of 
the  whole  group,  those  reported  as  living  at  this 
time  have  survived  an  average  of  4.7  years  post- 
operative. Of  the  forty-five  patients  recorded  as  dead 
from  melanoma  the  average  patient  lived  14.1  months 


1940] 


Virginia  IMedical  Monthly 


405 


after  operation.  The  shortest  span  was  eight  days, 
the  longest  nine  years.  The  death  rate  from  mela- 
noma, based  upon  a study  of  eighty-eight  cases  in 
1933,  was  46.5  per  cent.  The  present  series  has  a 
death  rate  for  melanoma  of  54.8  per  cent.  If  fam- 
ilies or  doctors  would  reply  to  follow-up  letters  con- 
cerning patients  such  as  these,  the  whole  world  would 
profit  from  the  assembly  of  accurate  data,  but,  as  it 
is,  this,  like  other  large  series,  has  many  unfinished 
records  in  it. 

There  may  be  those  who  doubt  the  identity  of 
such  a neoplasm  as  a non-melanotic  melanoma,  but 
the  author  warns  them  that,  whether  or  not  they 
like  the  term  used  here,  the  cells  of  nevi  are  capable 
of  producing  melanin  in  a primary  or  metastatic 
tumor,  though  we  do  not  know  how  or  why  this  is 
true.  With  or  without  melanin,  these  cells,  when 
malignant,  can  kill  their  hosts  with  great  effective- 
ness, and  the  pathologist  must  not  lightly  regard 
their  apparent  innocent  appearance.  Although  the 
non-melanotic  melanoma  is  not  generally  as  malig- 
nant as  its  pigmented  relative,  our  small  series  of 
sixteen  lesions  of  the  cases  treated  has  one  death  in 
it  from  this  cause.  Another  patient  with  a grade 
four  metastasis  is  only  six  months  post-operative. 

As  a rule,  previous  treatment  of  these  patients  has 
been  ineffective,  for  twenty  lesions  were  recurrent  at 
first  examination  and  fort)’-eight  showed  metastasis 
at  first  examination.  There  were  forty-three  tumors 
of  grade  three  malignancy,  and  it  is  found  that  forty- 
one  of  these  showed  either  recurrence  or  metastasis 
at  first  examination.  Naturally,  the  death  rate  is 
high.  Grade  four  tumors  often  kill  quickly. 

Treatment  here  has  been  largely  by  local  cautery 
excision,  usually  a wide  one,  in  the  hope  that  most  of 
the  malignant  cells  might  be  included  in  the  process. 
Irradiation  to  supplement  excision  was  used  in 
thirty  per  cent,  although  in  general  the  melanoma 
cell  is  known  to  be  rather  radio-resistant.  Regional 
block  gland  dissection  was  used  on  11.7  per  cent  of 
patients  in  the  same  hope  expressed  above.  We  find 
that  the  prognosis  of  cases  of  melanoma  depends 
upon  many  factors  and  therefore  try  to  do  something 
for  each  case  not  frankly  inoperable.  If  the  average 
hopeless  melanoma  patient  lives  fourteen  months 
after  operation,  there  is  no  sense  in  not  trying  to 
help  him,  and  we  approach  this  decision  deliberately 
but  after  frank  conference  with  all  concerned. 

We  recommend  again  to  the  profession  the  need 
for  full  light  to  be  thrown  upon  this  problem  and 


wish  here  to  repeat  a warning  given  in  1933  that, 
unless  pigmented  moles  can  be  completely  destroyed 
at  first  treatment  by  the  doctor,  all  must  learn  that 
“Don’t  monkey  with  pigmented  moles”  is  homely  but 
scientific  advice  of  great  value. 

Resume 

A series  of  1,434  primary  verified  skin  cancers 
arising  in  persons  living  in  Texas  has  been  reported. 

It  has  been  found  impracticable  at  the  present  time 
to  obtain  comparative  figures  on  the  incidence  of 
similar  tumors  in  Texas  and  Virginia  or  in  any 
Southern  State.  Slight  indications,  however,  based 
upon  general  knowledge  and  a few  available  records, 
show  that  the  climatic  conditions  in  Virginia  have 
probably  acted  upon  persons  living  there  to  produce 
few  neoplasms  of  this  type. 

The  cancers  of  the  skin  have  been  analyzed  sta- 
tistically upon  a basis  of  sex,  age,  race;  the  nature, 
location,  and  duration  of  the  lesions;  previous  and 
present  treatment.  The  group  of  melanomas  has  been 
studied  also  as  to  mortality  rate. 

This  study  is  part  of  the  general  program  of  can- 
cer research  in  our  nation  and  is  made  and  recorded 
in  the  interest  of  accurate  statistics  with  the  hope 
that  others  may  be  stimulated  to  study  special  con- 
ditions existing  in  their  own  states. 

606  North  9th  Street. 

Discussion 

Dr.  Thomas  W.  Murrell,  Richmond:  Dr.  Phillips  has 
offered  you  a paper  showing  a vast  number  of  cancerous 
degenerations — in  much  greater  number  than  we  ap- 
parently have  in  Virginia.  A great  many  of  these,  as  he 
has  shown  you,  are  melanomas,  things  which  have  oc- 
curred from  previous  growths  or  warts;  but  this  does  not 
explain  to  him  this  enormous  amount  and  he  feels  that  it 
must  be  explained  by-the  idry  winds  of  Texas  and  par- 
ticularly the  solas- 'radiation.  If  we  are  going  to  discuss 
this  subject  from  the  standpoint  of  solar  radiation  as 
the  cause  of  this  situation  we  obviously  have  to  go  back 
to  the  beginning  rather  than  to  the  end  of  the  picture 
which  he  is  showing  us.  That  takes  us  back,  then,  to 
those  growths  which  we  call  keratoses,  which  are  the 
beginning  of  trouble,  and  which  are  regarded  as  due  to 
solar  radiation.  It  is  a common  observation  among  the 
old  clinicians  that  epithelioma  was  not  found  in  the  pure 
black  Negro.  I heard  this  myself  over  forty  years  ago 
from  Dr.  Hunter  McGuire  who  said  he  had  not  seen  a 
case  of  epithelioma  in  the  pure  black  Negro.  The 
Negro’s  skin  is  protected  from  the  sun  by  his  pigment 
and,  further,  his  skin  has  a very  large  number  of  se- 
baceous glands,  which  keep  the  skin  greasy.  So  the  ex- 
pectation would  be  that  solar  radiation  would  cause 
trouble  in  the  directly  opposite  type  of  human  being. 
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This  is  so,  as  pointed  out  by  Pusey  a number  of  years 
ago;  the  red-headed,  blonde  person  who  freckles  easily  is 
exactly  the  type  of  case  in  which  we  would  expect  solar 
damage  and  keratoses  to  develop.  There  is  no  essential 
difference  between  what  we  call  senile  keratosis  or  a 
keratosis  due  to  solar  radiation  over  a long  period  of 
time  or  the  type  of  keratosis  which  you  see  on  a surface 
which  has  received  radiation  or  X-ray.  These  are  the 
types  of  things  which  go  into  malignancy. 

I have  a quotation  from  Sutton  and  Sutton  which  I 
think  is  pertinent  and  which  I should  like  to  read.  It  is 
as  follows: 

“It  is  common  usage  to  apply  the  name  precancerous 
to  individual  lesions  which  are  thought  to  be  benign  in 
their  potentialities,  as  the  large  majority  of  them,  col- 
lectively, indeed  prove  to  be.  However,  innumerable  in- 
tergradations exist  between  keratoses  which  peter  out  and 
drop  off,  keratoses  which  reach  a certain  stage  of  de- 
velopment and  grow  no  further,  keratoses  which  slowly 
progress  until  they  infiltrate  the  dermis  and  continue  to 
grow  as  obvious  carcinomas,  and  keratoses  which  progress 
speedily  from  the  start  into  swiftly  growing  squamous 
carcinomas.  Therefore,  and  in  view  of  the  fact  that  no 
sound  prediction  can  be  made  about  any  given  lesion  at 
the  time  of  one’s  momentary  examination  of  it,  we  find 
it  satisfactory  to  ourselves  to  group  the  lot  as  epidermal 
neoplasms  of  various  rates  of  growth.  Their  benignancy 
or  malignancy  is  intimately  associated  with  the  rate  of 
growth,  as  Mottram  has  proved.  We  define  degree  of 
malignancy  as  time  rate  of  doing  harm,  a definition  which 
makes  the  observer’s  knowledge  of  malignancy  dependent 
on  observations  of  a particular  lesion  over  a period  of 
time,  lather  than  upon  subjective  opinions  regarding  the 
behavior  of  a lesion  which  it  remains  for  the  future  to 
divulge.” 

Dr.  Hilmar  R.  Schmidt,  Petersburg:  I have  spent  a 
year  and  a half  in  South  Dakota  and  then  a short  time 
in  Texas.  It  struck  me,  without  having  any  statistics, 
that  there  were  an  unduly  great  number  of  epitheliomas 
of  the  skin  among  the  farmers  of  South  Dakota.  We 
know  that  the  skin  is  exposed  to  sunshine  and  dust  in 
the  West  and  that,  I believe,  is  a great  cause  for  the 
frequency  of  skin  cancer.  I wish  we  could  get  statistics 
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from  the  Northern  States.  In  spite  of  the  fact  that  Texas 
is  hot,  South  Dakota  and  the  Northern  States  have  a great 
deal  more  sunshine  in  the  summer,  and  I think  the  place 
for  the  study  of  skin  cancer  is  in  the  Northwest,  in  the 
wheat  fields.  I am  quite  satisfied  that  Virginia  would 
show  a much  smaller  percentage  than  either  of  those  two 
states. 

Dr.  Frank  L.  Apperly,  Richmond:  Owing  to  the  late- 
ness of  the  hour  I had  not  intended  to  say  anything,  but 
the  last  speaker  brought  up  one  point  to  which  I wish  to 
refer.  It  just  happens  that  recently  I have  studied  this 
subject  from  a statistical  point  of  view,  and  will  show 
you  very  briefly  what  the  results  were. 

Obviously  there  are  so  many  factors  when  you  come  to 
consider  the  various  states  that  it  is  a very  difficult  matter 
to  draw  any  conclusions.  I have  ruled  out  all  states 
with  5 per  cent  Negro  population  or  more.  Then  I 
tried  to  correlate  that  with  the  number  of  people  exposed 
to  sunlight.  To  get  the  figures,  again,  was  difficult,  so 
I took  the  percentage  of  population  given  as  farmers  and 
farm  laborers.  Of  course  the  seaboard  states  have  a num- 
ber of  fishermen,  who  have  a notoriously  high  figure.  But 
I took  only  farmers  and  farm  laborers. 

The  doctor  spoke  about  South  Dakota.  The  South 
Dakota  figures,  as  a matter  of  fact,  are  low.  In  this 
group  are  South  Dakota,  North  Dakota,  Wyoming  and 
Minnesota — all  in  the  cold  group.  The  states  can  be 
divided  into  four  groups  according  to  average  annual 
temperature.  Obviously  solar  radiation  has  something 
to  do  with  it.  If  you  take  the  states  in  one  group  the 
number  of  skin  cancers  increases  with  the  percentage  of 
farmers  and  farm  laborers.  Or,  if  you  do  it  the  other 
vvay,  the  number  of  skin  cancers  increases  as  you  go  up 
the  temperature  scale.  However,  right  down  here  were 
the  two  Dakotas,  Wyoming,  and  Minnesota,  as  I men- 
tioned. Here  it  did  not  seem  to  make  any  difference  what 
the  percentage  of  farmers  and  farm  laborers  was;  there 
was  no  increase.  Indeed,  the  skin  cancer  incidence  fell 
with  increased  population  exposure,  just  as  the  total  can- 
cer rate  does.  So  it  seems  that  the  increase  of  skin 
cancers  up  to  1.2  per  100,000  population  depends  upon 
something  else  than  solar  radiation.  Above  that  point 
the  increase  seems  to  be  due  to  solar  radiation. 


EFFECT  OF  CHRONIC  MORPHINISM  UPON  THE  SYMPATHETIC 
GANGLION  CELLS  OF  RABBITS.* 


Everett  H.  Ingersoll,  Ph.D., 
Medical  College  of  Virginia, 


Richmond 


A study  of  the  literature  reveals  little  agreement 
concerning  the  effects  of  long  continued  use  of  mor- 
phine upon  the  nervous  system  of  animals  and  man. 
In  recent  years  investigators,^-  ^ working  with 
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rats,  dogs  or  rabbits,  found  definite  damage  to  the 
nerve  cells  which  they  attributed  to  the  effects  of 
morphine.  Others^-  ® found  no  demonstrable  change 
in  the  nerve  cells  subjected  to  chronic  morphinism. 
With  these  and  other  reports  in  mind,  it  seemed 


•Aided  by  a grant  from  the  Ella  Sachs  Plotz  Fund. 


1940] 


Virginia  ]\1edical  Monthly 


407 


profitable  to  continue  the  study  of  the  effect  of 
morphine  upon  the  nervous  system  of  rabbits. 

IMethod  of  Investigation 

Ten  Chinchilla  rabbits  were  used.  Six  of  these 
received  daily  subcutaneous  injections  of  mor- 
phine sulphate  (Merck)  for  thirteen  months  while 
the  other  four  were  used  as  controls.  The  initial 
dose  of  morphine  was  25  mgm.  per  kgm.  body 
w’eight,  the  amount  being  increased  10  mgm.  per 
kgm.  body  weight  every  two  weeks  until  each  animal 
was  receiving  155  mgm.  per  kgm.  body  weight. 
This  dosage  was  continued  through  the  remainder 
of  the  experiment.  The  diet  consisted  of  Purina 
Rabbit  Chow  supplemented  with  green  vegetables. 
The  animals  were  examined  daily  and  weights  re- 
corded weekly. 

Three  of  the  six  rabbits  receiving  morphine  were 
four  months  old  and  the  others  young  adults  at  the 
study.  The  latter  made  an  average  gain  in  weight 
of  10  per  cent  and  the  former  18  per  cent.  One  of 
the  four  months  old  animals  (M4)  made  no  gain 
during  the  course  of  the  study.  The  four  controls 
made  an  average  gain  of  over  50  per  cent  in  weight. 
The  majority  of  the  animals  remained  healthy 
throughout  the  experiment.  The  three  younger  mor- 
phine animals  (M4,  M5,  M6)  had  mild  skin  in- 
fections of  the  external  auditory  meatus  and  adjacent 
auricle  on  one  or  more  occasions  and  two  of  them 
were  bothered  with  head  colds. 

At  the  conclusion  of  the  experiment  the  animals 
were  anesthetized  with  ether,  the  thorax  opened  and 
10  p>er  cent  formalin  injected  through  the  first  part 
of  the  aorta.  The  sympathetic  ganglia  were  then 
removed  and  placed  in  a saturated  solution  of  mer- 
curic chloride  with  10  per  cent  formalin.  The 
ganglia  were  embedded  in  paraffin,  sectioned  at  ten 
microns  and  stained  with  erythrosin  and  toluidin 
blue.  At  autopsy  no  pathology  was  noted  except  in 
rabbit  M4  which  had  extensive  subcutaneous  caseous- 
like  areas  of  a creamy  appearance.  Histological 
examination  of  imp>ortant  thoracic  and  abdominal 
organs  revealed  little  of  importance.  Cloudy  swell- 
ing of  the  liver  and  a mild  degree  of  epithelial 
degeneration  of  the  secretory  tubules  of  the  kidney 
were  observed  in  the  older  rabbits  of  the  morphine 
series  (Ml,  M2,  M3). 

Discussion 

SjTnpathetic  ganglion  cells  of  the  rabbit  are  read- 
idly  divided  into  three  classes  or  groups.'^  The  first 


class  consists  of  cells  with  large,  evenly  distributed 
and  generally  closely  packed  Nissl  granules.  Cells 
of  the  second  group  have  granules  in  a band  or  zone 
at  the  periphery  of  the  cell.  The  third  class  of  cells 
resemble  the  first  in  the  distribution  of  Nissl  granules 
but  the  granules  are  smaller  and  fewer  in  number 
(Figures  1,  2,  3). 

Using  this  classification,  differential  counts  were 
made  of  representative  areas  of  the  lumbar,  celiac, 
thoracic  and  superior  cervical  sympathetic  ganglia 
of  all  the  rabbits.  A total  of  9,780  cells  were 
counted  and  classified  from  the  ganglia  of  the 
controls  and  14,944  in  the  morphine  series.  A 
comparison  of  the  results  of  this  counting  indicates 
that  long  continued  injections  of  morphine  have  lit- 
tle effect  upon  the  distribution  of  Nissl  granules 
within  the  cytoplasm  (see  table  1).  There  are, 
however,  more  cells  with  a small  amount  of  chromi- 
dial  substance  (class  3)  and  more  exhausted  cells 
in  the  ganglia  of  the  morphine  rabbits  than  in  their 
controls. 

The  position  or  number  of  nuclei  in  each  ganglion 
cell  was'  recorded  as  the  differential  counts  were 
made.  These  results  are  summarized  in  the  last 
three  columns  of  table  1.  Ganglion  cells  with  ec- 
centrically-placed nuclei  comprise  at  least  one-third 
of  all  cells  in  both  the  control  and  morphine  animals. 
These  are  frequently  described  as  being  indicative 
of  disturbed  cell  function  or  of  disease,*  but  no 
such  conclusion  is  warranted  from  the  results  of  the 
present  study.  The  table  also  shows  that  the  p>er- 
centage  of  binucleated  cells  is  higher  than  cells 
with  centrally-placed  nuclei  and,  since  this  is  true 
for  both  the  ganglion  cells  of  the  control  and  mor- 
phine animals,  long  continued  injections  of  morphine 
apparently  have  little  effect  upon  the  number  or 
position  of  nuclei  in  sympathetic  ganglion  cells  of 
the  rabbit. 

Histopathological  Cells:  Many  of  the  ganglion 
cells,  especially  in  the  morphine  animals,  exhibited 
some  degree  of  injury.  As  sho-wn  in  table  1 the 
number  of  such  cells,  exclusive  of  exhausted  cells, 
varied  from  2.4  per  cent  in  the  lumbar  ganglia  of 
the  controls  to  over  25  per  cent  in  the  thoracic 
ganglia  of  the  morphine  rabbits.  The  percentage  of 
exhausted  cells  was  also  lower  in  the  ganglia  of  the 
controls  than  in  the  morphine  series  (Figures  4,  6). 
The  most  common  type  of  cell  injury  was  degenera- 
tion of  the  Nissl  substance  (Figures  7,8).  Although 
the  distribution  generally  remained  normal  the  gran- 
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Table  1. 

Summary,  in  per  cent,  of  differential  cell  counts. 


Histopatho-  Position  or 

LOGICAL  Cells  Number  of  Nuclei* 


Cells 

Class 

OF  Cells* 

All 

Binu- 

Ganglia 

Counted 

1 

2 

3 

Exhausted 

Others 

Central 

Eccentric 

cleate 

Control 

Series 

Lumbar 

2,047 

28.2 

57.8 

13.8 

0.2 

2.4 

27.0 

37.8 

35.0 

Celiac 

2,114 

18.9 

65.8 

13.6 

1.7 

8.3 

16.0 

53.6 

28.7 

Thoracic 

2,785 

34.5 

53.3 

12.0 

0.2 

3.4 

20.3 

42.2 

37.3 

Superior  Cervical 

2,834 

42.1 

39.0 

18.5 

0.4 

4.2 

19.0 

43.5 

37.1 

Morphine 

Series 

Lumbar 

3,645 

41.8 

36.9 

19.2 

2.1 

17.2 

32.3 

32.7 

32.9 

Celiac 

3,038 

26.4 

52.8 

19.0 

1.8 

16.6 

22.7 

44.7 

30.8 

Thoracic 

4,144 

46.2 

32.5 

17.8 

3.5 

25.1 

27.0 

37.7 

31.8 

Superior  Cervical 

4,117 

35.3 

34.9 

26.3 

3.5 

22.5 

21.5 

43.1 

31.9 

•Exhausted  cells  were  not  classified  as  to  Nissl  substance  or  nucleus. 


ules  of  the  cells  affected  presented  a weak,  yvashed- 
out  appearance  or  stained  a light  homogenous  blue. 
Cells  with  pycnotic  or  deep  red  staining  nuclei  were 
also  Common  (Figure  9).  Evidence  of  phagocytosis, 
vacuolation,  cjdoplasmic  inclusions  and  cells  with 
thickened  capsules  was  found  but  was  less  fre- 
quent (Figures  4,  5,  6).  The  cytoplasmic  inclu- 
sions appeared  as  small,  pink  staining  bodies,  round 
or  irregular  in  shape  and  varying  in  number.  Pig- 
ment was  rarely  observed  and  only  in  the  ganglion 
cells  of  the  morphine  series. 


A summary’  of  the  occurrence  of  the  injured  cells 
in  the  control  and  morphine  series  of  rabbits  is 
given  in  table  2.  It  is  evident  from  these  figures 
that  the  percentage  of  histopathological  cells  is  over 
four  times  as  great  in  the  ganglia  of  the  morphine 
animals  as  in  their  controls. 

Summary  and  Conclusions 
A study  of  the  effect  of  morphine  sulphate,  ad- 
ministered daily  for  thirteen  months,  on  the  sym- 
pathetic ganglion  cells  of  adult  rabbits  has  been 


Table  2 

Summary,  in  per  cent,  of  occurrence  of  histopathological  ganglion  cells. 


Pycnotic  Degenerating  Total 

Vacuola-  Thickened  Cytoplasmic  or  Red  Nissl  Exhausted  of  All 


Ganglia  tion  Phagocytosis  Capsule  Inclusions  Nucleus  Granules  Cells  Types 

Control  0.+  0.1  O.I  0.2  1.9  1.8  0.6  5.1 

Morphine  0.8  0.6  0.2  0.2  4.4  14.5  2.9  23.6 


Explanation  of  Figures 

All  photomicrographs  were  taken  at  the  same  magnifi- 
cation with  10-X  ocular  and  apochromatic  oil  immersion 
objective  and  Eastman  “G”  color  filter.  All  photographs 
from  ganglia  morphine  animals. 

1.  Normal  class  1 cell  of  superior  cervical  ganglion. 

2.  Normal  class  2 cell,  eccentric  nucleus,  of  celiac  gan- 

glion. 

3.  Normal  class  3 cell  of  celiac  ganglion. 

4.  Exhausted  cell  with  thickened  capsule  of  superior 

cervical  ganglion. 

5.  Vacuolated  cell  of  superior  cervical  ganglion. 

6.  Phagocytosis  of  an  exhausted  cell  of  thoracic  ganglion. 

7.  and  8.  Degeneration  of  Nissl  substance  of  thoracic 

ganglia. 

9.  Deep  red  staining  nucleus  of  superior  cervical  gan- 
glion. 


made.  Using  a classification  of  the  ganglion  cells 
based  upon  the  size,  amount  and  distribution  of  the 
Nissl  granules  it  was  found  that  the  drug  has  little 
effect  upon  the  distribution  of  the  chromidial  sub- 
stance but  that  the  number  and  size  of  the  granules 
was  reduced  slighty  in  a small  percentage  of  the 
cells.  An  analysis  of  the  number  or  position  of 
nuclei  in  the  ganglion  cell  indicates  that  morphine 
does  not  affect  the  location  of  the  nucleus  within 
the  cell  or  the  number  of  cells  with  more  than  one 
nucleus. 

The  number  of  histopathological  cells,  as  evi- 
denced by  exhaustion,  phagocytosis,  vacuolation, 
cytoplasmic  inclusions,  thickened  capsules,  pycnotic 


410 


Virginia  ]\Iedical  Monthly 


[July, 


or  red  staining  nuclei  and  degeneration  of  the  Nissl 
substance,  was  much  larger  in  the  ganglia  of  the 
morphine  rabbits  than  in  their  controls. 
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INTRA-CRANIAL  HEMORRHAGE— DIAGNOSIS  AND  TREATMENT.* 


Thos.  N.  Spessard,  M.D., 

Norfolk,  Virginia. 


Intra-cranial  bleeding  is  both  a medical  and  surgi- 
cal problem.  It  is  a frequent  complication  in  head 
trauma,  but  may  occur  spontaneously  from  an  ob- 
scure etiological  background.  Every  type  of  medical 
man  occasionally  encounters  one  of  these  cases  and 
early  diagnosis  with  establishment  of  appropriate 
treatment  measures  is  essential  to  the  life  of  the  pa- 
tient. Because  of  an  increasing  number  of  accidents 
involving  injury  to  the  head,  and  in  view  of  the  fact 
that  an  occasional  review  of  a subject,  even  a familiar 
one,  is  at  times  helpful,  I would  like  to  present 
briefly  a few  remarks  relating  to  the  diagnosis  and 
treatment  of  intra-cranial  hemorrhage. 

The  problem  presented  by  hemorrhage  in  the  skull 
cavity  is  unlike  that  encountered  elsewhere  in  the 
body.  There  is  no  concern  wdth  the  total  amount 
of  blood  lost  by  the  patient  but  the  entire  diagnostic 
and  therapeutic  approach  centers  itself  around  the 
protection  of  vital  brain  tissue  from  pressure  and 
destruction  by  the  mechanical  encroachment  of  hem- 
orrhagic products. 

The  symptoms  presented  by  these  cases  are  those 
of  increased  intra-cranial  pressure,  a vain  effort  on 
the  part  of  the  brain  to  accommodate  itself  to  the 
smaller  space  in  the  sharply  limited  and  fixed  bound- 
aries of  the  cranial  vault.  The  physical  laws  relating 
to  the  impossibility  of  two  objects  occupying  the  same 
space  at  the  same  time  is  the  basis  of  all  treatment  in 
intra-cranial  hemorrhage.  The  intra-cranial  blood 
acts  as  a foreign  body  and  must  be  removed  if  the 
brain  tissue  is  to  live  and  function  in  an  orderly 
manner. 

No  mention  will  be  made  here  of  the  intra-cerebral 
hemorrhage  so  frequently  encountered  in  hyperten- 

*Read before  the  Warwick  County  Medical  Society, 
April,  1939. 


sive  vascular  diseases — the  so-called  apoplectic  stroke 
familiar  to  everyone.  We  will  discuss  the  three 
clinical  types  usually  associated  with  trauma  to  the 
head. 

The  chronic  subdural  hematoma,  sometimes  called 
Pacy’s  meningitis  hemorrhagia,  is  by  far  the  most 
frequent  type  encountered.  Clinically  it  is  the  most 
difficult  to  diagnose. 

The  onset  of  s}’mptoms  is  insidious  in  most  cases. 
Careful  questioning  will  frequently,  but  not  always, 
disclose  a history  of  trauma,  but  the  absence  of 
a history  of  injury  does  not  eliminate  the  possibility 
of  a subdural  clot.  This  is  especially  true  in  individ- 
uals beyond  middle  age  and  chronic  alcoholics. 
Medical  and  neurological  examination  of  these  cases 
is,  as  a rule,  disappointing.  The  subjective  symp- 
toms are,  in  my  opinion,  of  equal  or  greater  value 
than  the  objective  findings.  If  too  much  reliance  is 
placed  on  reflex  changes,  motor  paralysis,  sensory 
findings,  pupillaix^  or  fundi  examinations,  many  of 
these  cases  will  be  mis-diagnosed.  The  spinal  fluid 
examinations  are  also  frequently  of  little  value.  .\s  a 
rule  it  is  clear  and,  surprisingly  enough,  shows  no 
definite  pressure  increase  on  the  manometer.  In 
fact,  the  pressure  is  sometimes  lower  than  average 
figures.  This  is  not  so  surprising  if  we  analyze  the 
type  of  lesion,  i.e.,  a large  serous  clot  enclosed  usu- 
ally in  a membrance  of  connective  tissue.  It  may  be 
that  this  material  exerts  a uniform  pressure  on  the 
brain  substance  with  a blending  of  surface  tension 
on  the  cortex  within  and  the  dura  without.  This 
might  account  for  the  pressure  findings  even  in  large 
clots. 

In  the  five  cases  I am  reporting  today,  none  had 
choked  discs  and  in  none  of  the  cases  was  the  spinal 
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fluid  pressure  sufficiently  elevated  to  be  of  diagnostic 
value.  One  of  the  five  had  a dilated  pupil  on  the 
side  of  the  lesion — a valuable  aid  but  too  infrequent 
to  be  depended  on  routinely. 

Of  the  cases  included  in  this  study,  four  were  on 
the  left  side  and  one  on  the  right.  This  great  pre- 
ponderance of  the  left-sided  subdural  clots  has  been 
a universal  observ-ation.  Redwood,  in  1936,  reported 
fourteen  cases  with  eleven  on  the  left,  and  Gardner 
reported  a major  percentage  on  the  left  in  his  series 
of  cases.  The  reason  is  not  definitely  understood. 
This  fact,  that  such  a decided  number  involves  the 
left  cerebral  hemisphere,  is  important  in  explaining 
the  most  characteristic  diagnostic  signs  of  these  hem- 
orrhages. The  most  valuable  observation  in  these 
cases,  in  my  opinion,  is  hebetude — slight  confusion, 
lack  of  concentration  and  interest,  tendency  to  be 
drowsy  combined  with  headache.  This  general  men- 
tal attitude,  the  lack  of  alertness  and  interest,  slow 
cerebration  in  answering  simple  questions,  following 
what  was  felt  to  be  a trivial  head  injury,  is  to  my 
mind  a more  valuable  diagnostic  criterion  than  are 
the  findings  on  clinical  or  laboratory  examination. 
This  is  not  said  to  disparage  the  importance  of  a 
careful  geiteral  study,  but  to  evaluate  each  portion  of 
the  examination  to  its  relative  importance  in  the 
diagnosis.  The  greater  portion  of  subdural  clots, 
I believe,  must  be  suspected  on  very  little  objective 
evidence.  The  head  case  which,  while  showing  noth- 
ing alarming,  is  simply  not  doing  well,  the  case 
which  has  improved  steadily  for  a while  and  then 
becomes  stationary  in  his  progress,  the  case  that 
is  not  losing  ground,  but  simply  not  gaining — these 
are  the  types  of  patients  who  should  be  suspected  of 
subdural  hemorrhage.  It  is  not  sufficient  to  wait 
until  the  brain  damage  has  become  extensive  with 
respiratory  and  cardiac  embarrassment.  At  that 
stage  a relatively  benign  condition  has  become  ex- 
ceedingly serious  and  at  times  hopeless.  Early  diag- 
nosis is  the  key  to  a low  mortality  and  absence  of 
residual  complications. 

Of  the  cases  I have  had  personally,  four  were  men 
and  one  was  a woman.  The  youngest  was  twenty- 
four;  the  oldest  sixty-eight.  There  was  a history  of 
trauma  in  all  cases,  but  in  only  one  was  the  trauma 
sufficient  for  the  patient  to  be  hospitalized  at  the 
time  of  the  injury:  (1)  This  latter  was  a woman  of 
thirty-four,  who  fell  down  a short  flight  of  steps, 
striking  her  head,  with  a short  period  of  uncon- 
sciousness. Her  condition  w’as  never  alarming.  She 


showed  no  focal  signs  or  increase  in  spinal  fluid 
pressure.  However,  due  to  her  failure  to  improve, 
the  lack  of  alertness,  a subdural  was  suspected  and  a 
large  left  subdural  clot  was  removed  by  suction  and 
simple  trephine  operation,  three  weeks  after  injury. 
(2)  The  patient  of  sixty-eight  was  a farmer  who  fell 
off  a hay  wagon,  striking  his  head.  He  was  not  un- 
conscious and  continued  to  work  the-  balance  of  the 
day  and  for  over  a month.  He  had  no  complaints 
but  his  family  noted  he  was  becoming  confused,  for- 
getful in  his  work  and  absent-minded.  He  finally 
consented  to  an  examination  and  nothing  was  found 
on  examination  of  focal  importance.  The  history  and 
picture  of  lack  of  alertness  and  mild  confusion  led 
to  the  diagnosis,  and,  due  to  mental  symptoms  and  a 
percentage  estimate,  the  left  side  was  explored  first 
and  an  unusually  large  subdural  was  aspirated.  If 
no  subdural  had  been  found  here,  the  right  side,  of 
course,  would  have  been  trephined  also.  (3)  The 
case  in  which  the  diagnosis  was  rather  difficult  was 
that  of  the  twenty-four-year-old  patient.  He  was 
brought  into  the  hospital  with  a low-grade  tempera- 
ture, some  headache  and  drowsiness,  and  a diagnosis 
of  encephalitis  had  been  made  by  his  attending  phy- 
sician. I could  find  no  focal  signs;  spinal  fluid  pres- 
sure was  100  mm.  HoO,  clear,  and  for  the  lack  of  a 
better  diagnosis  I w'as  ready  to  agree  with  his  at- 
tending physician.  The  patient  and  father  denied 
any  head  injury,  but,  on  questioning  the  mother,  she 
recalled  that  the  boy  had  had  a black  eye  for  two  or 
three  days,  about  six  months  previously.  Closer  ques- 
tioning thus  revealed  that  he  had  been  in  a scuffle 
w'hile  at  work  and  had  been  struck  in  the  eye,  but 
was  not  knocked  down  and  noted  no  discomfort. 
With  this  to  go  on,  a subdural  clot  was  suspected  and 
operation  disclosed  a moderate  sized  left  subdural 
hemorrhage.  (4)  Another  case  was  more  typical. 
A thirty-three-year-old  man  was  struck  over  the 
head  wdth  a bottle  three  weeks  previous  to  examina- 
tion. Since  then  he  had  complained  of  headache  and 
three  days  before  admission  became  drowsy  and 
semi-stuporous.  When  brought  in  he  could  be 
aroused  with  difficulty,  pulse  was  slow  and  irregular 
and  left  pupil  was  dilated  and  fixed.  He  was  oper- 
ated on  the  same  night  and  the  expectation  of  finding 
a subdural  clot  was  realized,  the  clot  being  on  the 
left  side.  (5)  The  last  case  was  a man  of  thirty-five 
who  received  a slight  fall  while  at  work  with  a slight 
laceration  of  the  forehead.  He  continued  to  work  but 
after  three  or  four  days  his  headache  became  more 
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intense.  He  could  not  concentrate  on  his  work,  and 
was  confused  but  not  drowsy.  Neurological  examina- 
tion was  normal.  Spinal  fluid  pressure  was  normal. 
The  histor}"  and  present  picture  suggested  a subdural 
and,  in  spite  of  the  negative  focal  findings,  an  open- 
ing was  made  on  the  left  side.  No  clot  was  found, 
but  on  a similar  opening  on  right  a small  encapsu- 
lated blood  clot  was  found  underneath  the  dura  and 
removed. 

All  of  these  cases  showed  a complete  recover}’  with 
no  mental  or  physical  residuals.  The  .personality 
changes  in  these  post-operative  patients  within  a 
period  of  a few  hours  is  amazing.  They  become  men- 
tally alert,  conversation  and  memory  improve  very 
rapidly,  even  in  the  course  of  a few  hours.  I know 
of  no  class  of  cases  in  which  the  prognosis  can  change 
from  grave  to  excellent  in  so  short  a period.  In  pro- 
portion to  the  surgery  required  the  results  are  very 
gratifying.  There  is  no  need  to  discuss  the  surgical 
technique  other  than  to  emphasize  its  simplicity  in 
the  usual  subdural.  I removed  the  clot  in  all  these 
cases  but  one,  through  an  ordinary  trephine  opening 
and  by  gentle  suction.  The  other  case  had  the  same 
procedure  followed  elsewhere.  In  view  of  the  sim- 
plicity of  the  procedure,  it  is  certainly  better  to  sub- 
mit the  possible  subdural  patient  to  an  operation, 
than  to  allow  any  patient  who  may  have  a subdural 
hemorrhage  to  die  without  an  exploration  being  per- 
formed. It  may  save  a fatality;  it  certainly  will  not 
cause  one. 

Compared  to  subdural  clots,  the  incidence  of  extra- 
dural hemorrhages  is  relatively  uncommon.  Red- 
wood reported  only  four  extra-dural  hemorrhages  in 
a series  of  thirty  cases  of  intra-cranial  bleeding. 
The  progress  of  onset  is  much  more  rapid.  The 
treatment  as  a rule  is  much  more  urgent  than  in  other 
types.  The  history  in  most  cases  is  typical  and  the 
diagnosis  less  difficult  than  in  the  subdural  s.  You 
are  all  familiar  with  the  characteristic  picture,  which 
consists  generally  of  a blow  on  the  head,  a short 
period  of  unconsciousness,  then  a period  of  recover}' 
for  four  to  six  hours,  followed  by  increased  headache, 
onset  of  drowsiness,  stupor,  unconsicousness,  and, 
unless  immediate  surgical  measures  are  taken,  coma 
and  death  following  usually  in  the  course  of  twenty- 
four  to  forty-eight  hours  from  medullary  compres- 
sion. Out  of  eleven  cases  of  intra-cranial  hemor- 
rhage, I have  had  only  one  case  of  extra-dural  bleed- 
ing. The  hemorrhage  is  usually  from  a rupture  of  the 
middle  meningeal  artery,  and  Coleman  feels  that 


most  all  of  these  are  associated  with  a basilar  frac- 
ture. My  own  feeling  is  that  there  are  more  of  these 
cases  than  are  recognized.  Many  are  found  at  au- 
topsy by  the  coroners,  that  should  have  been  sus- 
pected and  removed  in  the  hospital.  These  cases  are 
easy  to  diagnose  from  the  newspapers.  A man  in  an 
accident  or  fight  received  a blow  on  the  head,  states 
he  is  not  badly  hurt,  goes  home  and  during  the  night 
lapses  into  unconsciousness  and  dies.  These  prevent- 
able deaths  are  of  extreme  medico-legal  importance, 
and  recognition  and  early  operation  on  these  patients 
frequently  means  the  difference  between  murder  or 
manslaughter  and  an  injury  of  considerably  less  im- 
port, not  to  mention  the  economic  and  humanitarian 
aspects.  These  cases  are  easily  diagnosed  if  kept 
under  close  observation,  but  if  not  observed  closely 
the  diagnosis  frequently  comes  too  late  to  benefit  the 
patient.  These  patients  illustrate  better  than  any 
other  that  any  injury  to  the  head  must  be  considered 
serious  until  time  and  close  observation  have  proved 
it  otherwise. 

In  treating  these  cases  a larger  opening  in  the 
skull  must  be  made  than  in  the  subdural  type,  be- 
cause not  only  must  the  clot  be  removed,  but  also 
the  bleeding  vessel  must  be  found  and  Tigated  or 
coagulated.  If  these  cases  are  seen  before  pressure 
has  been  maintained  over  too  long  a period  the  op- 
eration and  end-results  are  good.  The  only  case  of 
this  type  that  I have  operated  on  died.  He  was  in 
extremis  when  brought  to  the  hospital,  being  pro- 
foundly comatose,  with  respiration  and  pulse  slow, 
weak  and  irregular.  His  history  was  typical.  So 
urgent  was  the  situation  that  no  time  was  taken  to 
scrub  or  boil  the  instruments,  but  only  a quick  wash- 
ing in  alcohol  and  bichloride  was  done.  Skin  in- 
cision disclosed  even  the  skull  itself  to  be  vascular. 
Opening  disclosed  a large  hemorrhage  and,  though  it 
was  removed  and  bleeding  points  cared  for,  he  died 
about  six  hours  later,  though  he  seemed  to  show  some 
temporary  improvement.  This  case  illustrates,  to  my 
mind,  the  point  that  the  brain  will  stand  a given 
amount  of  pressure,  but  when  the  pressure  has  passed 
a certain  margin,  even  total  relief  of  the  pressure  will 
not  save  the  patient’s  life.  What  this  margin  con- 
sists of  is  probably  a variable  factor,  but  would  cer- 
tainly indicate  the  prudence  of  close  observation  in 
suspected  hemorrhage  cases. 

The  easiest  type  of  intra-cranial  hemorrhage  to 
diagnose  but  the  most  difficult  type  to  treat  is  the 
spontaneous  sub-arachnoid  variety.  While  they  may 
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follow  injun-  to  the  skull,  the  greater  majority  are 
spontaneous  in  origin.  The  etiology  of  this  bleeding 
is  obscure.  Most  textbooks  mention  syphilis  as  an  im- 
portant factor,  but  from  my  own  observation  and  also 
in  discussing  this  point  with  others,  I doubt  if 
syphilis  is  often  a factor  in  the  production  of  sub- 
arachoid  hemorrhage.  The  consensus  of  opinion  now 
seems  to  be  that  these  hemorrhages  are  a result  of  a 
vascular  anomaly,  probably  aneurism.  This  is  cer- 
tainly a possibility  even  if  not  a perfect  explanation 
in  some  cases. 

The  symptomatology  in  these  patients  follows  with 
some  slight  variations  a close  pattern.  The  age  of 
the  individual  is  not  of  much  help,  but  as  a rule  the 
onset  is  as  follows:  The  subject  gives  no  prodromal 
symptoms  of  consequence  and  is  seized  suddenly  with 
a severe  headache  at  the  base  of  the  skull.  There  is 
rarely  loss  of  consciousness  at  this  stage,  but  vomit- 
ing frequently  occurs;  sometimes,  but  infrequently,  it 
is  projectile  in  type.  Neck  rigidity  and  positive  Ker- 
nig’s  follow  almost  immediately  after  the  onset  of 
headache,  and  these  patients  three  to  four  hours 
after  the  initial  symptoms  resemble  closely  the  clini- 
cal picture  of  a moderately  advanced  meningitis. 
However,  there  is  usually  only  slight  temperature, 
and  the  pulse  is  slow  and  at  times  irregular.  The 
blood  pressure  may  be  elevated,  but  is  in  most  cases 
normal  or  even  below  normal.  With  this  picture  the 
diagnosis  is  fairly  obvious,  but  is  confirmed  beyond 
doubt  on  spinal  fluid  examination.  Unlike  other 
types  of  intra-cranial  bleeding,  these  patients  show 
only  general  signs  of  increasing  pressure  and  no  focal 
signs  are  present.  I have  had,  personally,  only  five 
cases  of  characteristic  sub-ai;achnoid  hemorrhages  of 
the  spontaneous  type.  I do  not  feel  that  finding  of 
blood  in  the  sub-arachnoid  space  following  injury 
can  be  included  in  this  classification,  because  any 
serious  injury  to  the  head  practically  always  shows 
some  blood  in  the  spinal  fluid,  often  of  a transitory' 
nature.  The  spinal  fluid  of  spontaneous  sub- 
arachnoid hemorrhage  is  grossly  bloody,  and  per- 
sistently so  throughout  several  tubes.  The  hemo- 
globin content  varies  from  10  per  cent  to  15  per  cent 
and  the  RBC  around  300,000  to  500,000.  It  is  of 
value  to  get  this  data,  because  it  is  only  in  this  way 
you  can  accurately  determine  the  increase  or  decrease 
of  blood  in  the  spinal  fluid.  The  manometric  pres- 
sure of  the  fluid  is  high,  400  to  600  mm.  H2O  being 
average  figures. 

There  is  considerable  difference  of  opinion  in  the 


treatment  of  sub-arachnoid  hemorrhage,  the  differ- 
ence being  mainly  over  the  use  of  spinal  drainage. 
I am  in  favor  of  spinal  drainage  in  these  cases,  and 
feel  that  whatever  good  results  I have  obtained  in 
treating  this  condition  is  due  to  its  benefit.  In  addi- 
tion, of  course,  the  usual  injections  to  increase  clot- 
ting time  were  given  and  moderate  dehydration  was 
also  used.  I believe  these  cases  should  be  drained 
often,  and  only  a moderate  amount  of  bloody  flui3 
removed  at  each  drainage.  The  pressure  should  be 
maintained  at  around  200  mm.  HoO  and  only  a 
sufficient  amount  removed  each  time  to  reduce  the 
manometric  reading  to  this  level.  This  is  low  enough 
not  to  embarrass  the  medullary  centers  and  high 
enough  to  give  sufficient  back  pressure  to  aid  in 
stopping  the  bleeding  point.  This  may  have  to  be 
continued  for  days  and  at  times  for  weeks,  the  num- 
ber of  drainages  depending  on  the  condition  of  the 
fluid  and  the  patient’s  signs  of  pressure.  Under 
this  type  of  treatment  four  out  of  five  cases  have 
recovered,  which,  while  only  a very  small  series,  is 
a very  fortunate  mortality  in  a condition  in  which 
the  mortality  varies  from  50  per  cent  to  80  per  cent. 
I expect  to  continue  this  method  of  treatment 
although  in  some  clinics  drainage  is  favored  only 
as  a method  of  diagnosis.  Some  think  that  drainage 
actually  does  these  cases  harm.  IMy  feeling  is  that 
the  answer  should  be  to  drain  in  moderation,  rather 
than  drain  too  freely,  or  not  to  drain  at  all. 

The  five  cases  I have  treated  personally  are  of 
interest  only  as  to  the  age  variation.  The  youngest 
was  a girl  of  eleven  years,  the  oldest  a woman  of 
sixty-five  years  while  the  others  were  a boy  of  nine- 
teen years,  one  a man  of  twenty-four,  and  one  a man 
of  thirty-eight.  I have  seen  several  other  cases  in 
consultation,  but  have  not  followed  them  sufficiently 
to  know  definitely  the  methods  or  results  of  treat- 
ment. These  cases  had  fairly  typical  onsets,  as 
mentioned  above,  and  the  diagnosis  was  readily 
made  in  all  except  the  twenty-four-year-old  man, 
where  the  diagnosis  was  delayed,  but  not  missed, 
through  the  tendency  to  sometimes  jump  to  conclu- 
sions. The  latter  patient  was  brought  into  the  hos- 
pital, irrational  and  restless,  pulse  regular  and  slow, 
no  temperature,  by  an  excited  young  bride,  who  gave 
the  historj'  of  an  early  morning  quarrel.  He  left  the 
house  and  started  to  his  work  at  a lumber  mill, 
but  upon  his  return  at  noon  told  her  he  did  not  go 
to  work,  as  he  had  a bad  headache.  After  receiving 
some  medication  from  a druggist  he  came  home 


414 


Virginia  Medical  Monthly 


[July, 


and  went  to  bed.  She  then  stated  he  began  to  groan 
with  pain  and  became  irrational  with  the  result  he 
was  brought  to  the  hospital.  Without  a very  careful 
examination,  a tenative  diagnosis  of  hysteria  was 
made  with  the  expectation  of  a more  careful  study 
later.  Three  or  four  hours  later  the  intern  called 
that  his  pulse  had  dropped  to  fourty-six;  respira- 
tion very  slow  and  somewhat  irregular  with  neck 
rigidity.  On  lumbar  puncture,  a few  minutes  later 
the  typical  findings  of  a spontaneous  sub-arachnoid 
hemorrhage  were  found  and  after  several  weeks  of 
moderate  drainage  a complete  recovery  was  made. 

The  only  patient  who  died  was  the  oldest — the 
sixty-five-year-old  woman — three  days  after  the  on- 
set. The  others  had  showed  no  residuals  when  last 
seen,  one  case  three  years  after  the  original  hemor- 
rhage. 

All  intra-cranial  hemorrhage  cases  require  close  ob- 


servation, but  none  of  them  require  the  constant, 
tedious  and  protracted  care  of  these  sub-arachnoid 
hemorrhages.  My  feeling,  however,  is,  if  you  will 
give  them  this  attention,  your  results  will  repay  you. 

Thus,  in  a rather  sketchy  manner,  are  some  of 
the  points  I believe  worth  consideration  in  a dis- 
cussion of  intra-cranial  bleeding.  These  remarks  are 
not  an  effort  to  present  any  standard  methods  of 
diagnosis  or  treatment  of  intra-cranial  hemorrhage. 
No  standardization  is  possible.  Each  case,  as  those 
in  other  branches  of  medicine,  must  be  diagnosed  and 
treated  on  its  own  merits  and  within  its  own  individ- 
ual indications.  Intra-cranial  hemorrhage  occupies 
a place  to  itself,  however,  m medicine.  The  patient’s 
chances  of  life  depend  on  its  proper  diagnosis.  I 
believe,  therefore,  that  an  occasional  discussion  of 
such  an  important  subject  is  worthwhile. 

Wainwright  Building. 


DISTRIBUTION  OF  VITAMIN  Be  AND  FILTRATE  FACTOR  IN  HOG  LIVER." 


Sarah  Covey  and  J.  C.  Forbes,  Ph.D., 

Department  of  Biochemistry,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


Since  aqueous  extracts  of  liver  and  alcoholic  con- 
centrates of  the  same  are  now  used  so  extensively 
therapeutically,  it  was  decided  to  study  the  com- 
bined distribution  of  two  factors  of  the  vitamin  B2 
complex,  namely  vitamin  Be  and  filtrate  factor  in 
such  an  aqueous  extract.  The  starting  material  was 
a concentrated  aqueous  extract  of  liver  of  about  29° 
Baume  having  a liver  equivalence  of  approximately 
10  grams  per  cubic  centimeter.  Two  fractions  were 
prepared  from  this  aqueous  extract.  The  first,  and 
the  one  which  contained  the  greater  bulk  of  the  origi- 
nal total  solids  is  a fraction  which  is  precipitated  by 
an  approximately  80  per  cent  alcohol  concentration. 
This  fraction  is  discarded  in  the  preparation  of 
parenteral  liver  extracts.  The  other  fraction  studied 
is  one  obtained  by  fractionating  the  80  per  cent 
alcohol  soluble  material  with  aqueous  ammonium 
sulfate  and  alcohol,  as  described  by  Forbes  and  Pea- 
body" and  is  known  to  contain  a high  concentration 
of  the  pernicious  anemia  curative  material.  Since  the 
greatest  concentration  of  alcohol  used  in  its  prepara- 
tion was  ai)proximately  80  per  cent,  it  is  referred  to 
in  the  subsequent  discussion  as  the  80  per  cent  al- 
cohol soluble  material. 


Experimental — The  distribution  of  the  acces- 
sory factors  in  the  different  preparations  was  de- 
termined by  studying  the  effect  on  the  growth  of  rats, 
of  feeding  these  supplements  in  addition  to  a diet 
containing  all  of  the  other  essential  factors  required 
by  the  rat.  The  basic  diet  had  the  following  com- 
position: Sucrose  56  per  cent,  purified  casein,  Labco 
brand,  27,  Butter  fat  9,  Salt  mixture  4,  cod  liver  oil 
2,  and  agar  2 per  cent.  Crystalline  thiamin  chloride 
15y  and  crystalline  riboflavin  50y  were  fed  daily  in 
aqueous  solution  to  each  rat  by  means  of  a pipette. 

Preparation  of  materials — -The  80  per  cent  al- 
cohol soluble  material  was  used  in  the  studies  with- 
out further  purification  but  the  80  per  cent  insoluble 
material  was  dissolved  in  water  and  reprecipitated 
three  times  with  three  volumes  of  alcohol  in  order  to 
remove  extraneous  materials.  The  experimental  re- 
sults obtained  on  feeding  these  fractions  at  several 
liver  equivalencies  are  shown  in  Tables  1 and  2. 

Discussion — From  the  results  here  presented  it 
will  be  seen  that  a large  percentage  of  the  total  Bo 
and  filtrate  factor  present  in  hog  liver  is  in  a form 
insoluble  in  80  per  cent  alcohol.  Roughly  speaking, 
the  results  indicate  that  about  60  per  cent  is  in  this 
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Table  1 


Combined  Bg  and  filtrate  factor  in  the  80  per  cent  alcohol  insoluble  material. 


■ liver  equivalency 

Average  gain  in 

weight  in 

Average  daily 

fed,  grams 

6 days 

12  days 

18  days 

gain,  grams 

0 

2 

3 

5 

0.3 

10 

15 

33 

53 

2.9 

15 

23 

46 

72 

4.0 

20 

25 

54 

74 

4.1 

25 

24 

50 

75 

4.2 

Table  2 

Combined  filtrate  factor 

and  B(j  in  the  80  per 

cent  alcohol  soluble  material. 

liver  equivalency 

Average 

gain  in 

weight  in 

Average  daily 

fed,  grams 

4 days 

10  days 

16  days 

gain,  grams 

0 

2 

3.3 

5.0 

0.3 

15 

10 

32 

56 

3.5 

25 

18 

46 

64 

4.0 

form.  It  must  be  realized,  however,  that  the  data 
represent  only  the  combined  growth  promoting  action 
of  the  different  fractions.  They  are  not  a measure 
of  the  individual  concentration  of  the  two  factors. 
Data  not  presented  in  this  paper  indicate  that  the 
limiting  factor  in  the  80  alcohol  insoluble  fraction  is 
filtrate  factor  and  not  Be  while  the  opposite  seems 
to  be  true  in  the  case  of  the  80  per  cent  alcohol  solu- 
ble material.  Since  frozen  livers  were  used  in  the 
preparation  of  the  original  extract  it  is  probable 
that  the  percentage  of  these  factors  soluble  in  80  per 
cent  alcohol  is  greater  than  actually  occurs  in  ab- 
solutely fresh  liver.  The  fraction  insoluble  in  80 
per  cent  alcohol  is  undoubtedly  in  a conjugated  form, 
as  it  has  already  been  shown  by  Kuhn  and  Wendt^ 
and  Birch  and  Gyorgy^  that  Be  occurs  to  a consid- 
erable extent  in  a conjugated  condition. 

The  amount  of  Be  and  filtrate  factor  lost  in  the 
aqueous  ammonium  sulfate  layer  in  the  preparation 
of  the  80  per  cent  alcohol  soluble  material,  although 
not  determined,  must  have  been  very  small.  From 
consideration  of  the  results  obtained  with  the  two 
fractions  studied,  it  will  be  seen  that  on  this  basis  a 
daily  liver  equivalency  of  approximately  10  grams 
should  give  normal  growth.  Actual  experiments  with 
the  crude  aqueous  extract  used  as  starting  material 
for  the  preparations  showed  an  activity  per  gram  of 
liver  comparable  to  the  above  estimated  value. 

Although  the  clinical  significance  of  these  vitamins 
is  still  unknown  one  can  quite  safely  conclude  that 
important  nutritional  materials  are  thrown  away 
when  the  80  per  cent  alcohol  insoluble  material  is 
discarded  in  the  preparation  of  oral  liver  prepara- 
tions, especially  since  this  fraction  is  also  known  to 


contain  a large  percentage  of  the  riboflavin  content 
of  liver.  The  importance  of  riboflavin  in  human  nu- 
trition is  now  generally  recognized.  It  is  also  of 
considerable  interest  that  dogs,  as  shown  by  Fout, 
Helmer,  Lepkovsky  and  Jukes^  on  a vitamin  B^  de- 
ficient diet  develop  an  anemia  which  is  cured  by  the 
administration  of  a rice  polish  extract  containing  Bq 
but  not  by  iron  administration. 

Summary — The  fraction  of  aqueous  liver  extract 
insoluble  in  80  per  cent  alcohol  has  been  shown  to  be 
high  in  vitamin  Be  and  filtrate  factor.  It  is  known 
that  a large  percentage  of  the  Be  and  riboflavin  con- 
tent of  tissues  is  a conjugated  form;  the  present  re- 
sults indicate  that  this  also  may  be  true  of  filtrate 
factor.  The  fraction  of  Be  and  filtrate  factor  soluble 
in  alcohol  can  be  conveniently  concentrated  using  the 
method  previously  described  by  Forbes  and  Peabody 
for  the  preparation  of  an  antipernicious  prepara- 
tion. 


We  are  indebted  to  the  Valentine  Company,  Inc. 
for  the  concentrated  aqueous  liver  extract.  The  ribo- 
flavin used  was  kindly  supplied  by  Merck  & Com- 
pany and  Vitab  Products,  Inc. 

Presented  by  one  of  us  (S.C.)  in  partial  fulfill- 
ment of  the  research  requirement  of  the  degree  of 
Master  of  Science. 

Bibliography 

1.  Forbes,  J.  C.,  and  Peabody,  W.  A.:  Virginia  Medical 

Monthly,  65,  151,  1938. 

2.  Kuhn,  R.,  and  Wendt,  G.;  Berichte,  71B,  780,  1938. 

3.  Birch,  T.  W.,  and  Gyorgy,  P.:  Biochem.  J.,  30,  304, 

1936. 

4.  Fouts,  P.  J.;  Hilmer,  O.  M. ; Lepkovsky,  S.,  and  Jukes, 

T.  H.;  J.  Nutrition,  16,  197,  1938. 


416 


Virginia  Medical  Monthly 


[July. 


ENDOCRINOLOGY  BRIEFS. 
The  Thyroid  Gland. 


John  P.  Lynch,  M.D., 

Richmond,  Virginia 


Thoma.'^  Wliarton  in  1659  first  accurately  de- 
scribed and  named  the  thyroid  gland.  In  1891 
Murray  discovered  the  curative  effect  of  thyroid 
gland  substance  on  myxedema.  In  1895  Baumann 
found  tliat  iodine  was  a normal  constituent  of  the 
thyroid  gland.  In  1927  Harrington  synthesized  thy- 
roxine which  is  the  active  iodine  compound  of  the 
gland.  He  showed  that  40  per  cent  of  the  iodine  is 
in  this  form  and  60  per  cent  inactive  as  diiodotyro- 
sine. 

Physiology 

The  thyroid  may  be  influenced  by  the  pituitary 
but  tliere  is  no  definite  proof  in  human  beings.  This 
influence  is  probably  neuro-hormonal  in  nature.  The 
thyroid  gland  is  responsible  for  the  following  func- 
tions : 

1.  Maintenance  of  the  process  of  normal  metabo- 
lism, i.e.  oxidation  of  foodstuffs  and  liberation  of 
energy.  The  site  of  this  is  not  known  but  apparently 
all  tissues  are  affected.  The  specific  dynamic  action 
of  the  cells  arises  from  the  thyroid. 

2.  Maintenance  of  the  normal  irritability  of  the 
nervous  system. 

Tlivroxine,  the  active  principle  of  the  thyroid  en- 
hances the  effect  of  epinephrine  and  vice  versa. 

Hypothyroidism 

Cretinism.  This  is  a state  of  thyroid  deficiency  in 
early  infancy  characterized  by  delayed  mental  de- 
velopment, dentition,  bone  growth,  a thick  tongue, 
coarse  features  and  a low  basal  metabolic  rate.  It 
is  more  frequent  in  endemic  goitrous  regions.  The 
treatment  consists  of  giving  desiccated  thyroid, 
U.S.P.,  on  the  average  from  two  to  six  grains  daily. 
Cod  liver  oil  should  be  added  for  its  vitamin  con- 
tent. In  1938  a French  worker  reported  the  success- 
ful transplantation  of  a thyroid  gland  from  an  exe- 
cuted criminal  to  the  rectus  muscles  of  a two  and 
one-half-year-old  cretin.  Twelve  years  later  the 
child  was  about  eight  or  nine  years  of  age  in  de- 
velopment but  otherwise  quite  normal. 

My.vedema.  The  adult  hypothyroidism  or  myx- 
edema is  characterized  by  gain  in  weight,  dry  skin. 


coarse  hair,  feeling  of  chilliness,  sluggishness  both 
mental  and  physical,  bradycardia,  and  low  basal 
metabolic  rate,  menorrhagia  or  amenorrhoea.  The 
lilood  cholesterol  is  usually  elevated  in  hypothyroid 
states  and,  unless  hypercholesteremia  is  found,  the 
diagnosis  is  not  secure.  However,  the  finding  of  a 
low  blood  cholesterol  does  not  necessarily  indicate 
hyperthyroidism,  nor  does  a normal  blood  cholesterol 
argue  against  this  diagnosis.  Treatment  consists  of 
desiccated  thyroid  from  one  to  three  grains,  U.S.P., 
or  more,  daily.  The  patient’s  symptomatic  response 
is  more  significant  than  basal  metabolic  rate  check- 
ings. The  smallest  amount  of  thyroid  for  mainte- 
nance of  health  is  the  goal  here  where  in  cretinism  the 
maximum  amount  compatible  with  comfort  is  de- 
sirable. Thyroidium  siccum,  U.S.P.,  or  desiccated 
thyroid,  U.S.P.,  contains  between  .17  per  cent  and 
.23  per  cent  iodine  per  gram  of  dried  substance.  It 
is  quite  stable,  being  kept  as  long  as  thirty-two 
years  without  loss  of  potency.  It  is  just  as  satis- 
factory and  cheaper  than  thyroxine. 

It  is  well  here  that  we  make  clear  the  wdde  diff- 
erences in  strength  in  thyroid  preparations  manu- 
factured by  different  drug  houses.  Thyroid,  U.S.P., 
is  probably  preferable  and  its  routine  use  avoids  con- 
fusion. 

Dosage  Comparison  Table 

Burroughs  Armour,  Squibb,  Lilly, 


Wellcome  Sharpe  & Dohme  Parke,  Davis 


gr. 

U.S.P. 

gr. 

1/10 

gr. 

- 

U.S.P. 

gr. 

1/5 

gr- 

1 

U.S.P. 

gr. 

2/5 

gr. 

- 

U.S.P. 

gr. 

1 

U.S.P. 

gr. 

Hd 

gr.  1 

gr. 

5 

= 

U.S.P. 

gr. 

2 

gr. 

= 

U.S.P. 

gr. 

3 

rz 

gr.  2 

gr. 

10 

= 

U.S.P. 

gr. 

4 

Simple  Goiter 

According  to  Marine  the  cause  of  simple  goiter  is 
a work  of  compensator)'  hyperplasia  secondary  to  a 
relative  or  absolute  iodine  deficiency.  Prophylaxis  is 
obtained  by  the  use  of  one  to  five  mgm.  of  iodine 
weekly  or  by  using  syrup  of  hydriotic  acid,  one  to 
two  cc.  daily,  for  a month  during  autumn  and  spring. 
Sodium  or  potassium  iodide  are  equally  effective. 
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Probably  the  best  and  simplest  general  prophylactic 
is  iodized  salt,  one  part  in  100,000  used  as  table  salt. 
It  must  be  realized,  however,  that  the  dosage  will  be 
highly  variable  and  where  actual  iodine  deficiency  in 
a given  individual  is  known  the  above  accurate 
method  is  preferable. 

Hyperthyroidism 

This  review  of  necessity  is  too  concise  to  enter- 
tain a discussion  of  the  varieties  of  thyroid  over- 
action. Suffice  it  to  say  that  Graves’  di.sease  and 
toxic  adenoma,  the  two  principal  types,  are  probably 
related  and  may  represent  but  different  phases  of  a 
similar  fundamental  process.  The  cause  of  hyper- 
thvroidism  is  unknown  but  it  is  thought  by  some 
workers  to  be  the  evidence  of  a thyroid  response  to  a 
pituitarv  gonadal  hormonal  defect.  The  following 
may  act  as  predisposing  factors : Environment,  he- 
redity. social  status,  diet,  pregnancy,  and  infections. 
The  most  important,  according  to  recent  writers,  is 
an  hereditary  predisposition  to  hormonal  imbalance. 

The  classical  symptoms  are  goiter,  tachycardia, 
exophthalmos,  tremor,  weight  loss  in  spite  of  in- 
creased appetite,  nervousness,  increased  heat  sensa- 
tions, quadriceps  weakness,  increasing  perspiration, 
and  insomnia. 

The  diagnosis  is  based  on  the  finding  of  part  or  all 
of  the  above  symptoms  and  signs,  and  the  elevation 
of  the  basal  metabolic  rate.  One  single  basal  meta- 
bolic rate  reading  is  not  conclusive  and  a knowledge 
of  man}'  sources  of  technical  error  should  be  under- 
stood in  the  evaluation  of  the  test.  Unfortunately, 
there  are  no  recent  advances  in  laboratory  tests. 
The  iodine  tolerance  test  can  be  used  only  in  spe- 
cialized laboratories  and  thus  it  has  not  become  of 
general  use  enough  to  make  certain  its  value. 

There  are  three  methods  of  benefit  in  the  treatment 
of  hyperthyroidism;  Medical,  surgical,  and  by  ir- 
radiation. 

Means  in  the  1939  “Year-Book  of  Endocrinology” 
states  that  iodine  should  head  the  list  of  nonsurgical 
therapeutic  procedures  for  toxic  goiter.  Iodine  me- 
tabolism is  increased  in  hyperthyroid  states.  The 
supply  in  the  gland  becomes  depleted.  This  in  turn 
calls  for  greater  activity  on  the  part  of  the  thyroid 
gland,  increased  iodine  metabolism,  and  thus  a vicious 
cycle  is  set  up.  Iodine  temporarily  diverts  the  thy- 
roid to  storage  of  its  hormone  in  the  acini  with  less 


release  into  the  circulation  and  a subsequent  sub- 
sidence of  s}mptoms  occurs.  Iodine  can  be  used  as 
treatment  per  se,  as  a preoperative  preparation,  and 
diagnostically  when  the  symptoms  of  thyrotoxicosis 
are  in  doubt.  Three  to  five  or  ten  minims  Lugol’s 
.solution  three  times  daily  is  the  usual  dose.  Vitamins 
A and  B are  valuable  in  building  up  the  general 
nutrition.  Liberal  carl)ohydrate  feedings  are  par- 
ticularly valuable  as  protection  to  the  liver  and  in 
furnishing  ready  calories  for  the  increased  metabolic 
needs.  Sedation  with  phenobarbital,  one-half  grain, 
three  times  a day,  is  valuable  in  the  medical  treat- 
ment as  well  as  in  the  preoperative  preparations  for 
thyroidectomy. 

Medical  treatment  is  unreliable  and  frequently 
merely  a temporizing  measure.  Thyroidectomy  is 
almost  inevitable  for  most  hyperthyroid  states.  Pre- 
operative medical  care  under  both  the  physician  and 
the  .surgeon  has  improved  results  and  made  th)"- 
roidectomy  in  experienced  hands  a relatively  safe 
procedure.  The  regimen  of  lugolization  and  sedation 
as  above  described  is  carried  out  for  about  ten  to 
fourteen  days  or  until  a level  of  clinical  improve- 
ment and  basal  metabolic  rate  readings  has  been 
reached.  At  this  optimum  time  the  operation  is  per- 
formed. If,  for  some  reason,  this  time  is  passed  the 
iodine  may  have  to  be  discontinued  for  two  to  three 
weeks,  and  then  the  whole  process  begun  again.  A 
state  of  iodine  refractoriness  may  occur  after  a pro- 
longed use  of  the  drug.  It  is,  therefore,  unwise  to  use 
iodine  symptomatically  when  surgery  is  contemplated 
unless  all  arrangements  are  made  for  careful  obser- 
vation in  cooperation  with  the  operating  surgeon. 

Davison  and  Aries  reiterate  with  further  experi- 
mental support  the  contention  that  postoperative 
iodine  administration  is  without  benefit,  although 
this  procedure  is  still  generally  used.  Means  has 
clearly  shown  that  iodine  has  no  effect  on  thyroxine 
after  it  has  been  liberated  from  the  thyroid.  The 
effect  must  operate  on  the  gland  itself.  Thus,  accord- 
ing to  these  writers,  when  most  of  the  gland  has  been 
removed  little  is  to  be  accomplished  with  iodine.  The 
fundamental  cause  of  symptoms  of  the  so-called  thy- 
roid crisis  is  probably  cardiac  and  hepatic  damage. 
.Adequate  carbohydrate  and  fluid  intake  are  the  im- 
portant essentials  of  postop>erative  management. 
Oxygen  administration  is  another  valuable  adjunct 
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for  sparing  the  heart  muscle  and  in  several  institu- 
tions is  a routine  postoperative  procedure. 

There  is  still  scane  question  in  the  minds  of  in- 
vestigators regarding  the  efficacy  of  radiation  therapy. 
In  selected  cases  it  is  of  value  but  even  here  dis- 
appointment is  not  unusual.  Its  chief  use  is  in  pa- 


[July, 

tients  who  are  inoperable  for  various  reasons  or  who 
have  recurrences  and  refuse  further  surgery. 

1000  West  Grace  Street. 

Editor’s  Note:  Fifth  in  a series  of  brief  summaries  of 
our  present  knowledge  of  a rapidly  changing  field  of 
diagnosis  and  therapy. 


SERUM  REACTION  IN  PNEUMONIA  THERAPY  WITH  CASE  REPORT. 


B.  S.  Yancey,  M.D., 

Harrisonburg,  Virginia. 


In  recent  years  there  have  been  rapid  and  radical 
changes  in  the  treatment  of  pneumonia  with  the  re- 
sultant lowering  of  the  mortality  rate.  Oxygen  ther- 
apy, diathermy,  and  specific  serum  therapy  all  have 
their  place  in  the  treatment.  Unquestionably,  specific 
serum  has  lowered  the  rate  more  than  any  other  form 
of  treatment.  Vhth  the  general  availability  of  typing 
stations,  the  use  of  serum  has  become  ver\'  wide- 
spread, and,  along  with  this  increase  in  the  use  of 
serum,  there  will  be  an  increasing  number  of  serum 
accidents  and  reactions.  In  the  field  of  chemother- 
apy, sulfapyridine  has  shown  remarkable  bactericidal 
as  well  as  a bacteriostatic  action  on  pneumococci  of 
most  of  the  Uq^es,  and  this  drug  will  probably  prove 
to  be  of  great  value  not  only  in  lessening  of  the 
mortality  rate  but  also  a drastic  shortening  of  the 
period  of  disability.  Unfortunately,  it  has  not  been 
used  for  a long  enough  period  of  time  to  draw  any 
accurate  conclusions  as  to  its  real  value. 

Specific  serum  when  given  under  the  most  favor- 
able conditions  is  always  attended  by  a certain  dan- 
ger from  serum  reactions.  This  is  especially  true  in 
pneumonia  serums  where  it  is  frequently  necessary 
to  give  large  amounts  intravenously.  The  widespread 
use  of  horse  serum  for  many  conditions  often  leads 
to  severe  reactions.  The  ease  of  administration 
coupled  with  the  dramatic  cures  in  pneumonia  re- 
sults in  the  administration  often  without  due  thought 
as  to  the  probability  of  serum  diseases.  It  is  essential 
that  all  of  our  present  tests  for  serum  sensitivity  be 
used  carefully  before  the  serum  is  administered,  and 
often  in  the  face  of  negative  tests  we  receive  severe 
reactions. 

Serum  reactions  are  given  a rather  general  classi- 
fication^’ ® : 

(I)  Serum  sickness. 

a.  Immediate. 

b.  Delayed. 


(II)  Accelerated  reactions  usually  following  a re- 
cent injection  of  serum. 

(III)  Allergic  or  atrophic.  These  reactions  are 
usually  severe  and  dangerous. 

I will  not  go  into  detail  as  to  the  symptoms  of  these 
various  reactions  except  to  state  that  in  the  first 
classification  the  reaction  may  come  on  within  a few 
hours  to  several  weeks  and  this  type  of  reaction  is 
usually  not  fatal  although  severe  manifestations  may 
follow  the  use  of  unconcentrated  sera. 

The  serum  reactions  are  not  related  to  the  curative 
power  of  the  serum  but  are  probably  due  to  proteins 
in  the  serum,  and  in  addition,  the  mode  of  adminis- 
tration may  at  times  play  an  important  role.  The 
character  of  the  serum  has  some  influence  on  re- 
actions in  that  whole  raw  serum  causes  more  re- 
actions than  purified  globulins.^  Intravenous  and 
intraspinal  are  more  likely  to  cause  severe  reactions 
because  of  the  rapid  contact  and  union  of  antigen 
and  antibody. 

Prior  to  the  administration  of  any  serum,  the 
physician  should  first  use  all  available  tests  to  de- 
termine any  sensitivity  of  the  patient  to  that  par- 
ticular serum.®  There  are  four  procedures  which 
must  carefully  be  carried  out: 

(a)  A careful  history  to  determine  any  condition 
suggestive  of  allergy  (hay-fever,  eczema,  etc.). 

(b)  The  intradermal  test,  first  using  1:100  dilu- 
tion and  if  this  is  negative  then  1:10. 

(c)  Ophthalmic  test. 

(d)  In  giving  serum  intravenously  or  intraspinal- 
ly,  give  a small  test  dose  injected  very  slow  and  if 
this  is  not  followed  by  any  undue  s}Tnptoms,  then 
proceed  with  the  remainder  of  the  dose. 

It  is  always  advisable  to  have  available  adrenalin 
in  order  to  combat  any  unforeseen  reaction.  In  the 
delayed  reactions,  the  use  of  calcium^’  ^ has  been  ad- 
vocated in  treatment.  It  has  also  been  suggested  that 
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calcium  could  be  given  as  a prophylactic  prior  to  the 
injection  or  before  a delayed  reaction  occurs.  There 
has  not  been  enough  work  done  on  this  to  justify  any 
final  estimate  of  its  value. 

Pneumonia  serum  is  available  in  most  types  in 
both  rabbit  and  horse  serum.  It  has  been  the  ex- 
perience of  the  writer  that  rabbit  serum  has  given  less 
reaction  yet  I do  not  feel  that  enough  cases  have 
been  reported  to  advocate  the  use  of  this  entirely  in 
place  of  horse  serum.  The  value  of  rabbit  serum  is 
probably  due  to  the  following  factors:  less  reac- 
tion ( ?) ; greater  concentration;  greater  penetration. 
So  far,  in  the  cases  in  which  rabbit  serum  has  been 
used,  I have  not  had  any  reactions,  either  immediate 
or  delayed.  If  rabbit  serum  does  re.sult  in  fewer  ac- 
cidents, it  may  possibly  be  due  to  the  fact  that  a 
large  number  of  patients  have  previously  received 
horse  serum  for  some  other  condition.  The  various 
kinds  of  serum — pneumococcus,  tetanus,  scarlet 
fever,  meningococcus — apparently  do  not  play  any 
role  in  the  production  of  reactions,  although  several 
authors  have  claimed  a greater  frequency  with  one 
or  the  other. 

The  folloMung  case  is  interesting  not  only  from 
the  standpoint  of  the  extremely  severe  thermal  re- 
action but  also  from  the  rapid  clearing  up  of  the 
pneumonic  processes: 

Lillian  Z.,  white,  female,  age  twelve,  was  admitted 
to  the  Rockingham  Memorial  Hospital,  March  6, 
1939,  complaining  of  severe  headache,  pain  in  both 
sides  of  chest,  and  fever.  The  admitting  diagnosis 
was  lobar  pneumonia. 

Family  history:  The  mother,  far  advanced  active 
tuberculosis,  living  at  home.  It  is  of  interest  to  note 
that  within  the  past  six  years  all  of  the  family  have 
had  many  acute  illnesses,  all  of  them  extremely 
severe,  but  there  is  nothing  to  indicate  any  history  of 
allergy  in  the  family. 

Past  history:  Usual  childhood  diseases,  ruptured 
appendix  two  years  ago,  has  always  been  under- 
weight, and  no  history  of  any  allergic  condition  could 
be  obtained. 

Present  illness:  Complained  of  nausea,  vomiting, 
and  a slight  head  cold  two  days  prior  to  admission. 
On  the  morning  of  admission,  there  was  a sudden 
severe  pain  in  right  side  of  chest  followed  by  a chill. 
The  pain  rapidly  increased,  there  was  some  blood  in 
sputum  and,  about  twelve  hours  prior  to  admission, 
she  was  irrational.  She  was  first  seen  about  5 P.  M. 
at  her  home.  The  diagnosis  of  pneumonia  was  made 


and  she  was  admitted  to  the  hospital  at  9:30  P.  IM. 

Physical  examination:  Negative  except  as  fol- 
lows: Pharynx  acutely  inflamed,  tonsils  enlarged 

and  cryptic,  respiration  45,  and  there  is  an  area  of 
dullness  over  the  lower  lobe  of  right  lung,  tubular 
breathing  over  this  area  and  many  moist  rales,  in- 
crease in  voice  conduction,  and  the  left  lung  is  ap- 
parently not  involved  except  for  harsh  breathing  over 
lower  lobe.  The  sputum  is  blood-tinged  but  not 
copious,  and  she  appears  to  be  suffering  acutely  when 
coughing.  However,  I could  not  hear  any  friction 
rub. 

White  count:  27,200.  92  per  cent  PMNs.  8 per 
cent  lymphocytes.  The  sputum  showed  pneumococcus 
T^pe  I.  Blood  culture  was  later  returned  negative. 
Temperature  on  admission  was  104.4°,  pulse  140, 
respiration  40. 

At  10:30  P.  M.,  intradermal  and  ocular  tests  were 
made  with  horse  serum.  These  were  entirely  negative. 
At  11 :05  P.  M.,  20,000  Units  of  pneumococcus  Type 
I (horse  serum)  was  given  intravenously.  There  was 
no  immediate  reaction.  At  1 2 midnight,  I was  called 
and  told  that  the  patient  was  dying.  When  examined 
at  this  time,  the  child  was  practically  pulseless,  a 
deep  grayish  color  over  the  entire  body  and  she  was 
in  a deep  coma.  Respiration  at  that  time  was  very 
perceptible,  the  heart  sounds  extremely  distant  and 
feeble.  The  temperature  was  109°  (rectal),  and  this 
was  re-checked  several  times  with  different  ther- 
mometers. Stimulants  were  given  with  only  slight 
response.  Oxygen  and  COo  were  given  and  there 
seemed  to  be  some  improvement.  At  1 A.  M.,  the 
color  had  decidedly  improved,  respiration  somewhat 
deeper  but  still  too  irregular  and  shallow  to  count. 
The  temperature  was  still  109°.  At  2 A.  M.,  the 
temperature  had  dropped  to  104°,  her  general  ap- 
pearance was  decidedly  better  and  there  appeared  to 
be  a decided  improvement  in  the  breath  sounds  over 
the  affected  side.  The  muscles  of  the  arms  and  legs 
were  very  spastic.  One  hour  later  the  temperature 
had  dropped  to  102.8°.  At  4 A.  M.,  the  temperature 
was  101°,  respiration  32,  pulse  120.  She  was  ex- 
tremely restless,  but  it  was  felt  that  she  was  out  of 
danger  and  at  8 A.  M.,  she  was  seen  again  and  at 
this  time  a careful  examination  of  the  chest  did  not 
reveal  any  abnormal  breath  sounds  or  any  other 
pathology  except  slight  harshness  to  the  breath 
sounds  and  an  occasional  scattered  rale  over  the 
right  side.  Respiration  28  and  temperature  100.4°. 
There  was  marked  vomiting  and  semi-delirium.  By 
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noon  of  this  day,  there  was  apparently  a complete 
clearing  of  the  physical  findings  in  the  lung.  Fol- 
lowing this,  the  patient  continued  to  have  marked 
vomiting.  For  several  days  she  was  extremely  rest- 
less and  unable  to  orient  herself.  On  the  night  of 
March  7,  she  had  a very  severe  nasal  hemorrhage  and 
lost  a large  amount  of  blood.  Calcium  gluconate  was 
given  and  the  nose  packed.  The  vomiting  continued 
until  the  evening  of  March  8,  at  which  time  she  was 
given  a glass  of  water  with  a teaspoonful  of  sodium 
chloride.  This  was  retained  and  sodium  chloride  was 
])laced  in  small  amounts  in  all  of  her  drinking  water. 
On  March  10,  she  developed  marked  urticarial 
lesions  over  the  entire  body  which  disappeared  the 
following  day.  From  then  on  she  made  an  uneventful 
recovery  and  was  discharged  as  recovered  on  IMarch 
19. 

The  following  notation  was  made  on  the  history: 
This  case  is  unusual  due  to  the  rapid  response  to  the 
pneumonia  serum  and  the  excessively  high  elevation 
of  temperature. 

Horse  serum  was  used  as  rabbit  serum  was  not 
available  in  Type  I at  the  time.  The  progress  notes 
show  in  detail  the  effect  following  the  administra- 
tion of  the  serum  intravenously.  It  is  questionable  in 
my  mind  as  to  whether  or  not  the  severe  and  almost 
fatal  reaction  was  due  entirely  to  a serum  reaction. 
It  must  be  borne  in  mind  that  by  our  accepted  tests 
both  ocular  and  intradermal,  she  was  not  sensitive  to 
horse  serum  yet  she  had  an  almost  fatal  response  fol- 
lowing the  serum. 

I cannot  help  but  feet,  considering  the  extremely 
rapid  clearing  up  of  the  lung  pathology,  that  we 
might  possibly  be  dealing  with  an  overwhelming  lib- 
eration of  toxin  following  the  administration  of 
serum  and  that  this  might  be  playing  a large  part  if 
not  be  the  entire  cause  in  the  severe  reaction. 

Additional  serum  was  not  given  as  the  physical 
findings  did  not  justify  it  and  I was  fearful  lest  we 
should  have  another  reaction. 

The  use  of  ordinary  table  salt  in  drinking  water 
which  apparently  immediately  controlled  vomiting  is 
I believe  unusual. 

Another  thing  that  is  of  interest  is  the  family  his- 
torv  of  extremelv  severe  response  to  any  illness  yet  so 


far  none  have  had  any  fatal  terminations.  It  is  a 
most  unusual  family  in  regard  to  illness.  Ever\-thing 
is  always  severe  yet  there  is  no  evidence  of  any  neu- 
rosis in  the  family.  I have  attended  them  all  and  in 
every  case  the  unusual  always  occurred. 

I feel  that  this  case  well  illustrates  the  dramatic 
results  encountered  in  the  use  of  anti-pneumococcic 
serum  of  a specific  type,  yet  it  is  my  opinion  that  we 
will  probably  see  the  same  dramatic  results  obtained 
with  sulfapyridine  without  the  almost  fatal  reaction 
that  almost  occurred  in  this  case.  This  reaction,  as 
far  as  I could  determine,  could  not  be  foreseen.  It 
is  the  writer’s  opinion  that,  with  the  increasing  gen- 
eral use  of  serum  therapy  for  many  varying  condi- 
tions, we  will  eventually  develop  an  increasing  num- 
ber of  individuals  who  will  develop  a sensitivity  to 
serum.  In  addition,  if  chemotherapy  fulfills  its  pres- 
ent promise,  there  will  be  a widespread  use  of  this 
form  of  treatment  especially  in  the  rural  districts 
with  a corresponding  decrease  in  the  use  of  serum. 
It  must  be  borne  in  mind,  however,  that  there  are 
severe  toxic  reactions  from  the  use  of  this  drug.  The 
ideal  treatment  at  this  time  is  probably  a combina- 
tion of  serum  therapy  with  sulfapyridine. 
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THE  KLIPPEL-FEIL  SYNDROME. 


Henry  G.  Hadley,  M.D., 

Washington,  D.  C. 


This  symptom  complex  of  short  neck,  growth  of 
the  hair  low  down  on  the  neck,  and  limitation  of 
head  movements  which  now  bears  the  name  of  the 
Klippel-FeiP  syndrome  is  found  with  congenital 
anomalies  of  the  cervical  spine. 

These  defects  are  quite  common  and  are  classified 
by  Putti^  according  to  whether  they  are  numerical  or 
differential  variations.  Klippel  and  Feil,  in  1912, 
described  a case  having  an  unusual  appearance  which 
died  of  uremia,  the  autopsy  of  which  disclosed  a 
cervicodorsal  mass  of  6 cm.,  including  four  pairs  of 
ribs  and  four  transverse  processes  with  an  extensive 
spina  bifida.  Von  Recklinghausen®  was  the  first  to 
call  attention  to  the  associated  defects  of  spina 
bifida  by  his  case  with  hypertrichosis  and  club  foot. 

The  morphological  changes  may  be  a partial  or 
total  fusion  of  two  vertebrae,  or  a deformed  vertebra 
which  may  be  wedge-shaped  or  with  hemiatrophy. 
There  may  be  a transverse  segmentation  of  the  ver- 
tebral body  or  a basal  segmentation  of  the  odontoid 
process.  Spondyloschisis  with  or  without  spondylolis- 
thesis may  be  present  and  spina  bifida  anterior  may 
be  present  in  any  degree  up  to  a complete  rachischisis. 
Spina  bifida  posterior  is  very  common  with  or  with- 
out the  presence  of  the  spinous  processes. 

Supernumerary  transverse  processes  and  spinous 
processes  are  occasionally  found.  Fusion  of  the  ver- 
tebra was  first  noted  by  Goodhart.^*  Bertolotti®  demon- 
strated an  example  of  a double-crossed  hemi-vertebra 
due  to  a vertical  median  segmentation.  The  presence 
of  a hemi-vertebra  is  a proof  of  the  actual  separate 
development  of  the  two  lateral  halves  of  the  spine. 
There  may  be  a hemiatrophy  causing  unequal  de- 
velopment of  the  two  halves  of  a vertebra  forming  a 
wedge-shaped  vertebra  with  the  base  on  one  side. 
Transverse  segmentation  may  occur,  which  is  a grave 
morphological  aberration  accompanied  by  other 
spinal  anomalies. 

Spina  bifida  anterior  is  a division  of  the  bodies 
into  two  parts  in  the  median  line  causing  a more  or 
less  unequal  development  and  favoring  an  anterior 
curvature  of  the  spine.  This  tends  to  produce  a fu- 
sion of  the  vertebral  bodies  and  as  the  separation  is 
general!}"  unequal,  a lateral  cervicodorsal  curvature 
results.  Spina  bifida  anterior  affects  the  cervicodorsal 


region  and  accompanies  cervical  ribs  and  scapular 
anomalies.  Spina  bifida  posterior  is  a lack  of  closure 
of  the  posterior  arcs  often  associated  with  a fusion  of 
the  vertebra  and  by  defects  in  their  development. 
There  is  less  resistance  in  the  cervical  spine  as  they 
are  more  fragile  and  also  because  the  centers  of  cer- 
vical ossification  appear  later. 

Clinical  Examination:  The  typical  appearance 

shows  a low  hair  line,  the  absence  of  the  neck  and 
the  limitation  of  head  movements.  The  chin  is  not 
easily  lowered  below  the  horizontal.  In  lateral  move- 
ments, the  head  is  deviated  to  one  side  and  rotation 
is  so  insignificant  that  when  looking  laterally,  the 
body  must  be  turned  completely.  The  opening  of  the 
mouth  is  so  restricted  that  X-ray  examination  of  the 
intermaxillary  space  is  hindered.  Angular  scoliosis  of 
the  lower  cervical  and  cervicodorsal  area  is  frequent. 
A second  clinical  group  comprises  spina  bifida  an- 
terior with  cervical  ribs.  Here  the  spina  bifida  usu- 
ally extends  from  the  third  cervical  to  the  fourth 
dorsal  vertebra  resulting  in  a lateral  cervicodorsal 
curvature  and  often  coexisting  with  cervical  ribs  and 
hypertrichosis.  The  development  of  the  vertebrae  is 
delayed  and  the  clinical  manifestations,  therefore, 
may  not  appear  until  the  second  decade  of  life. 

A distinct  group  is  where  the  cervical  ribs  are  the 
principal  anomaly  and  the  accessory  anomaly  a spina 
bifida.  Here  scoliosis  is  prominent  and  the  head  in- 
clined to  one  side  with  vascular  symptoms  and  nerve 
disturbances  appearing  later,  such  as  pains  in  the 
brachial  plexus. 

Cerv'ical  ribs  are  frequently  found  if  compression 
is  present,  vascular  signs  and  nerve  phenomena  of  the 
radicular  type  giving  sensory  and  trophic  lesions.  A 
single  or  a double  elevation  of  the  scapula,  which  is 
the  Sprengel’s  deformity,  is  a common  associated  ab- 
normity. 

The  cervical  region  is  the  frequent  seat  of  a sec- 
ond important  anomaly  of  differentiation,  the  fusion 
of  the  atlas  and  the  occiput.®  This  fusion  may  be 
total  or  unilateral  and  frequently  coexists  with  the 
opening  of  the  posterior  arc  of  the  atlas.  There  is 
apt  to  be  more  atrophy  and  deformation  of  the  fused 
side  of  the  vertebra.  This  deformity  gives  more  dis- 
turbance to  the  cranio-vertebral  equilibrium  than  the 
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simple  defect  of  regional  assimilation.  The  asym- 
metrical appearance  is  similar  to  that  of  torticollis. 
Pott’s  disease  or  vertebral  arthritis  may  be  confused 
as  similar  symptoms  are  produced  in  such  cases. 
Plagio-cephaly  is  an  unsymmetrical  and  twisted  con- 
dition of  the  head  produced  by  a closure  of  half  of 
the  coroneal  suture.’'  The  basilar  impression  of 
Mrchow*  where  there  is  a depression  of  the  base  of 
the  skull  with  consequent  facial  asymmetry  and  in- 
terference with  the  cranial  nerves  and  other  pressure 
symptoms  results  from  the  ascent  of  the  condyles  and 
the  consequent  depression  of  the  surrounding  bones. 
The  basilar  impression  is  a signal  for  an  X-ray  ex- 
amination. Muscular  and  nerve  lesions  together  with 
facial  asymmetry  are  found  with  these  anomalies  of 
development  at  the  cranial  base.  Cervical  ribs  and 
associated  lesions  such  as  facial  asymmetry  wdth 
scoliosis  may  coexist.  The  asymmetry  of  the  skull 
may  result  from  the  asymmetrical  influence  of  the 
neck  muscles.  A special  form  of  congenital  scoliosis 
was  called  by  Schulthess®  the  “caput  scoliosum”. 

A complete  X-ray  study  is  essential  for  the  exact 
diagnosis  for  the  deformities  of  the  spine.  Some  cases 
give  unusual  difficulties  because  the  deformity  pre- 
vents the  patient  from  lying  in  the  ideal  positions, 
.interior  oblique  films,  both  right  and  left,  are  taken 
at  the  level  of  the  fifth  cervical  and  an  anterior 
posterior  film  through  the  mouth  held  upon  by  a 
cork.^®  The  cephalic  extremity  and  its  articulation 
giving  a complete  image  of  the  atlas  can  be  radio- 
graphed through  the  nasal  cavity  or  anterior  pos- 
teriorly with  the  central  ray  one  cm.  above  the  point 
of  the  nose  and  the  lateral  view  through  the  center 
of  the  lobe  of  the  ear.^^  The  distal  extremity  is  best 
taken  by  an  anterior  posterior  film  through  the  center 
of  the  first  dorsal.  The  remainder  of  the  spine  should 
also  be  radiographed  to  find  if  associated  abnormali- 
ties are  present,  as  various  forms  of  numerical  and 
morphological  anomalies  may  be  found  as  well  as 
those  of  differentiation. 

The  typical  Klippel-Feil  syndrome  is  due  to  a 
numerical  reduction  of  the  cervical  vertebrae.  With 
this  may  be  associated  a spina  bifida  anterior  which 
causes  usually  a cervical  dorsal  curve  with  the  con- 
vexity generally  to  left  and  with  a sharp  inflection  at 
the  summit.  This  produces  a lateral  inclination  of 
the  head  and  a reducible  elevation  of  the  shoulder. 

Spina  bifida  posterior  usually  causes  an  abnormal 
neck  having  an  inclination  of  the  head  to  the  side 
and  an  elevation  of  the  corresponding  shoulder.  The 


movements  of  the  head  are  somewhat  limited  but 
without  pain,  although  pressure  pain  may  be  present 
at  the  level  of  the  abnormal  vertebra.  An  atlas- 
occipital  fusion  often  presents  a form  resembling 
spasmodic  torticollis  if  the  disturbance  is  asymmetri- 
cal, or  if  symmetrical,  resembling  Pott’s  disease. 


Mr.  I.  R. 


Pathologically,  there  is  a sinking  and  diminution 
in  the  number  of  the  cervical  vertebrae  with  more  or 
less  fusion  between  them  and  occasionally  a complete 
fusion  with  several  vertebrae  forming  a cervicodorsal 
mass.  This  produces  a cervical  fusion  as  the  cervical 
vertebra  are  shorter  and  the  thorax  is  more  elevated. 


1940] 


Virginia  Medical  Monthly 


423 


In  the  clinical  study,  the  shortness  of  the  neck 
I)ears  a relation  to  the  gravity  of  the  malformation 
and  the  head  in  severe  deformities  appears  to  repose 
directly  on  the  trunk.  The  low  implantation  of  hair 
is  in  proportion  to  the  degree  of  the  malformation 
and  age  of  the  subject.  A round  back  may  be  present 
due  to  the  absence  of  or  alternation  of  the  normal 


Mrs.  c.  B. 


cervical  curve.  Accessory  signs  are  scoliosis,  dispro- 
]X)rtion  of  the  length  of  the  arms  and  the  trunk  due 
to  the  settlement  of  the  upper  dorsal  area,  and  low 
placement  of  the  ears;  mammar}"  acoelia  are  lower 
than  normal  because  of  the  cervical  thorax  and  there 
is  ascension  of  the  skeleton  in  relation  to  the  skin. 
An  elevation  of  the  scapula  is  a very  striking  ac- 
companiment to  this  syndrome. 

The  X-ray  study  shows  a cervical  settling  varying 


in  degree  and  in  severe  grades  with  the  thoracic  cage 
joining  the  base  of  the  skull,  causing  the  neck  to 
appear  absent.  The  insertion  of  the  ribs  is  elevated 
in  the  rear;  therefore,  the  direction  of  the  ribs  is 
more  oblique  and  the  clavicle  abnormally  inclined. 


€ 

'ir- 


Mrs.  C.  M. 


The  sternal  articulation  is  projected  in  the  rear  at  the 
level  of  the  fifth  or  sixth  rib  instead  of  the  normal 
position  of  the  third.  A basilar  kyphosis  is  present 
where  there  is  a malformation  of  the  first  right  cer- 
vical and  exaggerated  descent  of  the  posterior  cere- 
bral fossa.  Usually  with  this  reduction  in  the  num- 
ber of  the  vertebrae  with  fusion  and  maldevelop- 
ment,  there  is  a spina  bifida  occulta. 
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Reports  of  Cases 

Mr.  I.  R.,  aged  forty-eight,  was  operated  upon  at 
the  age  of  twenty  under  a mistaken  diagnosis  of 
congenital  torticollis.  The  deformity  persisted,  how- 
ever, without  change.  There  was  a marked  cervico- 
dorsal  lateral  curvature  to  the  right  and  limitation 
of  the  head  movements  in  all  directions.  X-ray  ex- 
amination showed  a fusion  of  the  second  and  third 
cervical  vertebrae,  and  an  incomplete  development  of 
the  left  half  of  the  sixth,  forming  a wedge-shaped 
vertebra.  There  was  a upright  cervical  rib  present. 

Mrs.  C.  B.,  white,  aged  thirty-seven,  first  seen  Oc- 
tober 2,  1938,  was  noted  to  have  an  abnormally  short 
neck  with  a very  low  margin  of  the  hair.  There  was 
a congenital  dimple  over  the  lower  cervical  vertebra, 
but  no  growth  of  hair  at  that  point.  She  had  consid- 
erable lack  of  motion  of  the  neck  with  the  head  tilted 
somewhat  to  the  right.  X-ray  showed  the  first  and 
second  as  well  as  the  fifth  and  sixth  cervical  verte- 
brae to  be  fused.  There  was  also  a spina  bifida  oc- 
culta of  the  sixth  and  seventh  cervical  and  first  four 
thoracic  vertebrae. 

Mrs.  C.  M.,  white,  aged  forty-four,  first  seen  on 
March  24,  1939,  complained  of  pain  in  the  left 
shoulder  which  was  higher  and  closer  to  the  vertebrae. 
There  was  marked  limitation  of  movement  of  the  left 
shoulder.  X-ray  examination  showed  a typical 
Sprengel’s  deformity  with  articulation  of  the  left 
scapula  to  the  first,  second,  and  third  thoracic  verte- 
brae. The  left  shoulder  was  7.5  cm.  higher  and  6.0 
cm.  nearer  to  the  median  line.  The  right  scapula 
was  7.5  cm.  from  the  median  line.  Spina  bifida  oc- 


culta of  the  first,  second,  and  third  thoracic  vertebrae 
was  present  and  a scoliosis  with  the  convexity  to  the 
left. 
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STONE  FORMATION  IN  THE  KIDNEYS. 


J.  A.  Shackelford,  M.D., 

Martinsville,  Virginia. 


Mrs.  W.  L.  H.,  a white  female,  age  forty-three, 
was  admitted  to  the  hospital  October  4,  1939,  com- 
plaining of  weakness  and  jiainful  and  frequent  urina- 
tion. She  dates  the  beginning  of  her  trouble  to  about 
eight  years  ago  at  which  time  she  noticed  blood  in 
her  urine  and  passed  several  small  stones  from  her 
bladder.  Since  that  time  she  has  had  several  similar 
attacks  of  short  duration;  otherwise,  she  has  enjoyed 
very  good  health  and  has  been  able  to  carry  on  her 


house  work  without  any  ajipreciable  discomfort  or 
interruptions.  At  no  time  has  the  pain  been  very 
severe.  There  is  no  history  of  injury  of  any  kind. 

On  admission  to  the  hospital  her  temperature  was 
102.2.  Examination  of  a catheterized  specimen  of 
urine  showed  two  plus  albumin,  a large  number  of 
RBC  and  a small  amount  of  pus.  The  W.  B.  C.  was 
20,000,  Hgb:  6.4  gms.,  RBC  2,800,000. 

A KUB  flat  plate  showed  extensive  areas  of  in- 
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Fig.  1. 

creased  density  over  both  kidney  regions  but  more 
marked  on  the  left,  the  left  ureter  being  packed  with 
stones.  The  appearence  was  that  of  extensive  stone 
formation  in  both  kidneys  and  the  left  ureter.  She 
returned  to  the  hospital  on  November  11,  19.39,  for 
further  observation  and  for  intravenous  urography. 
She  brought  with  her  about  a cupful  of  small,  irregu- 
lar hard  stones  which  she  had  passed  since  leaving 


Fig.  2. 

the  hospital  on  October  6.  KUB  flat  plate  showed 
most  of  the  stones  in  the  left  ureter  had  been  passed 
(note  Fig.  2). 

This  case  is  of  particular  interest,  first,  because  of 
the  remarkable  amount  of  stone  formation  in  the 
kidneys,  and,  second,  because  of  the  little  discomfort 
and  lack  of  interference  with  her  work  and  usual 
routine  of  life. 


Correspondence 


The  Approach  to  a Lump  in  the  Breast. 

To  THE  Editor: 

In  my  paper  “The  Approach  to  a Lump  in  the 
Breast”  wLich  appeared  in  the  Virginia  Medical 
Monthly  for  April,  1940,  I was  guilty  of  an  error 
which  I hasten  to  correct.  In  that  paper  there  ap- 
pears the  following  sentence: 

“.Although  at  the  Memorial  Hospital  aspiration 
biopsies  are  usually  considered  diagnostic  in  both  a 
negative  and  a positive  sense,  we  have  not  felt  justi- 
fied in  accepting  a negative  biopsy  even  if  tissue  is 


obtained,  as  we  do  not  feel  that  the  significant  por- 
tion of  the  mass  is  necessarily  entered.” 

It  has  been  brought  to  my  attention  that  this  is  a 
misinterpretation  of  the  attitude  of  the  pathologists 
at  the  Alemorial  Hospital.  The  latter  portion  of  the 
sentence  more  nearly  expresses  their  point  of  view 
which  therefore  is  in  complete  agreement  with  mine. 

Edwin  P.  Lehman,  M.D. 

University,  Va. 

May  6,  1940. 
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U.S.P.  Interim  Revision  Announcement  No.  2 
Concerning  the  U.S.P.  XI  Standards  for 
Surgical  Gut  (Chorda  Chirurgicalis). 

Philadelphia,  Pa. 

May  15,  1940. 

To  THE  Editor  : 

On  the  recommendation  of  the  Committee  of  Re- 
vision of  the  U.S.P.  XII,  and  with  the  approval  of 
the  Board  of  Trustees,  the  enforcement  of  the  stand- 
ards for  Surgical  Gut,  which  were  announced  in  the 
Second  Supplement  to  the  U.S.P.  XI,  are  postponed 
until  January  1,  1941. 

These  standards  were  to  become  official  on  July  1, 
1940,  but  because  of  the  discovery  that  considerable 
stocks  of  Surgical  Gut,  conforming  to  the  new  Phar- 
macopoeia! standards  with  respect  to  their  diameter, 
tensile  strength,  and  sterility,  but  not  labelled  in  ac- 
cordance with  the  new  official  requirements,  were  still 
in  the  hands  of  dealers,  the  action  reported  above  was 
taken  by  the  official  Pharmacopoeial  Committee  and 
Board.  Since  this  Surgcial  Gut  could  be  used  with 
entire  safety  it  was  deemed  unwise  and  unnecessary 
to  render  the  stocks  unsaleable  and  therefore  cause 
a large  financial  loss. 

It  is  understood,  therefore,  that  the  Pharma- 
copoeial standards  for  Surgical  Gut  as  set  forth  in 
the  Second  U.S.P.  XI  Supplement,  pages  40  and  41, 
will  become  official  on  January  1,  1941. 

E.  Fullerton  Cook, 
General  Chairman,  U.S.P.  XII  Committee. 

E.  F.  Kelly, 

Chairman,  Board  of  Trustees  of  the  U.S.P.  XII. 

Intravenous  Drip  Method  of  Treatment  of 
Syphilis. 

To  THE  Editor; 

The  American  Social  Hygiene  Association  is  in- 
terested in  getting  the  following  information  to  the 
medical  profession: 

In  order  that  there  may  be  a central  source  of  in- 
formation with  regard  to  studies  of  the  intravenous 
drip  method  of  treatment  of  syphilis  (“the  five  day 
treatment”),  the  American  Social  Hygiene  Associa- 
tion at  50  West  50th  Street,  New  York,  has  been 
asked  to  gather  and  to  keep  available  information 
regarding  this  subject.  The  Association  requests  all 
physicians  and  hospitals  which  are  planning  or  are 
now  carrying  on  studies  of  experiments  with  this 
method  of  treatment  of  syphilis  to  send  brief  infor- 
mation regarding  the  following  points  to  the  Asso- 
ciation at  the  above  address : 


1.  Name  of  hospital  or  other  institution. 

2.  Name  of  principal  physician  in  charge  of  the 
intravenous  drip  study. 

3.  Type  of  case  or  cases  of  syphilis  treated  by  the 
intravenous  drip  method. 

4.  Name  of  drug  or  drugs  used. 

(a)  By  the  intravenous  drip  method. 

(b)  By  any  other  method  before,  during  or  after 
intravenous  drip  therapy.  (Mention  any  spe- 
cific therapy  used.) 

5.  Routine  laboratory  work  done  on  cases  of 
s}’philis  treated  by  the  intravenous  drip  method. 

6.  Usual  number  of  hours  of  intravenous  drip 
treatment  per  day  per  patient. 

7.  Usual  number  of  days  of  intravenous  drip 
treatment  per  patient. 

8.  Any  other  pertinent  facts. 

The  .Association  will  be  glad,  so  far  as  possible,  to 
answer  inquiries  regarding  the  intravenous  drip  treat- 
ment of  syphilis.  The  Association  has  available  to 
physicians,  upon  request,  a brief  pamphlet  on  the 
subject  of  the  present  status  of  the  intravenous  drip 
method  of  treatment  of  syphilis,  written  by  Dr. 
Charles  Walter  Clarke,  Executive  Director  of  the 
Association  and  a member  of  the  New  York  City 
Committee  on  the  Intravenous  Drip  Treatment  of 
Syphilis. 

The  American  Social  Hygiene  .Asso.,  Inc. 

50  West  50th  Street,  New  York  City. 

Public  Health  Statistics 

I.  C.  Riggin,  M.  D., 

State  Health  Commissioner  of  Virginia 

The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  May, 
1940,  compared  with  the  same  month  in  1939,  fol- 
lows ; 

mo  1939 


Typhoid  and  Paratyphoid  Fever 12  14 

Diphtheria  29  30 

Scarlet  Fever  148  64 

Measles  962  3,179 

Meningitis  14  0 

Poliomyelitis  0 0 

Rocky  Mountain  Spotted  Fever 0 3 

Typhus  Fever  0 0 

Undulant  Fever 3 3 

Tularaemia  1 4 


Rocky  Mountain  Spotted  Fever 
Rocky  Alountain  spotted  fever  was  first  recognized 
in  Virginia  in  1931  with  the  reporting  of  six  cases. 
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This  figure  rose  to  nine  in  1932;  to  twenty-three  in 
1933;  and  to  forty-seven  in  1934.  Since  1934  an 
average  of  fifty-four  cases  has  been  reported  an- 
nually with  a tendency  toward  a slight  increase;  how- 
ever, in  all  probability  this  is  due  to  a more  general 
recognition  rather  than  to  spread  of  the  infection. 

The  following  table  shows  the  number  of  cases, 
number  of  deaths,  and  the  percentage  case  fatality 
for  Virginia  by  years  1931-1939  inclusive: 

Percentage  Case 


Year 

No.  OF  Cases 

No.  OF  Deaths 

Fatality 

1931 

6 

0 

0.0 

1932 

9 

2 

22.2 

1933 

23 

4 

17.4 

1934 

47 

8 

17.0 

1935 

45 

10 

22.2 

1936 

50 

9 

18.0 

1937 

54 

9 

16.6 

1938 

72 

13 

18.0 

1939 

50 

5 

10.0 

The  fact  that  comparatively  few  cases  are  reported 
annually  should  not  lessen  the  degree  to  which  pre- 
ventive measures  are  applied  since  the  case  fatality 
is  relatively  high  in  comparison  to  other  commu- 
nicable diseases. 

The  seasonal  incidence  of  Rocky  Mountain  spotted 
fever  corresponds  to  the  tick  .season  of  the  locality 
concerned.  In  the  east  the  tick  responsible  for  Rocky 
Mountain  spotted  fever  is  Dermacentor  Variabilis, 
commonly  known  as  the  “dog  tick.”  In  Virginia  this 
tick  makes  its  appearance  in  March,  is  most  abun- 
dant during  June  and  July,  though  it  is  found  as 
late  as  November  or  December. 

The  history  of  spotted  fever  both  in  the  east  and 
west  shows  very  clearly  that  some  areas  are  more 
heavily  infected  than  others.  Virginia  is  no  excep- 
tion in  this  respect.  Of  the  271  cases  reported  to  the 
State  Department  of  Health  for  the  years  1931 
through  1939,  only  twenty-four  were  from  areas  west 
of  the  Blue  Ridge  IMountains;  all  others  occurring 
east  of  this  range.  It  also  is  worthy  of  note  that  none 
of  the  twenty-four  cases  reported  were  recognized 
clinically  but  were  diagnoesd  on  routine  blood  ag- 
glutination tests.  Therefore,  there  is  some  doubt  as 
to  whether  these  were  true  cases  of  spotted  fever. 
East  of  the  Blue  Ridge,  the  most  heavily  infected 
areas  are  northern  and  eastern  Virginia,  though  cases 
have  been  recognized  in  practically  every  county  east 
of  this  range. 

Each  spring  and  summer  the  State  Department  of 
Health  receives  many  inquiries  concerning  the  ad- 


visability of  vaccination  and  other  prophylactic 
measures. 

The  U.  S.  Public  Health  Service  at  its  Hamilton, 
Montana,  laboratory  has  developed  a vaccine  which, 
following  years  "of  use,  has  proven  to  be  of  value; 
however,  the  degree  and  duration  of  immunity  varies. 
Evidence  suggests  that  the  vaccine  produces  a high 
degree  of  immunity  against  milder  strains  and  defi- 
nitely reduces  the  severity  of  symptoms  in  those  cases 
infected  with  highly  virulent  strains.  It  is  recom- 
mended that  all  exposed  persons  be  vaccinated  each 
year.  The  degree  of  immunity  is  no  doubt  increased 
following  successive  vaccinations;  however,  there  is 
no  evidence  that  permanent  immunity  is  ever  estab- 
lished. 

The  question  sometimes  is  asked,  how  long  will  the 
immunity  level  be  maintained  to  the  degree  sufficient 
to  prevent  infection?  Experience  thus  far  indicates 
that  immunity  persists  for  a long  period.  However, 
from  the  clinical  and  immunological  standpoints, 
there  is  no  reason  why  persons  who  have  suffered  an 
attack  of  spotted  fever  should  not  be  vaccinated  as 
an  added  protection. 

From  the  therapeutic  aspect,  favorable  results  have 
been  reported  in  a few  instances  where  the  vaccine 
was  used  against  the  milder  types  of  sjiotted  fever, 
but  the  evidence  is  inconclusive.  Therapeutic  use  is 
not  recommended  by  the  ETnited  States  Public  Health 
Service. 

The  dosage  of  the  vaccine  for  adults  is  two  sub- 
cutaneous or  intramuscular  injections  of  2 cc.  each, 
five  days  apart.  The  interval  between  doses  may  be 
extended  without  harm.  For  individuals  living  in 
areas  where  the  incidence  and  case  fatality  rates  are 
high  and  for  those  receiving  their  first  series  of 
inoculations,  three  injections  are  advised.  Children 
over  ten  years  of  age  should  be  given  the  adult  dose. 
Under  ten  years  of  age,  1 cc.  at  each  injection  is 
recommended. 

Reactions  following  injections  of  the  vaccine  are 
local  as  a rule,  consisting  of  redness,  swelling,  and 
itching.  Slight  elevation  of  temperature  and  general 
malaise  may  be  present  for  twenty-four  to  forty-eight 
hours.  A few  instances  of  mild  anaphylactic  reac- 
tions have  been  reported. 

The  vaccine  is  distributed  in  Virginia  by  the 
United  States  Public  Health  Service  through  the 
State  Department  of  Health  to  physicians  only,  with- 
out cost.  Any  physician  wishing  vaccine  should  com- 
municate with  the  State  Department  of  Health,  Rich- 
mond, Virginia. 
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Reports  for  1940  Annual  Session 

of  the 


Medical  Society  of  Virginia 


The  Council 

The  regular  winter  meeting  of  the  Council  was  held 
on  January  16th  and  the  minutes  of  this  meeting  were 
published  on  pages  176-179  of  the  March,  1940,  Vir- 
ginia Medical  Monthly. 

Minutes  of  a special  meeting  of  the  Council  on  Feb- 
ruary 15th  appear  on  pages  246-7  of  the  April,  1940, 
Monthly. 

Report  of  Executive  Secretary-Treasurer 

Because  of  the  fact  that  we  have  advanced  the  dates 
of  our  meeting  by  two  months  to  enjoy  a joint  meeting 
with  the  West  Virginia  State  Medical  Association,  some 
committees  may  have  supplemental  reports  to  make  at 
time  of  our  Council  meeting  in  October  when  new  officers 
are  installed.  Committees  have  been  most  active  this 
year  and  much  excellent  and  far-reaching  work  has  been 
accomplished  by  them. 

In  the  proceedings  of  the  Council,  it  was  voted  to  have 
our  Society  date  its  existence  from  December  15,  1820, 
date  of  its  original  organization,  so  that  we  reach  the 
ripe  age  of  120  years  this  coming  December.  The  seal 
of  the  Society  has  been  changed  accordingly. 

Our  membership  as  of  June  15  numbers  1,855  as 
against  1,848  last  year.  We  have  enrolled  seventy-seven 
new  members  and  reinstated  six.  Our  losses  have  been 
twenty-six  by  death,  eighteen  by  resignation,  and  thirty- 
two  dropped  for  non-payment. 

A charter  having  been  given  the  James  River  Medical 
Society  in  accordance  with  action  at  the  last  meeting  of 
the  Society,  we  now  have  forty-eight  component  societies, 
representing  ninety-one  counties  and  one  city. 

This  Society  was  represented  at  the  American  Medical 
Association  meeting  by  Dr.  Wright  Clarkson  and  Dr. 
Walter  B.  Martin,  delegates,  and  Dr.  Carrington  Wil- 
liams, alternate  for  Dr.  Alex.  F.  Robertson,  Jr. 

.At  the  U.  S.  Pharmacopoeial  Convention  in  Washing- 
ton, our  delegates  were  Dr.  J.  A.  Waddell,  Dr.  Harvey 
B.  Haag  and  Dr.  H.  W.  Miller. 

It  having  been  recommended  last  year  that  our  rep- 
resentatives to  the  Virginia  State-Wide  Safety  Confer- 
ence be  named  from  the  city  in  which  the  Conference 
is  held.  Dr.  Trout  appointed  Dr.  W.  R.  Whitman,  Dr. 
R.  M.  Hoover  and  Dr.  John  F.  Cadden,  of  Roanoke. 

The  President  also  asked  Dr.  I.  C.  Riggin  to  serve 
for  this  Society  in  the  Eighth  American  Scientific  Con- 
gress in  which  we  were  invited  to  have  representation. 

Because  of  other  work,  Dr.  Ennion  Williams  asked 
to  be  relieved  of  his  duties  on  the  Committee  on  the 
Control  of  Syphilis  and  Dr.  R.  D.  Kimbrough,  of  Nor- 
folk. a member  of  the  Committee,  was  asked  by  the 


President  to  take  the  chairmanship  and  Dr.  James  W. 
Love,  of  Alexandria,  was  named  a member  to  fill  the 
vacancy. 

The  financial  year  of  the  Society  does  not  close  until 
September  30th,  after  which  the  books  will  be  audited 
and  a full  report  presented  the  Council.  We  might  say, 
however,  that  the  Society  has  lived  within  its  income. 

We  take  this  opportunity  to  express  our  appreciation 
to  all  officers,  committees  and  many  individual  members 
who  have  been  most  cooperative  in  the  work  of  this  office. 

Agnes  V.  Edwards, 
Executive  S cc  ret  ary- T reasurer. 

Report  of  Committee  on  Publication  and  Program 

This  committee  has  been  active  during  the  past  year 
in  planning  the  joint  meeting  with  the  West  Virginia 
State  Medical  Association  to  be  held  in  White  Sulphur 
Springs,  July,  1940.  There  will  be  several  innova- 
tions, including  the  decision  to  have  only  guest  speakers 
on  the  regular  program  and  the  discussants  from  the 
two  participating  societies.  The  program  will  consist 
of  morning  sessions  devoted  to  formal  papers  and  after- 
noons devoted  to  round  table  discussions.  The  meeting 
will  take  the  nature  of  a post-graduate  course.  In  this 
respect  it  will  meet  the  express  wishes  of  many  members 
of  the  society  as  voiced  through  a recent  questionnaire. 

The  committee  has  also  been  concerned  with  your  offi- 
cial publication  of  the  Virginia  Medical  Monthly  and 
it  is  expected  that  certain  suggestions  which  have  come 
out  of  the  meetings  may  add  to  the  interest  and  value 
of  your  publication. 

J.  Edwin  Wood,  Jr., 

H.  S.  Daniel, 

Wyndham  B.  Blanton, 
Chairman. 

Report  of  Committee  on  Scientific  Exhibits  and 
Clinics 

To  the  President  and  Members  of  the  House  of  Dele- 
gates: 

In  the  past  few  months,  we  have  been  very  busy  at- 
tempting to  secure  Scientific  Exhibits  from  the  members 
of  the  Medical  Society  of  Virginia  and  some  institutions 
near-by.  At  the  same  time,  the  Scientific  Exhibit  Com- 
mittee of  the  West  Virginia  State  Medical  Association 
has  been  doing  its  part  in  interesting  its  members  in  the 
same  project. 

Last  year  was  the  largest  year  ever  in  the  history  of 
the  Medical  Society  of  Virginia  from  the  standpoint  of 
Scientific  Exhibits.  We  had  forty-four  exhibits,  the 
largest  number,  to  our  knowledge,  which  has  ever  been 
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shown  in  any  of  the  Southern  States.  Members  of  the 
Society  were  kind  in  their  praise  of  the  last  year  exhibits 
and  we  are  doing  our  best  to  live  up  to  that  reputation 
in  sc  far  as  finances  will  permit  us. 

The  ^^’est  Virginia  Association  has  not  had  any  ap- 
preciable sized  Scientific  Exhibit  in  the  past  but  is  mak- 
ing a strenuous  effort  this  year  to  build  up  this  feature. 
They  met  with  us  last  April  at  White  Sulplur  Springs 
and  we  drew  up  plans  for  an  excellently  arranged 
Exhibit  and,  to  the  time  of  preparing  this  report,  the 
two  Societies  have  secured  thirty-four  exhibits. 

We  hope  you  will  like  the  exhibits  this  year,  at  White 
Sulphur  Springs,  and  will  see  fit  in  the  future  to  aid  the 
Committee  by  furnishing  exhibits  and  allowing  as  much 
money  as  possible.  If  it  had  not  been  for  the  loan  of 
the  skeletal  material  of  the  Scientific  Exhibit  last  year 
in  Richmond,  it  would  have  cost  between  $500  and  $600 
to  complete  the  task.  The  Southern  Medical  Association 
has  about  100  technical  and  commercial  exhibits  and 
spends  some  five  thousand  dollars  for  the  cost  of  putting 
them  up.  You  can  thus  see  that,  since  we  had  more 
than  one-third  as  many  scientific  exhibits  as  they  had, 
and  about  one-fourth  as  many  commercial  exhibits,  we 
have  relatively  little  financial  assistance  to  carry  out 
our  assigned  task. 

.Acknowledgment  with  thanks  is  made  of  the  $100 
turned  over  to  the  Council  by  the  Richmond  .Academy 
of  Medicine,  as  a surplus  from  last  year’s  meeting,  to 
be  used  for  scientific  exhibits. 

We  believe  you  will  agree  with  us  that  there  is  in- 
creasing interest  in  the  Scientific  Exhibits  at  medical 
meetings,  and  physicians  have  expressed  themselves 
freely  as  being  tremendously  interested  in  them. 

We  look  forward  to  seeing  you  at  White  Sulphur 
Springs  in  July  and  hope  the  Scientific  Exhibit  will  help 
make  your  trip  well  worth  while. 

W.  W.  S.  Butler, 

William  R.  Rogers, 

W.  .Ambrose  McGee, 

Chairman. 

Department  of  Clinical  and  Medical  Education 

During  the  period  covered  by  this  report  (July  28, 
1939-May  27,  19+0*)  the  activities  of  the  Department 
have  centered  around  short  postgraduate  courses  in  In- 
ternal Medicine  and  Surgery,  and  the  fall  and  spring 
clinics  at  the  two  medical  schools. 

Short  Courses  i.v  Internal  Medicine  and  Surgery 

Two  short  courses  in  Internal  Medicine  have  been 
completed  (at  .Alexandria  and  Newport  News),  one  is 
now  in  progress  (at  Warrenton),  and  another  (in 
Southampton  County)  is  being  arranged. 

Twenty-five  doctors  from  Alexandria  and  vicinity  were 
enrolled  in  the  course  at  Alexandria.  In  addition,  there 
were  a number  of  visitors  who  attended  one  or  two 
meetings.  The  average  attendance  was  fifteen.  Dr. 
J.  W.  Love,  Secretary  of  the  Alexandria  Medical  Society, 
was  instrumental  in  making  local  arrangements  for  the 
course  and  enrolling  members.  Twenty-four  doctors  from 


Newport  News  and  vicinity  enrolled  for  the  course  in 
Newport  News.  .A  few  visitors  were  also  reported  for 
one  or  two  meetings.  Dr.  E.  B.  Mewborne,  of  Newport 
News,  attended  to  all  details  of  local  organization.  Dr. 
W.  R.  Pretlow,  Secretary  of  the  Fauquier  County  Med- 
ical Society,  reports  a probable  enrollment  of  twelve 
doctors  in  the  course  at  Warrenton. 

Reports  of  courses  are  made  in  the  Virginia  Medical 
Monthly  as  soon  as  they  are  completed. 


Summary 


Centers 

No.  Meetings 

Enrollment 

•Alexandria  _ _ 

— 6 

25 

Newport  News 

6 

24 

Warrenton 

6 

12  (Est.) 

Southampton  County 

Pending 

— 

Totals  

18 

61 

These  courses  have  been  organized  at  the  request  of 
the  local  societies  in  each  case.  The  only  promotion 
carried  on  has  been  through  announcements  in  the 
Medical  Monthly.  It  has  been  the  policy  of  the  Ex- 
ecutive Secretary  to  submit  to  interested  societies  a sug- 
gestive list  of  topics  and  speakers  for  a program.  The 
local  society  is  asked  to  add  topics  and  speakers  of 
their  own  choice  and  from  the  complete  list  to  make 
final  selections.  The  Executive  Secretary  then  schedules 
the  speakers,  mails  a printed  notice  of  the  program  to 
each  doctor  in  the  locality,  and  sends  a card  each  week 
reminding  doctors  of  the  next  meeting.  The  local  so- 
ciety is  requested  to  determine  the  place  of  meeting, 
collect  fees,  and  arrange  for  clinical  cases  or  case  his- 
tories to  be  presented  at  each  meeting.  For  the  most 
part,  faculty  members  of  the  two  medical  schools  have 
been  depended  upon  for  lectures  on  these  programs.  In 
spite  of  heavy  institutional  duties,  these  doctors  have 
shown  a highly  commendable  willingness  to  assist  in  the 
program. 

The  Department  of  Clinical  and  Medical  Education, 
at  its  regular  annual  meeting,  held  in  the  State  Society’s 
offices  in  Richmond  on  May  28,  19+0,  spent  considerable 
time  in  re-appraising  the  work  of  the  Department  and  in 
discussing  questions  of  policy  for  work  in  the  future. 
In  reviewing  the  achievements  of  the  Department,  the 
opinion  was  unanimous  that  much  excellent  work  had 
been  done,  that  results  were  extensive  and  frequently  of 
a very  high  order,  and  that  further  efforts  in  the  field 
of  postgraduate  medical  education  should  be  carried  for- 
ward with  enthusiasm  and  vigor.  Arguments  centered 
chiefly  on  the  question  whether  in  the  future  the  De- 
partment should  limit  its  efforts  to  programs  designed 
to  reach  the  general  practitioner,  in  other  words  to 
non-specialized  educational  programs,  or  whether  it 
should  begin  to  devote  part  of  its  effort  and  resources  to 
developing  more  specialized  types  of  postgraduate  med- 
ical education.  Attention  was  called  to  the  short  post- 

*This  report  covers  less  than  a twelve-month  period 
because  of  the  fact  that  the  annual  meeting  of  the  Medical 
Society  has  been  advanced  this  year  by  approximately 
two  months. 
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graduate  course  on  Recent  Advances  in  Internal  Medicine 
which  is  being  conducted  by  the  Department  of  Internal 
Medicine  of  the  University  of  Virginia  from  June  17  to 
June  22,  19+0.  It  was  pointed  out  that  attendance  upon 
this  short  course  was  limited  to  twenty  and  that  the  in- 
struction was  purposely  rather  advanced  as  well  as  rather 
specialized  in  character.  The  question  was  whether  this 
type  of  instruction  should  now  receive  the  attention  and, 
if  necessary,  some  financial  assistance  from  the  De- 
partment. Opinion  was  unanimous  that  this  type  of  in- 
struction was  desirable  and  that  the  Department  would 
be  justified  in  spending  a part  of  its  effort  and  available 
resources  in  furthering  postgraduate  medical  education  of 
this  character.  However,  the  Department  was  convinced 
that  much  of  its  attention  should  still  be  directed  to 
education  designed  to  reach  the  general  practitioner 
and  to  encourage  those  who  otherwise  might  not  do  so 
to  continue  their  studies  and  investigations  and  their 
efforts  to  keep  abreast  of  new  developments  in  medical 
theory  and  practice.  The  conclusion  was  that  the  local 
courses  which  have  been  sponsored  so  successfully  by  the 
Department  should  continue  to  point  to  this  general  edu- 
cational responsibility,  that  the  two  medical  schools 
should  continue  to  conduct  the  popular  postgraduate 
clinics  with  the  interests  of  the  general  practitioner  in 
view,  but  that  attention  should  now  be  given  to  more 
advanced  and  more  specialized  types  of  postgraduate 
instruction. 

In  giving  expression  to  this  policy  of  enlarging  the 
scope  of  the  Society’s  activities  in  the  field  of  postgraduate 
education,  the  following  steps  were  taken: 

1.  The  Executive  Secretary,  in  cooperation  with  the 
Chairman  of  the  Department,  was  given  permission  to 
use  such  part  of  the  Department’s  funds  as  seems  desir- 
able in  assisting  the  two  state  medical  schools  in  im- 
proving or  enlarging  the  postgraduate  clinics  which  they 
have  been  conducting  for  some  years.  While  these  clinics 
have  in  the  past  been  conducted  in  cooperation  with  the 
Department  of  Clinical  and  Medical  Education,  they  have 
been  financed  almost  entirely  by  the  two  medical  schools 
which  have  depended  chiefly  on  local  instructors.  The 
immediate  purpose  of  this  action  was  to  make  it  pos- 
sible to  assist  the  medical  schools  in  bringing  in  outside 
or  out-of-state  speakers  and  clinicians. 

2.  The  Executive  Secretary,  in  cooperation  with  the 
Chairman  of  the  Department,  was  given  authority  to  use 
at  his  discretion  not  more  than  $300  for  the  next  fiscal 
year  in  assisting  the  two  medical  schools,  if  they  apply 
for  such  assistance,  in  organizing  short  and  more  spe- 
cialized postgraduate  courses  for  practicing  physicians. 
These  courses  would  be  of  a more  advanced  type  than 
those  referred  to  above. 

3.  The  Department  voted  to  affiliate  with  the  Associated 
State  Postgraduate  Committees,  an  organization  spon- 
sored by  the  American  Medical  Association  which  is 
chiefly  concerned  with  furthering  postgraduate  medical 
education  among  the  several  state  medical  societies.  The 
Department  was  also  authorized  to  send  a representative 
to  the  forthcoming  meeting  of  the  Associated  State  Post- 
graduate Committees  and  the  traveling  expenses  of  a 


representative  to  this  meeting  were  authorized. 

+.  The  Executive  Secretary  was  instructed  to  prepare 
an  exhibit  to  set  forth  briefly  the  purpose,  the  organiza- 
tion, and  the  activities  of  the  Department  in  postgraduate 
medical  education,  which  exhibit  is  to  be  shown  at  the 
forthcoming  joint  meeting  of  the  Virginia  and  the  West 
Virginia  State  Medical  Societies.  A sum  not  to  exceed 
$50  was  authorized  to  cover  the  expenses  of  preparing 
and  presenting  this  exhibit. 

5.  At  the  annual  meeting  of  the  Department  of  Clinical 
and  Medical  Education  held  in  Richmond,  August  10, 
1939,  the  suggestion  was  made  that  the  postgraduate 
program  could  be  operated  with  less  expenses  if  an  or- 
ganizer was  not  sent  to  localities  to  promote  courses. 
This  suggestion  dictated  the  policy  of  the  Executive 
Secretary  during  the  year  under  review  and  accounts  in 
part  for  the  fact  that  relatively  few  postgraduate  courses 
have  been  organized.  It  was  felt  that  the  Department 
might  return  to  a more  aggressive  policy,  and  the  Execu- 
tive Secretary  was  instructed  to  take  such  steps  as  in  his 
opinion  seemed  wise  in  promoting,  in  cooperation  with 
component  societies,  regional  postgraduate  courses. 

6.  The  Medical  Society  of  Virginia  was  requested  to 
appropriate  the  sum  of  $750,  together  with  the  unex- 
pended balance  of  $1,008.29  which  is  being  returned  to  the 
Society,  or  a total  of  $1,758.29,  to  carry  forward  the 
work  of  the  Department  for  the  next  fiscal  year.  This 
sum  is  considerably  in  excess  of  the  sum  actually  spent 
by  the  Department  during  the  year  covered  by  this  report. 
However,  it  will  be  observed  that  the  Department  is 
proposing  to  extend  its  activities  and  to  enlarge  its  pro- 
gram. Because  of  the  high  quality  of  the  work  that  has 
been  achieved  in  recent  years,  of  the  enthusiastic  reports 
that  are  coming  to  the  Department  from  physicians  par- 
ticipating in  the  postgraduate  activities,  and  of  the 
interest  in  the  two  medical  schools  in  strengthening  and 
extending  their  facilities  for  postgraduate  instruction, 
the  Department  sincerely  hopes  that  the  sum  of  $1,758.29 
will  be  appropriated  for  the  next  year.  This  will  mean 
a net  yearly  appropriation  of  only  $750,  the  net  amount 
that  has  been  contributed  annually  for  several  years, 
which  for  the  present  seems  a modest  sum  set  aside 
for  the  continuing  education  of  members  of  the  profes- 
sion. 

Respectfully  submitted, 

A.  F.  Robertson,  Chairman, 

George  B.  Zehmer,  Executive  Secretary. 

Financial  Statement 
July  28,  1939-May  27,  1940 

Receipts 

Balance  on  hand  July  31,  1939  $620.21 

Received  from  Medical  Society  of 

Virginia,  February  21,  1940  500.00* 

Received  from  fees  and  sale  of  notes  236.62 

$1,356.83 

*This  amount  is  all  of  the  $1,200  appropriated  by  the 
Society  for  postgraduate  medical  education  that  was  ac- 
tually transferred  to  the  account  of  the  Department  of 
Clinical  and  Medical  Education  and  leaves,  therefore, 
$700  of  the  original  appropriation  in  the  Societt-’s  treas- 
ury. 
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Disbursements 

Refund  of  balance  to  Medical  Society 

of  Virginia,  August  17,  1939 $620.21 

Salaries  and  wages 246.75 

Travel  153.95 

Communication  and  office  supplies 27.63 

$1,048.54 


May  28,  1940 — Balance  on  hand  from  the  Med- 
ical Society  of  Virginia $ 308.29 


A.  F.  Robertson,  M.  D.,  Chairman, 

George  B.  Zehmer,  Executive  Secretary. 

Report  of  Committee  on  Legislation 

During  the  meeting  of  the  General  Assembly  a num- 
ber of  matters  affecting  medical  interests  in  the  State 
required  the  attention  of  your  Committee  on  Legislation. 
Some  of  the  questions  involved  had  been  considered  by 
the  Society  and  definite  instructions  had  been  given  the 
Committee.  In  other  matters  touching  general  policy  the 
Committee  based  its  actions  upon  the  traditional  attitude 
of  this  and  other  branches  of  organized  medicine. 

In  the  first  group  may  be  mentioned  the  Premarital 
Bill,  H-472,  the  Governor’s  Reorganization  Bill,  H-484, 
and  the  Hospital  Bill,  S-253.  In  each  of  these  the  views 
of  the  Society'  prevailed. 

The  Bill  to  subject  physicians  to  a license  tax,  H-200, 
had  been  considered  by  the  Council  and  this  body  deemed 
it  inadvisable  that  formal  opposition  be  made.  This 
decision  was  communicated  to  the  House  Committee  on 
Finance  and,  in  accordance  to  instructions  from  the  Coun- 
cil, your  Committee  stated  in  detail  the  grounds  upon 
which  physicians  might  claim  exemption  from  tax  and 
also  furnished  information  as  to  the  practice  of  other 
States  in  taxing  physicians.  The  Bill  was  killed  in  Com- 
mittee. 

House  Bill  120  proved  most  troublesome.  Pretending 
in  its  title  to  regulate  the  practice  of  chiropractic,  it 
provided  for  the  establishment  of  a board  of  three  chiro- 
practors to  license  and  control  the  practice  of  this  cult 
in  the  State  entirely  independent  of  other  authority.  To 
promote  its  passage  a paid  lobbyist,  himself  an  ex-senator, 
was  engaged.  It  was  argued  that  there  are  now  seventy- 
four  chiropractors  operating  illegally  in  Virginia,  that 
their  services  are  in  great  demand  by  citizens,  that  juries 
are  unwilling  to  convict  them,  and  that  they  should, 
therefore,  be  recognized  and  regulated.  Legislators  were 
persuaded  that  this  Bill  was  a remedy  for  what  all  agree 
is  a bad  situation.  When  heard  by  the  House  Committee 
on  General  Laws,  the  Bill  was  opposed  by  the  State 
Society,  State  Board  of  Medical  Examiners  and  State 
Board  of  Health.  It  was,  nevertheless,  reported  out  by  a 
large  majority.  Strenuous  efforts  were  then  made  by 
your  Committee,  aided  by  officers  and  members  of  the 
Society,  to  better  acquaint  the  Delegates  of  the  nature 
of  this  Bill  and  this  was  apparently  accomplished.  Upon 
reaching  the  floor  of  the  House,  the  Bill  was  recom- 
mitted for  further  study.  At  a later  hearing  before  the 
Committee  it  was  referred  to  a Sub-Committee  and  did 
not  later  emerge.  In  the  meantime  an  identical  Bill, 


S-284,  came  to  hearing  before  the  Senate  Committee  on 
General  Laws  but  was  not  acted  upon. 

Your  Committee  wishes  to  make  grateful  acknowledg- 
ment of  the  generous  cooperation  of  the  State  Board  of 
Medical  Examiners,  the  State  Board  of  Health,  the  State 
Board  of  Education,  the  Registrar  of  Vital  Statistics, 
and  the  Legislative  Bureau  of  the  A.M.A.  in  bringing 
about  the  defeat  of  the  Chiropractor  Bills. 

In  conclusion,  the  Committee  desires  to  direct  the 
attention  of  the  Society  to  the  matter  of  controlling  the 
activities  of  this  large  body  of  self-confessed  law-break- 
ers and  to  urge  that  special  study  of  the  problem  be 
undertaken  at  this  time. 

J.  Morrison  Hutcheson, 

Chairman. 

Report  of  the  Committee  on  Medical  Economics 

Your  committee  has  been  very  active  during  the  past 
year  and  submits  the  following  report  of  its  activities: 

I.  The  first  duty  of  your  Committee  was  to  carry  out 
instructions  adopted  by  the  House  of  Delegates  at  the 
1939  meeting.  Copies  of  the  resolutions  adopted  regard- 
ing the  Wagner  Bill  (Senate  Bill  No.  1620)  were  sent 
to  our  representatives  in  Congress.  Copies  of  the  pro- 
posals covering  hospital  care  of  the  indigent  and  low  in- 
come group  were  sent  to  our  representatives  in  Congress, 
the  members  of  the  Board  of  Trustes  of  the  American 
Medical  Association,  and  to  the  Secretaries  of  each  of 
the  State  Medical  Societies  with  the  request  that  the 
various  State  Medical  Societies  take  action  on  similar 
resolutions  prior  to  the  next  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Association.  In  co- 
operation with  other  interested  groups,  notably  the  non- 
profit hospital  service  associations,  an  enabling  act  was 
introduced  and  passed  by  the  State  Legislature.  This 
act  clarifies  the  status  of  the  non-profit  hospital  service 
association,  and  permits  the  formation  and  operation 
of  similar  non-profit  medical  service  plans  and  sets  up 
standards  for  the  operation  of  such  plans. 

II.  The  Medical  Economics  Committee  was  authorized 
to  develop  a plan  for  furnishing  group  medical  care  to 
the  low  income  group,  but  decided  that  such  plans 
should  first  be  developed  on  a local  basis,  and  conse- 
quently recommends  that  local  medical  societies  develop 
plans  for  their  own  communities,  and  that  the  State  So- 
ciety observe  the  development  and  operation  of  local 
community  plans  before  considering  the  institution  of  a 
state-wide  plan.  It  is  recommended  that  all  plans  for 
the  provision  of  low  cost  group  medical  care  shall  be 
submitted  to  the  Council  of  the  Medical  Society  of  Vir- 
ginia for  approval  before  beginning  operation. 

III.  Medical  Legislation  is  a prime  concern  of  the 
Economics  Committee.  The  Wagner  Bill  (Senate  Bill 
No.  1620)  has  not  been  reported  out  of  Committee,  though 
the  subcommittee  considering  it  has  rendered  a prelimi- 
nary report  which  indicates  that  the  subcommittee  will 
sponsor  medical  legislation  based  on  conclusions  drawn 
from  the  hearings. 

The  President’s  recommendation  to  Congress  for  hos- 
pital construction  in  rural  areas,  suggesting  $10,000,000 
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as  an  initial  and  more-or-less  trial  appropriation,  was 
followed  by  introduction  of  bills  carrying  larger  ap- 
propriations and  widening  the  scope.  Senator  Taft  in- 
troduced an  amendment  to  S.  3230  which  is  in  line  with 
the  recommendations  of  organized  medicine  particularly 
in  that  hospitals  are  to  be  constructed  only  where  there 
is  demonstrated  need,  the  proportion  of  the  Federal  grant 
is  dependent  upon  the  economic  status  of  the  state  con- 
cerned, the  title  to  the  hospital  constructed  will  be  held 
by  the  state  or  subdivision  thereof  rather  than  the 
Federal  government,  and  providing  for  a National  Ad- 
visory Hospital  Council  to  be  appointed  by  the  Surgeon 
General  and  giving  that  body  the  authority  necessary  to 
carry  out  the  aims  of  the  Act.  We  wish  to  reiterate  the 
statement  in  the  1939  report  that  “hospitals  are  over- 
burdened with  the  care  of  the  indigent  and  the  low 
income  group  and  should  be  subsidized  in  an  amount 
adequate  to  meet  the  cost  of  this  service.  This  would 
allow  an  orderly  and  progressive  extension  of  hospital 
facilities.”  However  since  there  is  need  of  hospital  con- 
struction or  extension  in  certain  areas,  and  the  Taft 
amendment  provides  for  the  method  of  control  acceptable 
to  the  medical  profession,  your  Committee  recommends 
that  the  House  of  Delegates  approve  the  Taft  amend- 
ment to  S.  3230  and  instruct  the  Secretary  to  so  inform 
our  representatives  in  Congress. 

Being  an  election  year,  the  likelihood  of  the  passage 
of  drastic  medical  legislation  is  remote,  but  two  other 
measures  introduced  in  Congress  deserve  attention.  A 
Bill  to  amend  the  Social  Security  Act  for  the  purpose  of 
providing  health  insurance  for  workers  in  severe  eco- 
nomic distress,  and  making  more  adequate  provision  for 
the  care  of  the  sick,  introduced  by  Senator  Lodge  (S. 
3630)  and  a Bill  to  aid  in  the  establishment  of  State 
health  insurance  plans,  by  Senator  Capper  (S.  3660). 
The  latter  bill  is  the  long  awaited  model  bill  prepared 
by  the  American  Association  for  Social  Security.  Both 
are  steps  toward  expanded  Federal  control  of  local  med- 
ical matters,  and  your  committee  recommends  that  the 
bills  in  their  present  form  be  opposed. 

It  is  the  opinion  of  the  committee  that  changes  in  the 
American  system  of  medical  practice  should  proceed  very 
slowly,  and  largely  by  evolution  through  experience  gained 
from  the  operation  of  varying  local  plans  devised  to 
meet  local  needs.  It  is  also  felt  that  the  problem  varies 
according  to  locality  to  such  an  extent  that  each  com- 
munity, and  certainly  each  state  must  have  wide  discre- 
tion both  in  planning  and  in  the  operation  of  plans. 

IV.  Your  Committee  commends  the  formation  of 
the  National  Physicians  Committee  for  the  Extension  of 
Medical  Service,  approves  the  objectives,  and  recom- 
mends to  the  members  of  the  Medical  Society  of  Vir- 
ginia that  the  National  Physicians  Committee  be  sup- 
ported. 

V.  Your  Committee  approves  the  platform  of  the 
-American  Medical  Association  and  recommends  that 
Dr.  Walter  B.  Martin  be  instructed  to  reintroduce  to 
the  House  of  Delegates  of  the  American  Medical  As- 
sociation the  resolution  adopted  in  1939  relating  to  the 


payment  for  hospital  services  to  the  indigent  and  low 
income  groups. 

VI.  The  problem  of  the  resettlement  of  foreign  phy- 
sicians was  considered  by  your  Committee.  Sympathy 
with  their  plight,  and  resentment  against  the  regime 
which  precipitated  such  a situation  is  almost  universal, 
but  the  relaxation  of  rules  for  the  benefit  of  one  group 
and  not  another  is  always  dangerous.  Consequently, 
your  Commitee  recommends  that  the  Board  of  Medical 
Examiners  be  requested  to  cooperate  with  the  National 
Committee  for  Resettlement  of  Foreign  Physicians  in 
every  manner  consistent  with  maintainance  of  the  stand- 
ards of  medical  practice  in  Virginia. 

VII.  The  problem  of  the  control  of  irregular  and  illegal 
practitioners  was  considered  at  length.  The  situation 
was  rendered  especially  acute  because  of  the  near  pas- 
sage of  the  Chiropractic  Practice  Act  by  the  last  legis- 
lature. Undoubtedly  the  next  legislature  will  pass  that 
or  a similar  measure  unless  the  medical  profession  of 
Virginia  by  education  and  prosecution  serves  to  awaken 
the  legislators  to  the  dangers  which  will  result  from 
relaxation  of  the  standards  required  of  those  who  min- 
ister to  the  sick  and  are  responsible  for  the  maintenance 
of  public  health  standards. 

After  careful  consideration  of  the  situation,  and  fre- 
quent consultation  and  close  cooperation  with  the  Leg- 
islative Committee,  the  State  Board  of  Medical  Exam- 
iners, and  the  State  Health  Department  your  Committee 
recommends  that  the  dues  of  the  Medical  Society  of 
Virginia  be  increased  by  $2.00  annually  and  that  the 
fund  so  created  constitute  a special  fund  for  (1)  the 
control  of  illegal  and  irregular  practitioners  of  the  heal- 
ing arts,  and  (2)  educational  efforts  to  acquaint  the 
legislators  and  prosecutors  of  the  State  with  the  de- 
velopment and  administration  of  the  Medical  Practice 
Act,  and  further  recommend  that  the  administration  of 
the  above-mentioned  special  fund  be  entrusted  to  a 
special  committee  composed  of  the  President  of  the  Med- 
ical Society  of  Virginia,  the  Chairman  of  the  Legis- 
lative Committee,  and  the  Chairman  of  the  Committee 
on  Medical  Economics,  subject  to  the  control  of  the 
Council  and  House  of  Delegates  of  the  Medical  Society 
of  Virginia. 

VIII.  Due  to  the  rapid  encroachment  upon  medical 
practice,  the  changing  economic  status  of  the  practice 
of  medicine,  the  confusing  cross  currents  of  political 
thought,  the  multiplicity  of  rules  and  regulations,  and  the 
uncertainty  regarding  the  applicability  of  certain  laws  to 
medical  organizations,  your  Committee  recommends  that 
the  Council  of  the  Medical  Society  of  Virginia  be  au- 
thorized to  retain  legal  talent  for  advice  and  guidance. 

Guy  Fisher, 

A.  B.  Hodces, 

James  P.  King, 

H.  A.  Latane, 

Carrington  Williams, 

John  Hundley,  Jr., 

Chairman. 
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Report  of  Membership  Committee 
The  Committee  has  not  been  called  upon  to  pass  on 
aplications  for  membership  as  all  new  members  this 
year  have  come  in  through  their  component  organizations. 

Notices  have  appeared  in  the  Monthly  in  regard  to 
members  of  whose  deaths  we  have  learned. 

We  wish  to  propose  for  Honorary  Membership  Dr. 
Hugh  H.  Trout,  who  has  served  the  Society  so  effi- 
ciently during  the  past  year. 

J.  Bolling  Jones, 

D.  M.  Kipps, 

J.  A.  White, 

Chairman. 

.Members  Whose  Deaths  Have  Been  Published  in  the 
Monthly  Since  the  1939  Meeting 
Dr.  .Antonio  Gentile,  Newport  News,  November  16,  1939. 
Dr.  .Austin  Micklem,  Rockfish,  November  23,  1939. 

Dr.  Charles  Augustus  Simpson,  Washington,  D.  C.,  De- 
cember 9,  1939. 

Dr.  Rudolph  Angus  Nichols,  Jr.,  Richmond,  December  10, 
1939. 

Dr.  Bertrand  Ryland  Hudnall,  Covington,  December  21, 

1939. 

Dr.  Harvie  Smith  Baker,  Norfolk,  December  26,  1939. 

Dr.  Philip  Doddridge  Lipscomb,  Richmond,  January  4, 

1940. 

Dr.  Benjamin  Henry  Bascum  Hubbard,  White  Stone,  Jan- 
uary 7,  1940. 

Dr.  David  Lee  Hirschler,  Norfolk,  March  22,  1940. 

Dr.  Lewis  Harvie  Taylor,  Washington,  D.  C.,  March  30, 
1940. 

Dr.  George  Adam  Stover,  South  Boston,  .April  5,  1940. 

Dr.  Joseph  Francis  Geisinger,  Richmond,  April  15,  1940. 
Dr.  Robert  Lee  Page,  Batesville,  April  29,  1940. 

Dr.  Donald  MacKenzie  Faulkner,  Richmond,  May  6,  1940. 
Dr.  Thomas  Melville  Talbott,  East  Falls  Church,  May  10, 
1940. 

Dr.  James  Wilson  Hunter,  Jr.,  Norfolk,  May  11,  1940. 

Dr.  James  Morrison,  Lynchburg,  May  15,  1940. 

Dr.  John  .Abner  Hawkins,  Danville,  June  7,  1940. 

Report  of  Ethics  Committee 
The  Ethics  Committee  has  no  report  to  make  as  it 
has  not  had  anything  referred  to  it  this  year. 

W.  D.  Kendig, 

Chairman. 

Report  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary 

The  Advisory  Committee  to  the  Woman’s  Auxiliary 
has  nowadays  very  little  to  do  except  the  pleasant  duty 
of  watching  the  good  work  go  on ; of  watching  each  new 
President  rising  to  the  dignity  and  importance  of  her 
station;  of  seeing  her  put  forth  every  eflFort  to  have  the 
various  local  Auxiliary  Chapters,  or  Units,  do  just  a 
little  better  than  the  year  before;  of  branching  out  into 
new  fields  of  cooperative  work. 

Those  of  us  who  have  watched  the  evolution  of  the 
Woman's  .Auxiliary  since  its  inception  must  look  with 


pride  on  its  great  accomplishments.  Each  year  brings 
new  opportunities  for  help,  and  the  Auxiliary  is  not 
slow  to  grasp  and  go  out  in  search  of  new  fields. 

We  recommend  that  the  Society  give  them  every  en- 
couragement and  help;  and,  since  they  are  a part  of  the 
Society,  let  us  make  it  truly  cooperative;  and  not  only 
give  them  advice,  but  seek  advice  from  them,  especially 
along  the  lines  of  entertainment  at  our  State  meetings. 
To  make  our  meetings  more  attractive  to  young  people, 
let’s  give  our  boys  and  girls  a chance. 

Committee ; 

Hawes  Campbell,  Sr., 

James  B.  Stone, 

P.  St.  L.  Moncure, 

Chairman. 

Report  of  the  Child  Welfare  Committee 

The  status  of  Child  Welfare  in  Virginia  slowly  but 
steadily  improves. 

.Appropriations  by  the  recent  legislature,  while  disap- 
pointing in  many  respects,  were  far  from  being  discour- 
aging. 

For  the  year  ending  June  30,  1941,  the  sum  of  $148,- 
200  was  appropriated  for  Rural  Health  work.  This  will 
make  possible  the  establishment  of  four  new  county 
departments  In  Virginia;  Charlotte,  Smyth,  Chesterfield 
and  Orange  Counties.  Other  county  health  departments 
will  be  organized  as  soon  as  funds  are  available.  This 
means  the  extension  of  Maternal  and  Child  Health  work 
to  these  counties.  It  also  means  the  extension  of  this 
work  to  include  fifty  counties  of  the  State  and  perhaps 
to  60  per  cent  of  the  population.  Only  with  well-organ- 
ized county  health  units  can  effective  Maternal  and 
Child  Health  work  be  developed. 

The  report  of  the  Maternal  and  Child  Health  Bureau 
gives  splendid  testimony  to  the  thoroughness  with  which 
the  Bureau  is  doing  its  job.  There  was  a reduction 
of  $1,450  in  the  appropriation  made  by  the  recent  legis- 
lature for  the  year  ending  June  30,  1941. 

Diphtheria 

There  were  one  hundred  deaths  from  diphtheria  in 
1939,  an  increase  of  eleven  deaths  over  those  for  1938, 
There  was  no  appropriation  for  free  distribution  of 
toxoid  by  the  last  legislature.  The  members  of  the  com- 
mittee feel  that  much  has  been  accomplished  in  diphtheria 
prevention,  but  there  are  still  large  numbers  of  infants 
who  are  not  receiving  this  protection. 

Your  Committee  recommends  that  the  Medical  Society 
of  Virginia  urge  all  physicians  in  the  State  to  make 
every  effort  to  see  that  all  babies  be  given  diphtheria 
toxoid  during  the  first  year  of  life. 

Further,  realizing  that  some  children  who  have  been 
immunized  during  infancy  will  have  lost  their  immunity 
by  the  fifth  or  sixth  year.  It  recommends  that  all  children 
on  entering  school  be  given  a Schick  test  to  ascertain 
whether  or  not  they  are  still  immune. 

Tuberculosis 

During  1939  there  were  1,639  deaths  from  tuberculosis. 
The  figures  for  those  under  twelve  years  of  age  are  not 
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available  at  this  writing  but  it  is  known  that  relatively 
few  are  among  children.  The  decline  in  deaths  due 
to  tuberculosis  is  gratifying. 

A forty-bed  “preventorium”  for  colored  children  was 
established  at  Burkeville  Sanatorium  during  the  past 
year.  There  are  forty  beds  available  for  white  chil- 
dren at  Blue  Ridge.  In  municipal  sanatoria  there  are 
seventy-six  beds  for  white  and  fourteen  for  colored 
children. 

The  members  of  the  committee  feel  strongly  that  the 
best  interests  of  the  State  would  dictate  that  the  “preven- 
torium” idea  give  away  to  the  care  of  actively  tuberculous 
children  and  that  the  care  of  exposed  children  not  yet 
shown  to  be  tuberculous,  be  left  to  the  supervision  of  the 
family  physician  or  local  medical  authorities  or  agencies. 

X-ray  examination  of  teachers  in  the  public  schools 
has  not  yet  been  required.  A recommendation  to  that 
effect  by  this  Committee  was  adopted  by  the  Society  last 
year. 

The  recommendation  of  the  Committee  that  sectarian 
and  non-sectarian  schools  be  placed  under  the  supervision 
of  the  State  Health  Department  has  not  yet  been  effected. 

With  a view  to  establishing  local  county  health  de- 
partments as  rapidly  as  practicable,  it  is  the  consensus 
of  your  Committee  that  greater  local  appropriations  for 
health  work  should  be  made,  especially  in  those  coun- 
ties without  health  departments. 

Deaths  from  diarrhoeal  diseases,  whooping  cough  and 
other  preventable  diseases,  are  still  far  too  numerous 
and  should  be  greatly  curtailed.  The  infant  mortality 
rate  of  59.7  for  each  thousand  births,  is  disgracefully 
high  and  can  and  should  be  lowered.  It  compares 
most  favorably,  however,  with  the  rate  of  77.5  in  1929. 

It  is  suggested  that  local  studies  of  the  causes  of 
infant  and  childhood  mortality  and  morbidity,  would  be 
of  great  value  in  lowering  the  death  rate  among  infants 
and  children.  Such  a study  could  be  conducted  by  each 
component  society  of  the  State  Society  and  the  results 
tabulated  by  this  or  some  other  committee  with  a view 
to  recommending  such  measures  as  might  seem  desirable 
and  necessary  to  improve  the  situation  in  a local  com- 
munity or  in  the  State  as  a whole.  Such  efforts  would 
complement  those  of  the  State  or  local  health  depart- 
ments and  not  supersede  them. 

The  Blind 

The  legislature  of  1940  failed  to  heed  the  request  of 
the  Commission  for  the  Blind  for  greater  appropriations 
for  the  care  of  the  blind.  For  that  reason  the  Com- 
mission is  unable  to  extend  its  work  by  employing  an- 
other much  needed  full-time  ophthalmologist  and  other 
trained  workers.  The  work  of  the  Commission  is  great- 
ly handicapped. 

Special  Classes  for  Handicapped  Children 

While  the  legislature  increased  the  appropriation  for 
vocational  training  by  $50,000,  it  did  not  increase  the 
appropriations  for  handicapped  children. 

The  Department  of  Education,  however,  borrowed 
from  the  National  Society  for  the  Hard  of  Hearing,  a 


group  Audiometer,  with  which  tests  were  run  in  Char- 
lotte and  Albermarle  Counties.  As  a result  of  the  tests 
the  Department  has  purchased  a group  Audiometer  which 
will  be  used  in  those  sections  which  are  unable  to  pur- 
chase a machine.  The  schedule  now  being  made  will 
keep  the  machine  busy  next  year.  Those  found  to  have 
defective  hearing  will  be  given  suitable  care.  This 
marks  a long  step  forward  in  the  care  of  the  hard  of 
hearing. 

Mental  Hygiene 

The  facilities  for  training  at  the  two  “industrial” 
schools  for  the  white  delinquents  and  two  “manual 
labor”  schools  for  colored  demand  considerable  expan- 
sion. There  are  approximately  800  children  in  these 
schools.  The  colony  for  white  epileptics  and  feeble-minded 
at  Lynchburg  and  that  for  the  colored  at  Petersburg, 
cannot  provide  for  all  the  feeble-minded  requiring  care, 
facilities  still  being  inadequate.  There  are  some  800 
children  outside  institutions,  under  the  care  of  the  De- 
partment of  Public  Welfare. 

The  Mental  Hygiene  Program  of  Virginia,  as  formu- 
lated and  approved  by  the  last  meeting  of  the  Medical 
Society  of  Virginia,  was  presented  to  the  legislature  at 
the  regular  session  in  February,  1940.  Unforeseen  fac- 
tors defeated  the  program  at  that  time  and  as  a result 
the  situation  remains  about  the  same. 

The  State  appropriation  of  $15,000  for  the  maintenance 
of  a single  Mental  Hygiene  Clinic  located  in  the  Med- 
ical College  Clinic  Building  in  Richmond,  is  a part 
of  the  Department  of  Public  Welfare.  This  is  the  only 
facility  for  prevention  and  treatment  of  incipient  mental 
diseases  and  various  behavior  problems  throughout  the 
State.  The  Medical  College  of  Virginia  and  the  Uni- 
versity of  Virginia  Medical  School  maintain  out-patient 
clinics  but  they  are  unable  to  reach  outlying  parts  of 
the  State.  Since  the  last  meeting,  the  State  Hospital  Sys- 
tem has  started  clinics  for  paroled  patients,  radiating 
from  the  various  mental  hospitals,  which  is  a great 
improvement. 

Fundamentally,  there  is  only  the  Mental  Hygiene  Clinic 
in  Richmond  to  serve  the  100  counties,  including  the 
schools,  courts  and  social  agencies  in  these  areas,  which 
is  grossly  inadequate  to  meet  the  demands  at  this  time. 

Large  sums  are  being  spent  in  providing  care  for 
those  individuals  who  are  unable  to  meet  the  conflicts 
of  life  but  only  a very  small  sum  is  provided  to  prevent 
such  individuals  from  having  this  difficulty.  The  num- 
ber of  patients  admitted  to  mental  hospitals  increases 
each  year  and  the  problem  of  juvenile  delinquency  is 
costing  larger  sums  year  after  year,  yet  no  effort  is 
made  to  prevent  such  disorders. 

To  effectively  combat  these  problems,  it  is  necessary 
to  have  adequate  clinical  facilities  with  well-trained  per- 
sonnel to  visit  the  cities,  towns  and  counties  for  the 
purpose  of  studying  and  treating  such  individuals.  The 
child  of  school  age  is  at  the  logical  point  of  attack  and 
in  order  to  reach  these  children  the  county  must  be 
visited.  It  is  impossible  to  bring  such  children  to  a 
hospital  or  distant  clinic  for  necessary  examinations,  to 
determine  the  cause  of  their  difficulty. 
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Crippled  Children 

A program  for  the  care  of  crippled  children  with 
heart  disease  is  now  getting  under  way.  It  is  super- 
vised by  the  Crippled  Children’s  Bureau. 

A bright  spot  in  the  rather  unsatisfactory  legislative 
attitude  toward  child  welfare  is  the  Senate  Joint  Reso- 
lution No.  16,  agreed  to  by  both  House  and  Senate, 
which  directs  the  Virginia  Advisory  Legislative  Council 
to  “make  a thorough  investigation  and  study  of  the 
problems  now  existing  in  Virginia,  relating  to  children 
and  child  welfare,  including  custody,  placement,  and 
foster  home  care  of,  and  other  matters  affecting  de- 
linquent, dependent,  defective  and  neglected  children, 
the  adequacy  of  the  present  facilities  for  providing  such 
services,  and  the  possibility  and  best  methods  for  im- 
proving the  State’s  program  for  the  care  of  such  chil- 
dren.” The  findings  of  the  Council  together  with  recom- 
mendations and  suggested  legislation  are  to  be  submitted 
to  the  Governor  at  least  thirty  days  prior  to  the  next 
regular  session  of  the  General  Assembly. 

To  meet  the  minimum  requirements  of  the  mental  hy- 
giene situation  in  Virginia  the  following  plan  is  be- 
lieved to  be  efficient  and  economical  and  is  recommended 
by  the  Committee. 

1.  Maintain  a central  clinic  in  Richmond. 

2.  Provide  at  least  two  traveling  clinics. 

3.  Consolidate  all  mental  hygiene  facilities  under  one 
department,  the  State  Board  of  Health. 

4.  Co-ordinate  facilities  with  those  of  the  Department 
of  Education  so  that  schools  may  utilize  the  clinics 
in  helping  children  having  difficulty  in  school. 

5.  Co-ordinate  activities  with  those  of  the  Department 
of  Public  Welfare  in  order  to  prevent  duplication  of 
effort  by  social  workers  and  afford  better  follow-up 
of  patients. 

6.  The  entire  cost  of  these  clinics  would  be  approx- 
imately $50,000  per  year  which  is  very  small  in 
comparison  with  the  costly  manner  of  dealing  only 
with  juvenile  delinquency  at  this  time. 

7.  A broad  educational  program  dealing  with  mental 
hygiene  is  needed  to  gain  widespread  support  of  the 
above  objectives.  Each  physician  should  help  with 
the  formulation  of  such  a program. 

R.  D.  Bates, 

J.  B.  Stone, 

James  N.  Williams, 

E.  A.  Harper, 

Chas.  E.  Conrad, 

J.  M.  Bishop, 

L.  T.  Royster, 

Wm.  B.  McIlwaine, 

F.  D.  Wilson, 

Chairman. 

Report  of  the  Maternal  Welfare  Committee 

Your  Committee  met  January  15th  in  the  Academy  of 
Medicine  Building  for  the  following  purposes;  (1)  To 
review  progress  made  in  maternal  welfare  work  since 


our  last  meeting,  (2)  to  work  out  details  for  a study 
of  all  maternal  deaths,  (3)  to  discuss  proposed  maternity 
hospital  legislation,  and  (4)  to  prepare  any  reports  that 
might  be  thought  necessary  for  the  Council  of  the  Med- 
ical Society  of  Virginia  which  was  to  have  a meeting 
the  following  day. 

1.  Charts  prepared  by  the  State  Board  of  Health 
showed  that  there  was  a small  but  gradual  decline  in 
the  total  number  of  deliveries  by  midwives,  an  increase 
in  the  total  number  of  deliveries  by  physicians  and  a 
small  increase  in  the  number  of  hospital  deliveries. 
There  has  been  a gradual  decline  in  the  maternal  mor- 
tality rate  for  Virginia  since  1932.  It  was  pointed  out 
that  the  beginning  of  the  drop  in  maternal  mortality 
coincided  with  the  beginning  of  postgraduate  education 
in  obstetrics  by ‘Dr.  Lapham.  The  maternal  mortality 
rate  for  Virginia  is  now  five  per  1,000  live  births.  The 
number  of  prenatal  clinics  in  the  State  has  increased  from 
forty-nine  in  1937  to  seventy-four  in  1939.  The  number 
at  present  (May  31st)  is  eighty-four.  A bulletin  on 
“Prenatal  Care”,  which  was  prepared  by  the  State 
Health  Department  and  which  was  proof  read  and  ap- 
proved by  each  member  of  the  Committee,  was  dis- 
tributed. 

2.  After  some  discussion  it  was  decided  that  data 
concerning  each  maternal  death  should  be  gathered  by 
Drs.  A.  L.  Carson,  Jr.,  and  L.  L.  Shamburger  from  the 
State  Health  Department.  Charts  bearing  this  data,  but 
without  the  attendant’s  or  hospital’s  name,  are  to  be 
mailed  to  each  member  of  the  Committee  in  turn  and  at  a 
subsequent  meeting  the  notes  and  impressions  of  the 
members  are  to  be  studied,  with  a view  of  mapping 
out  the  work  of  the  Committee  for  the  future.  Two 
batches  of  these  reports  are  now  on  their  rounds. 

3.  Proposed  legislation  for  the  licensing  and  super- 
vision of  all  institutions  accepting  maternity  cases  was 
read  and  placed  before  the  Committee  for  discussion. 
That  there  was  a need  for  some  legislation  in  regard 
to  maternity  hospitals,  the  Committee  agreed.  The  de- 
tails and  phraseology  of  a proper  statute  was  quite  an- 
other matter.  Even  a suitable  definition  of  a maternity 
hospital  could  not  be  agreed  upon.  The  matter  was 
referred  to  a subcommittee  consisting  of  Dr.  T.  J.  Wil- 
liams and  Dr.  C.  J.  Andrews,  which  was  instructed  to 
make  the  necessary  changes  in  the  wording  and  fiave  it 
introduced  into  the  legislature.  The  bill  as  drafted  by 
the  subcommittee  has  since  been  passed  by  the  legislature. 

4.  No  reports  for  the  Council  of  the  Medical  Society  of 
Virginia  were  made  at  the  time.  The  Committee  re- 
quests that  the  same  appropriation  for  postage  and  in- 
cidentals be  made  next  year. 

C.  J.  Andrews, 

T.  J.  Williams, 

J.  A.  Owen, 

E.  B.  Kilby, 

C.  T.  Jones, 

A.  M.  Groseclose, 

M.  P.  Rucker, 

Chairman. 
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Report  of  Walter  Reed  Memorial  Commission 

The  Commission  wishes  to  report  that  Belroi,  the  birth- 
place of  Walter  Reed,  has  been  painted  during  the  past 
year  and  the  property  is  now  in  good  physical  condition. 
We  wish  the  Society  members  would  go  to  see  the  place 
when  in  the  neighborhood. 

We  would  like  a continuance  of  the  fire  insurance 
on  the  house  and  also  an  appropriation  of  $60,  or  as 
much  thereof  as  needed,  for  upkeep  of  the  property  dur- 
ing the  coming  year. 

J.  D.  Clements, 

James  W.  Smith, 

Clarence  Porter  Jones, 
Chairman. 

Report  of  the  Committee  to  Arrange  the  Medical 
Program  of  the  Virginia  Conference  of  Social 
Work 

The  chairman  of  this  Committee  was  notified  by  the 
President  of  the  Conference  of  Social  Work  that  the 
general  program  committee  had  decided  not  to  have  a 
special  program  for  the  Medical  Care  and  Public  Health 
Section,  but  asked  that  our  Committee  cooperate  with 
the  Committee  for  the  Mental  Hygiene  Section. 

In  response  to  this  request,  the  services  of  our  Com- 
mittee were  offered  to  the  Mental  Hygiene  Section.  Two 
members  of  our  Committee  were  asked  to  read  papers. 
Dr.  Fred  P.  Fletcher  was  unable  to  accept  his  assign- 
ment, and  arrangements  were  made  with  Dr.  P.  H. 
Drewry,  Jr.,  to  take  his  place.  Dr.  Drewry  read  an  ex- 
cellent paper  on  “The  Role  of  the  General  Practitioner 
in  Mental  Hygiene.”  The  chairman  presented  a paper 
on  “The  Role  of  the  Pediatrician  in  Mental  Hygiene.” 

C.  F.  Graham, 

W.  P.  Jackson, 

D.  C.  Wilson, 

Fred  P.  Fletcher, 

Basil  B.  Jones, 

Chairman 

Report  of  the  Pneumonia  Commission 

At  a meeting  of  the  Virginia  Pneumonia  Commission 
held  in  Richmond,  May  28,  1940,  a Pneumonia  Control 
Program  was  presented  by  the  State  Epidemiologist,  Dr. 
William  Grossman.  The  plan  was  developed  by  the 
State  Department  of  Health  and  will  be  instrumented  by 
funds  appropriated  by  the  General  Assembly  in  1940  and 
by  grants-in-aid  from  the  Federal  Government.  The 
Virginia  Pneumonia  Commission  not  only  endorses  this 
program  but  will  assist  in  carrying  it  out.  The  proposal 
approved  by  the  Commission  is  embodied  in  the  fol- 
lowing paragraphs  quoted  from  the  typewritten  state- 
ment of  Dr.  Grossman: 

The  cooperative  efforts  of  the  Pneumonia  Commission 
of  the  Medical  Society  of  Virginia,  the  Pneumonia  Con- 
trol Laboratories,  and  the  State  Department  of  Health  be- 
gun in  January,  1939,  though  unquestionably  contributing 
toward  the  earlier  diagnosis  and  the  institution  of  ade- 
quate therapy  in  many  cases,  have,  because  of  the  very 
limited  funds  previously  available,  been  definitely  re  ■ 
stricted  in  regard  to  the  services  which  could  be  provided. 


These  services  have  consisted  principally  in  the  pro- 
vision of  typing  facilities  and  the  establishment  of  serum 
depots  in  thirty-four  clinical  and  public  health  labora- 
tories located  in  strategic  points  throughout  the  State. 
An  appropriation  by  the  1940  General  Assembly  of  Vir- 
ginia of  $8,000  for  each  year  of  the  next  biennium  for  the 
control  of  pneumonia  and  the  allotment  of  additional 
Social  Security  funds  through  the  United  States  Public 
Health  Service  has  made  possible  the  formulation  of  a 
more  effective  program  in  Virginia. 

Arrangements  are  now  being  completed  for  the  in- 
auguration of  a program  designed  to  provide  more  ma- 
terial aid  to  the  medical  profession  in  reducing  pneu- 
monia mortality.  Specific  drugs  and  type  specific  sera 
will  be  furnished  without  cost  to  pneumonia  patients  who 
are  unable  to  pay  for  them.  Laboratory  services  which 
will  enable  more  prompt  and  accurate  diagnosis  and 
facilitate  adequate  care  and  treatment  of  medically  in- 
digent pneumonia  patients  will  also  be  provided  without 
charge.  These  facilities  will  be  available  at  the  request 
of  the  physicians  of  Virginia  and  their  requests  for  the 
services  and  medicaments  will  be  accepted  as  indicating 
that  the  patients  are  entitled  to  receive  them. 

Clinical  and  public  health  laboratories  which  meet  the 
standards  of  the  State  Department  of  Health  will  be 
designated  as  pneumonia  control  stations.  The  thirty- 
four  laboratories  at  present  cooperating  with  the  Depart- 
ment will  be  continued  and  additional  ones  will  be  estab- 
lished after  inspection  and  approval.  Their  selection  will 
be  determined  according  to  their  geographic  location  in 
relation  to  the  need  of  service  in  that  area.  In  cities 
maintaining  a full-time  health  department  the  services 
will  be  provided  through  the  local  public  health  labora- 
tory or  a clinical  laboratory  designated  by  the  local 
health  authorities. 

These  laboratories  will  perform  certain  essential  lab- 
oratory examinations  without  cost  to  the  patient  and  will 
be  reimbursed  by  the  State  Health  Department  in  accord- 
ance with  an  approved  fee  schedule.  They  will  also  serve 
as  depots  for  the  distribution  of  specific  drugs  and  sera. 

Containers  for  specimens  will  be  furnished  the  co- 
operating laboratories.  Blood  culture  bottles  will  be 
supplied  for  this  examination  and  blood  tubes  contain- 
ing sodium  oxalate  will  be  furnished  for  the  collection 
of  blood  for  hemogram  and  blood  sulfapyridine  determi- 
nation as  well  as  the  necessary  reagents  and  equipment 
for  this  latter  test.  The  State  Department  of  Health  will 
continue  to  provide  a fresh  supply  of  typing  sera  to  all 
control  stations.  Arrangements  will  be  made  to  provide 
training  for  technicians  in  the  performance  of  the  blood 
sulfapyridine  test. 

The  following  therapeutic  materials  will  be  furnished 
each  pneumonia  control  station  for  distribution  to  phy- 
sicians for  the  treatment  of  medicqlly  indigent  pneumonia 
patients: 

Therapeutic  Materials 
Sulfapyridine 

Sulfapyridine  will  be  furnished  for  all  cases  pro- 
visionally diagnosed  as  pneumonia.  Unless  a larger 
amount  is  requested  25  grams  will  be  issued  at  a time. 
The  drug  will  be  dispersed  in  gram  tablets  and 
in  gram  capsules. 

Antipneumococcic  Sera 

Antipneumococcic  serum  will  be  furnished  for  all 
cases  which  do  not  respond  promptly  (twenty-four- 
forty-eight  hours)  to  sulfapyridine,  or  in  which  the 
drug  is  otherwise  contraindicated  or  if  in  the  judg- 
ment of  the  physician  it  should  be  given  in  prefer- 
ence to  or  in  conjunction  with  the  drug,  provided  a 
type  diagnosis  has  been  made.  Sera  for  types  I,  II, 
V,  VII,  VIII,  and  XIV  will  be  stocked  at  all  pneu- 
monia stations.  Sera  for  the  other  types  will  be 
stocked  only  in  the  State  Health  Department,  Rich- 
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mond,  VOrginia,  but  will  be  available  for  delivery 
within  twenty-four  hours  at  all  times. 

The  record  forms  necessary  for  the  administration  and 
subsequent  appraisal  of  the  program  have  been  designed 
with  the  objective  of  making  them  as  simple  and  prac- 
tical as  is  consistent  with  the  information  necessary 
for  these  purposes.  The  field  records  are  three  in  number 
and  have  been  incorporated  on  cards  of  postal  card 
size.  The  request  card  is  to  be  used  by  physician  in 
securing  services  (therapeutic  or  laboratory)  for  his 
medically  indigent  pneumonia  patients  and  must  be  signed 
before  this  service  can  be  rendered.  The  reverse  side 
of  this  card  provides  space  for  the  laboratory  to  check 


State  Department  of  Health  twice  a month;  on  the  fif- 
teenth and  on  the  last  day  of  the  month.  The  cards 
are  not  to  be  forwarded  however  until  the  individual 
cases  have  either  terminated  clinically  or  if  this  is  not 
known,  until  two  weeks  have  elapsed  since  the  last  re- 
quest on  that  individual  was  received.  The  case  report 
card  is  to  be  executed  for  each  case  by  the  attending 
physician  and  the  reverse  side  is  addressed  to  the  State 
Department  of  Health  and  requires  no  postage  for  mail- 
ing. These  cards  are  illustrated  on  the  following  pages. 

The  cooperation  of  the  Pneumonia  Commission  with 
the  State  Health  Department  in  the  formulation  and 
execution  of  plans  for  the  pneumonia  program  has  been 


Request  Card 

Virginia  Dept, 
of  Health 

PHYSICIAN’S  REQUEST  CARD 

Pneumonia 

Control 

Name  of  Patient 

Address 

Laboratory  Examinations: 

Pneumococcus  Typing  □ 

Blood  Culture □ 

Hemoglobin  □ 

Red  Cell  Count □ 

White  Cell  Count O 

Differential  Count □ 

Urinalysis  Complete □ 

Urinalysis  -i-  Blood  Only □ 

Blood  Sulfapyridine □ 


The  examinations  and/or  materials 
pneumonia  patient  named  above. 


Therapeutic  Materials: 

Sulfapyridine  Tablets  (%  gm.) □ 

Sulfapyridine  Capsules  (i/l  gm.) — □ 
Antipneumococcic  Serum  (Horse) — □ 
Antipneumococcic  Serum  (Rabbit)  _□ 


This  side  to  be  completely  filled 
out  and  signed  by  attending  phy- 
sician. Check  desired  requests. 


are  for  the  care  of  the  indigent 


(Signed) 
C.  D.  Form  PNl 


.M.  D. 


(Physician  fills  out  this  side.  (PYont.) 

This  side  of  card  to  be  filled  out  by  physician  requesting  examinations  and/or  thera- 
peutic materials  and  presented  to  the  Pneumonia  Station.  Only  written  requests  on 
this  form  will  be  honored  and  a new  card  must  be  executed  each  time  a new  request 
is  made. 


THIS  SIDE  TO  BE  FILLED  IN  BY  PNEUMONIA  STATION 


Therapeutic  Materials : 

Sulfapyridine  

Tablets  □ 

Capsules  □ 

Serum  units 

Type  

Horse  □ Rabbit 

Lot  Number  


MATERIALS  ISSUED 

Containers : 

.gms. 

Sputum 

Blood 

Blood  Culture 
Urine 


Number 


A case  report  card  is  to  be  given 
with  each  new  patient  request. 


Date Issued  By 

Laboratory  

This  card  is  to  be  forwarded  by  the  Pneumonia  Station  to  the  State  Health  Dept. 
Richmond,  Va. 


Pneumonia  Station  fills  out  this  side  and  forwards  card  to  Virginia  Department 
of  Health  (Back). 

This  side  is  to  be  filled  in  by  the  Pneumonia  Station  if  containers  or  therapeutic  ma- 
terials are  issued.  If  laboratory  examinations  are  perfonned  a report  must  be  made 
on  the  “Report  of  Laboratory  Examinations  card  (C.  D.  Form  PN). 

Request  cards  are  to  be  forwarded  only  after  termination  of  the  case  or  if  this  is  not 
known,  after  two  weeks  have  elapsed  since  the  last  request  for  that  patient. 

Request  cards  and  laboratoi'y  reports  are  to  be  mailed  to  the  State  Department  of 
Health  twice  a month — on  the  fifteenth  and  the  last  day  of  the  month. 


the  materials  issued  in  compliance  with  the  physician’s 
request.  If  laboratory  tests  are  performed  a report  of 
these  tests  must  be  made  on  the  second  record  form  by 
the  laboratory  making  such  tests.  This  laboratory  re- 
port card  also  serves  as  a request  to  the  State  Health 
Department  for  reimbursement  for  the  examinations 
which  have  been  made.  All  request  cards  and  laboratory 
report  cards  are  forwarded  by  the  control  stations  to  the 


of  particular  value.  The  advice  and  assistance  of  the 
Commission  has  contributed  much  toward  the  promotion 
of  satisfactory  cooperation  and  mutual  understanding 
between  the  health  agencies  and  the  medical  profession. 
With  the  expansion  of  the  program  the  need  for  this  ad- 
visory committee  becomes  even  more  apparent.  In  ad- 
dition to  its  role  of  counsel,  it  is  believed  that  active 
participation  of  the  Commission  in  carrying  out  a pro- 
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Laboratory  Report  Card 


Virginia  Dept.  Pneumonia 

of  Health  REPORT  OF  LABORATORY  EXAMINATIONS  Control 


Laboratory 


Number 


Patient 


Physician 


DATE 

EXAMINATION 

RESULT 

C.  D.  Form  PN2 


Pneumonia  Station  fills  out  both  sides  of  this  card  and  forwards  to  Virginia 
Department  of  Health  (Front). 

One  card  for  each  individual  patient  is  filled  out  by  the  laboratory  showing  all  ex- 
aminations perfonned.  When  signed  by  the  director  of  the  laboratory  this  card  serves 
as  a request  for  payment  for  the  laboratory  services  rendered  the  patient. 

The  station  may  make  a duplicate  of  this  card  for  its  own  files,  or  may  keep  its  own 
records  according  to  whatever  system  it  wishes. 


DATE 

EXAMINATION 

RESULT 

Request  is  hereby  made  for  payment,  according  to  the  agreed  fee  schedule,  for 
the  examinations  shown  hereon  performed  without  charge  for  the  patient  named. 

(Signed) 

Director  of  Laboratory 


Approved Paid  by  Voucher  No.. 


Cases  are  to  be  forwarded  twice  a month — on  the  fifteenth  and  on  the  last 
day  of  the  month  (Back). 

The  report  of  laboratory  examinations  on  the  above  card  is  to  be  forwarded  to  the 
State  Health  Department  only  on  termination  of  the  clinical  case  or  if  this  is  not 
known  after  two  weeks  have  elapsed  since  the  last  request  on  that  patient.  All 
request  cards  for  that  patient  are  to  be  forwarded  at  the  same  time. 


fessional  informative  program  will  greatly  facilitate  the 
accomplishment  of  the  most  desirable  results  of  the  pneu- 
monia control  activities. 

The  principal  activities  of  the  Virginia  Pneumonia 
Control  program  are  incorporated  in  the  following  out- 
line : 

Major  Activities  of  the  Virginia  Pneumonia 
Control  Program 

Pneumonia  Commission  of  the  Medical  Society  of  Virginia 

(1)  To  serve  in  advisory  capacity  of  State  Health  De- 
partment in  the  formulation  of  plans  and  adminis- 
tration of  the  Pneumonia  Control  Program. 

(2)  Members  to  conduct  or  arrange  for  symposia  and 
formal  and  informal  presentations  on  pneumonia 
therapy  for  component  groups  of  the  Medical 
Society. 

(3)  To  prepare  information  for  distribution  to  the 
medical  profession  regarding  care  and  treatment 
of  pneumonia. 

Virginia  State  Department  of  Health 

(1)  Administer  pneumonia  program,  compile  statistics 


and  information  and  serve  in  consulting  capacity 
to  local  health  departments  and  other  agencies 
in  planning  and  administration  of  special  programs 
for  pneumonia  control. 

(2)  Inspect  and  approve  laboratories  serving  as  Pneu- 
monia Control  Stations. 

(3)  Provide  training  in  special  laboratory  procedures 
for  technicians  of  cooperating  laboratories. 

(4)  Furnish  sulfapyridine  and  specific  antipneumococclc 
sera  for  medically  indigent  cases  of  pneumonia. 

(5)  Reimburse  cooperating  laboratories  for  examina- 
tions performed  for  medically  indigent  cases  ac- 
cording to  fee  schedule. 

(6)  Furnish  necessary  containers,  reagents  and  ma- 
terials for  laboratory  examinations  for  pneumonia. 

(7)  Furnish  all  necessary  record  forms  for  the  execu- 
tion of  the  program. 

Pneumonia  Control  Stations 

(1)  Distribute  drugs  and  sera  for  treatment  of  med- 
ically indigent  pneumonia  cases  at  the  request  of 
physicians. 
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Case  Report  Card 


Virginia  Dept.  Pneumonia 

of  Health  PNEUMONIA  CASE  REPORT  Control 


Name  of  Patient  Age  Sex  Color 


Address 


County 


Diagnosis : 

Lobar  Pneumonia  □ 

Broncho 

Pneumonia  □ 

Other  □ 

Date  of  Onset : 

Case  Treated 

at: 

Home  O 

Hospital  □ 

Treatment : 

Sulfapyridine 

Total 

Grams 

Serum 

Total 

Units 

Outcome : 

Recovered  □ 

Died  □ 

Complications! 


Remarks : 


(Signed) 


JW.  D. 


C.  D.  Form  PN3 


Physician  Alls  out  this  side. 

This  side  to  be  filled  in  by  attending  physician  at  termination  of  clinical  course  of 
the  pneumonia  and  mailed  to  State  Department  of  Health. 

Physician  is  given  a report  card  by  the  Pneumonia  Station  for  each  new  patient 
request  made  to  laboratory. 


Postage 

No  Postage 

Will  be  Paid 

Stamp  Necessary 

by 

if  Mailed  in  the 

Addressee 

United  States 

BUSINESS  REPLY  CARD 

First  Class  Permit  No.  1380  (Sec.  510  P.  L.  & R.)  Richmond,  Va. 


State  Department  of  Health 

713  State  Office  Building 

Richmond,  Virginia 


(2)  Perform  specified  examinations  on  pneumonia  cases 
at  the  request  of  physicians. 

(3)  Distribute  case  report  cards  to  physicians  on  each 
new  patient  request. 

(4)  Report  all  disbursements  of  drugs,  sera,  and  sup- 
plies to  State  Health  Department. 

Physicians 

(1)  Make  written  requests  for  necessary  therapeutic 
materials  and/or  laboratory  examinations  for  med- 
ically indigent  cases  of  pneumonia. 

(2)  Fill  out  pneumonia  case  report  card  at  termina- 
tion of  case  and  forward  to  State  Health  Depart- 
ment. 

Pneumonia  Typing  Stations 


City  or  To<wn  County  Laboratory 

Abingdon  Washington  District  Laboratory 

Alexandria  Arlington  Alexandria  Hospital 

Arlington  Arlington  Arlington  County 

Health  Dept. 

Charlottesville  Albemarle  Univ.  of  Va.  Hospital 

Christiansburg — Montgomery New  Altamont  Hospital 


Clifton  Forge Alleghany  Clifton  Forge  Hospital 

Covington  Alleghany  Covington  General 

Hospital 

Danville  Pittsylvania Danville  City  Health 

Dept. 

Farmville  Prince  Edward.Southside  Community 

Hospital 

Franklin  Southampton Raiford  Hospital 

Fredericksburg  -Spotsylvania Mary  Washington 

Hospital 

Galax  Grayson  Galax  Hospital  and 

Clinic 

Harrisonburg Rockingham Rockingham  Memorial 

Hospital 

Kenbridge  Lunenburg Freeman,  Kendig  & 

Showalter  Clinic 

Lexington  Rockbridge  Jackson  Memorial 

Hospital 

Luray Page  District  Laboratory 

Lynchburg  Campbell  Lynchburg  City  Health 

Dept. 

Marion  Smyth  -Southwestern  State 

Hospital 
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Martinsville Henry  Shackelford  Hospital 

Nassawadox Northampton Northampton-Accomac 

Memorial  Hospital 


Newport  News_ 

Warwick 

Elizabeth  Buxton 
Hospital 

Norfolk 

Norfolk 

Norfolk  City  Health 
Dept. 

Norton 

Wise 

District  Laboratory 

Pennington  Gap  Xee 

Lee  General  Hospital 

Pulaski 

Pulaski  . . 

Pulaski  Hospital,  Inc. 

Richlands  _ 

Tazewell 

Mattie  Williams 
Hospital 

Richmond 

Henrico 

State  Laboratory 

Roanoke 

Roanoke 

Roanoke  City  Health 
Dept. 

South  Boston 

Halifax 

South  Boston  Hospital 

Staunton 

Augusta 

King’s  Daughters’ 
Hospital 

Suffolk 

Nansemond 

Lakeview  Hospital 

Suffolk 

Nansemond 

Virginia  Hospital 

Williamsburg 

-James  City 

Bell  Hospital 

Winchester 

Frederick 

Winchester  Memorial 

Hospital 

It  is  anticipated  that  the  administrative  and  field  work 


necessary  to  launch  this  plan  will  have  been  completed 
by  midsummer  and  it  is  expected  that  the  program  itself 
will  be  put  into  operation  during  the  month  of  Septem- 
ber. In  adopting  it,  Virginia  is  falling  in  line  with  such 
States  as  Massachusetts,  New  York  and  Pennsylvania. 
It  is  expected  that  the  mass  reduction  in  pneumonia  mor- 
tality which  has  been  observed  in  those  states  will 
now  become  one  of  the  contributions  of  the  medical 
profession  of  Virginia  and  the  State  Department  of 
Health  to  the  people  of  the  State. 

H.  B.  Mulholland, 

P.  S.  Smith, 

Harry  Walker, 

Geo.  B.  Lawson, 

Wyndham  B.  Blanton, 
Chairman. 

Report  of  Committee  to  Confer  with  State  Board 
of  Nurses’  Examiners 

The  Committee  has  no  report  to  make  as  the  Nurses’ 
Board  has  presented  no  matter  for  consideration. 

Joseph  T.  Buxton, 

C.  B.  Morton, 

Frank  S.  Johns, 

Elisha  Barksdale, 

W.  Lowndes  Peple, 

Chairman. 

Report  of  Committee  on  Syphilis  Control 
To  THE  Members  of  the  House  of  Delegates: 

The  syphilis  premarital  bill  passed  by  the  General  As- 
sembly and  becoming  effective  August  1,  1940,  includes 
a slight  change  from  the  proposal  presented  at  this 
gathering  last  year.  This  change  includes  the  provision 
that  if  any  person  having  syphilis  shall  marry,  such  per- 
son shall  be  required  to  take  treatment  as  long  as  neces- 
sary to  prevent  spread  of  the  disease  and  to  cure  the 
infection  as  shall  be  prescribed  by  the  State  Health  Com- 
missioner. This  change  was  accepted  by  the  members  of 
this  committee  and  by  the  State  Health  Department  after 


[July, 

discussions  with  representatives  of  several  State  groups. 

Since  the  premarital  law  is  somewhat  difficult  to  inter- 
pret, a brief  summary  of  its  provisions  is  given: 

It  requires  blood  tests  on  all  marriage  applicants. 

It  has  safeguards  to  protect  against  laboratory  mis- 
takes by  requiring  a positive  to  be  repeated  and  requir- 
ing a history  and  physical  examination  on  those  with 
positive  serology. 

It  will  give  all  marriage  license  applicants  an  oppor- 
tunity for  the  advice  of  a registered  physician. 

It  will  not  tend  to  increase  illegitimacy  in  Virginia  be- 
cause it  does  not  prohibit  marriage.  If  syphilis  exists  it 
requires  the  physician  to  inform  in  person  both  parties 
of  the  nature  of  the  disease  and  its  dangers. 

It  will  require  taking  treatment  by  those  marrying 
who  need  it. 

It  will  not  necessarily  increase  the  expense  of  marriage 
to  the  individual  because  all  health  officers  and  venereal 
disease  clinic  physicians  will  furnish  the  statements  with- 
out charge  to  those  unable  to  pay  a private  physician. 

It  will  tend  to  stop  Virginia  couples  going  to  other 
States  to  marry. 

In  addition  to  causing  a certain  waiting  period  before 
marriage,  this  law  will  cause  many  cases  of  syphilis  to 
be  disclosed  at  a time  that  is  most  important  to  find 
them. 

The  primary  considerations  in  this  law  are  the  educa- 
tional features.  Since  it  is  thought  to  represent  more 
exactly  the  physician’s  viewpoint  in  dealing  with  the 
syphilis  problem,  it  is  thought  proper  that  those  prac- 
ticing medicine  in  Virginia  do  all  they  can  to  make 
this  law  popular  by  accepting  and  observing  its  pro- 
visions without  complaint.  Help  keep  up  public  interest 
in  the  law  by  voicing  approval  and  speaking  of  the  ad- 
vantages and  benefits  it  confers.  If  you  run  into  some 
of  the  difficulties,  or  imperfections,  in  the  application  of 
this  law,  please  pass  your  criticisms  to  your  Syphilis  Con- 
trol Committee  so  that  they  may  plan  a remedy  in  future 
legislation. 

Dr.  Ennion  S.  Williams  worked  untiringly  and  efficient- 
ly to  get  this  law  perfected  and  passed.  The  value  of 
his  planning  and  diligence  in  working  over  two  years 
in  this  committee  (before  resigning  as  chairman)  and 
the  value  of  his  appearances  before  the  Committees  of 
the  General  Assembly,  entitles  him  to  full  credit  for  the 
successful  passage  of  this  bill  as  well  as  to  the  thanks 
of  this  body  and  the  medical  profession  of  our  State. 

This  committee  has  worked  with  the  State  Health  De- 
partment recently  in  preparing  a forthcoming  bulletin  for 
Statewide  distribution  on  the  Diagnosis  and  Treatment  of 
Syphilis. 

The  report  of  the  State  Health  Department’s  activities 
in  Syphilis  Control  work  for  the  year  will  be  included 
with  this  report  for  publication  with  the  minutes  of  this 
meeting.  This  delay  is  because  their  fiscal  year  ends  on 
July  1st. 

Dudley  C.  Smith, 

E.  E.  Barksdale, 

J.  W.  Love, 

Raymond  Kimbrough,  Chairman. 
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Report  of  Tuberculosis  Committee 

The  full  membership  was  present  at  a meeting  held 
on  March  4,  1940,  to  discuss  problems  of  interest  to 
this  Committee. 

The  tuberculosis  program  in  Virginia,  conducted  by 
the  official  and  volunteer  agencies,  has  shown  a marked 
expansion  since  the  Committee’s  last  report  in  July, 
1939. 

The  Seal  Sale  of  the  Virginia  Tuberculosis  Associa- 
tion for  the  year  1939  amounted  to  $122,608.05,  an  in- 
crease of  8 per  cent  over  the  previous  year.  This  or- 
ganization is  sponsoring  a complete  educational  program 
throughout  the  State. 

Virginia's  tuberculosis  death  rate  showed  a marked 
decrease  for  the  past  year.  In  1939  there  were  1,612* 
deaths  from  tuberculosis,  all  forms,  while  in  1938  there 
were  1,809  deaths  from  tuberculosis,  all  forms, — a de- 
crease of  197  deaths. 

Tuberculin  X-ray  Clinics 

The  two  mobile  X-ray  units,  each  staffed  by  a clinician, 
historian  and  technician,  will  reach  seventy-six  of  the 
one  hundred  counties  in  the  State  for  a week  or  more 
of  clinic  service  for  the  current  fiscal  year.  One  unit 
operates  in  the  Eastern  and  the  other  in  the  Western 
division  of  the  State.  These  clinics  are  largely  consulta- 
tive and  all  patients  are  referred  by  their  family  phy- 
sician. Approximately  10,000  persons  are  examined  an- 
nually. Chest  clinics  are  being  held  in  another  county 
once  every  three  months. 

The  building  program  at  the  State  Sanatoria  has  been 
completed.  The  white  beds  have  been  increased  by  180 


and  the  colored  by  115.  The  present  bed  capacity  is,  as 
follows : 

Catawba  420 

Blue  Ridge  370  (forty-bed  preventorium) 

Piedmont  265  (forty-bed  preventorium) 


Collapse  Therapy  Program 
Since  the  organization  of  the  collapse  therapy  pro- 

gram, eighteen  months  ago,  forty-eight  pneumothorax 
stations  are  being  operated  by  local  physicians  at  widely 
scattered  points  throughout  the  State.  At  the  present 
time,  430  patients  are  receiving  treatments  at  these  clinics. 

The  King's  Daughters’  Hospital,  Portsmouth,  has  been 
added  to  our  list  of  privately-owned  general  hospitals 
doing  chest  surgery.  The  following  operations  were 
done  in  these  hospitals  for  the  past  eight  months: 

83  patients 114  thoracoplasties 

4 patients 4 phrenics 

20  patients 20  pneumonolyses 

2 patients ( 2 bronchoscopic  examina- 

tions) 

109  Total  pts. 138  operations 

Collapse  therapy,  in  and  out  of  the  sanatoria,  has  done 
much  to  convert  positive  into  negative  sputums  and  has 
been  of  more  value  from  a public  health  standpoint 
than  any  other  procedure  in  the  control  of  tuberculosis 
in  Virginia. 

*These  figures  are  provisional. 


Special  Studies 

Paper  films,  developed  by  Powers  X-ray  Products 
Company,  Inc.,  were  used  in  the  following  institutions 
during  the  past  eight  months: 

Farmville  State  Teachers  College,  Farmville. 

Roanoke  Tuberculosis  Association,  Roanoke. 

Randolph-Macon  College,  Ashland. 

Mary  Washington  College,  Fredericksburg. 

Hollins  College,  Roanoke. 

A schedule  has  been  made  out  for  additional  surveys 
for  the  remainder  of  this  fiscal  year. 

It  is  of  interest  to  know  that  thirty-one  of  the  forty- 
nine  roentgenologists  making  a comparative  study  of 
paper  and  celluloid  films  for  the  Air  Hygiene  Founda- 
tion of  America  conclude  that  this  method  is  satisfactory 
for  preliminary  surveys  of  large  groups  of  individuals. 

Tuberculosis  Committees  in  Local  Medical  Societies 

At  the  suggestion  of  the  Committee  for  the  Advance- 
ment of  Tuberculosis  in  Medicine  of  the  American  Col- 
lege of  Chest  Physicians,  an  effort  will  be  made  to  set  up 
a committee  in  all  of  the  district  medical  societies  in  the 
State. 

Nurses’  Training  Schools 

We  are  of  the  opinion  that  the  teaching  of  tuberculosis 
in  nurses’  training  schools  is  inadequate.  The  Com- 
mittee proposes  to  prepare  and  furnish  a text  on  tuber- 
culosis to  all  training  schools  in  the  State  that  would 
like  to  have  this  book. 

Postgraduate 

It  was  decided  to  have  another  round-table  X-ray  con- 
ference at  the  forthcoming  joint  meeting  of  the  State 
Medical  Society  with  West  Virginia.  Plans  are  being 
formulated  for  postgraduate  group  meetings  at  the  State 
Sanatoria  during  the  summer.  These  meetings  will  be 
arranged  by  the  Sanatoria  staffs  for  men  operating  pneu- 
mothorax stations,  and  any  other  physicians  that  wish 
to  attend. 

Public  Schools 

There  has  been  considerable  interest  during  the  past 
year  among  local  school  boards  and  P.T.A.  in  regard 
to  X-raying  the  chests  of  all  public  school  teachers.  Sev- 
eral counties  already  require  this  examination  before 
teachers  are  accepted.  It  is  interesting  to  note  that  four 
of  the  State  normal  schools  have  X-rayed  their  student 
body  during  the  past  year. 

Recommendations  of  the  Committee 

1.  The  Committee  recommends  that  all  public  school 
teachers  have  chest  X-rays  made  before  being  employed 
to  teach  in  the  public  schools  of  Virginia. 

2.  There  is  a definite  need  for  more  beds  for  negro 
patients.  The  addition  to  Piedmont  Sanatorium  is  only 
partially  taking  care  of  the  presenting  waiting  list. 

3.  That  an  effort  be  made  to  improve  the  instruction 
of  tuberculosis  in  training  schools  in  the  State. 

4.  Postgraduate  instruction  be  arranged  at  Sanatoria. 

Respectfully  submitted: 

Dean  B.  Cole, 

Frank  B.  Stafford, 

Edgar'  C.  Harper,  Chairman. 
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Report  of  the  Advisory  Committee  to  the  State 
Health  Department 

This  Committee  has  had  no  meeting  since  it  has  not 
been  called  upon  by  the  State  Health  Department.  The 
chairman,  however,  has  corresponded  with  the  members 
of  his  Committee  and  saw  the  State  Health  Commissioner 
personally  last  November. 

W.  O.  Bailey, 

W.  P.  Gilmer, 

C.  H.  Peterson, 

P.  Q.  Daniel 
J.  M.  Lynch, 

E.  G.  Scott, 

Chairman. 

Report  of  the  Cancer  Committee  to  the  House  of 
Delegates 

The  Cancer  Committee  has  had  four  meetings  during 
the  current  year,  for  the  purpose  of  further  coordinating 
the  campaign  against  cancer  in  Virginia.  Under  its 
guidance  the  Virginia  Cancer  Foundation  in  affiliation 
with  the  American  Society  for  the  Control  of  Cancer 
has  now  become  the  sole  lay  body  dealing  with  cancer 
problems  in  Virginia.  The  place  of  the  medical  profes- 
sion as  the  controlling  factor^in  any  campaign  against 
cancer  is  thoroughly  recognized  by  the  Virginia  Cancer 
Foundation.  The  connection  between  this  Committee 
and  the  Virginia  Cancer  Foundation  has  become  suffi- 
ciently close  to  insure  continuation  of  the  influence  of  the 
Medical  Society  of  Virginia  in  this  work. 

No  additional  Tumor  Clinics  for  the  care  of  indigent 
cancer  patients  have  been  certificated  by  this  Committee 
during  the  past  year. 

This  Committee  desires  to  present  to  the  membership 
of  the  House  of  Delegates  the  importance  of  local  cancer 
committees  in  each  of  the  component  societies  of  the  State. 
In  the  work  for  indigent  cancer  patients  and  in  the  edu- 
cational campaign  which  are  carried  on  by  the  Virginia 
Cancer  Foundation,  such  local  committees  to  which  prob- 
lems can  be  referred  and  from  which  local  speakers  may 
be  obtained  will  prove  of  great  help.  Up  to  the  present 
date,  only  a fraction  of  the  component  societies  of  the 
Medical  Society  of  Virginia  have  appointed  such  com- 
mittees. 

A meeting  of  this  Committee  will  be  held  prior  to  the 
meeting  of  the  House  of  Delegates  and  a supplemental 
report  will  be  prepared. 

The  chairman  desires  herein  to  express  his  appreciation 
to  the  membership  of  the  Committee  for  arduous  work 
an'd  loyal  support  during  the  past  year. 

Edwin  P.  Lehman, 

Chairman. 

Report  of  the  Committee  on  Industrial  Health 
To  THE  Members  of  the  House  of  Delegates: 

The  Committee  on  Industrial  Health  of  the  Medical  So- 
ciety of  Virginia  has  had  one  meeting  during  the  year 
and  has  carried  on  some  correspondence. 

We  have  succeeded  in  getting  the  American  Medical 


Association’s  Council  on  Industrial  Health  to  put  on  its 
own  exhibit  at  the  joint  meeting  at  White  Sulphur 
Springs  on  July  29,  30,  and  31,  and  we  helped  to  get 
Dr.  Carl  M.  Peterson,  secretary  of  the  Council  on  In- 
dustrial Health  of  the  American  Medical  Association, 
a fifteen-minute  period  on  the  program  at  White  Sulphur. 

Due  to  a better  understanding  of  the  value  of  indus- 
trial medicine  as  an  adult  health  program  by  member- 
ship on  this  committee,  teaching  of  the  industrial  medi- 
cine and  health  has  been  considerably  increased  in  the 
Medical  College  of  Virginia  over  the  last  year.  In 
addition  to  the  hours  given  to  industrial  hygiene  in  the 
curriculum,  five  of  the  senior  medical  students  elected 
industrial  health  as  their  month’s  elective  study.  This 
made  the  equivalent  of  one-eighth  of  the  senior  medical 
year  for  these  five  students  devoted  entirely  to  industrial 
health  and  medicine. 

In  addition  to  this,  the  interest  in  industrial  medicine 
and  health  has  developed  to  the  point  that  the  Virginia 
Manufacturers  Association  and  the  Richmond  Chamber 
of  Commerce  are  uniting  with  the  Medical  College  of 
Virginia  in  cooperation  with  the  Department  of  Clinical 
and  Medical  Education  of  the  Medical  Society  of  Vir- 
ginia, in  putting  on  a symposium  on  industrial  health 
on  September  12  and  13,  1940,  in  the  Baruch  Auditorium 
in  the  Medical  College  of  Virginia.  This  program  is 
now  made  up  and  includes  some  of  the  leading  industrial 
hygienists  and  surgeons  in  the  country. 

At  the  invitation  of  the  secretary  of  the  Council,  the 
chairman  of  the  Committee  attended  the  recent  meeting 
of  the  American  Medical  Association’s  Council  on  In- 
dustrial Health  and  took  part  in  the  round-table  discus- 
sion on  functions  and  organizations  of  industrial  health 
committees  in  the  State  medical  societies.  A number 
of  the  other  State  societies  were  represented. 

The  Committee  has  felt  that  with  only  three  members, 
as  we  have  had  since  its  organization  two  years  ago, 
it  is  too  limited  to  reach  the  profession  as  it  should  be 
reached.  The  Committee,  therefore,  recommends  to  the 
Medical  Society  of  Virginia  that  in  the  future  ap- 
pointments to  the  Committee  should  be  governed  by  the 
selection  of  one  or  more  representatives  from  each  of  the 
following  groups : 

1.  Industrial  medical  practice. 

2.  Private  practice. 

3.  State  Health  Department. 

4.  State  Industrial  Commission. 

5.  A physician  from  the  industrial  insurance  companies 

operating  in  Virginia. 

6.  A physician  selected  by  the  Virginia  Manufacturers 

Association. 

7.  A medical  faculty  member  from  each  of  the  medical 
colleges. 

Respectfully  submitted, 

C.  B.  Bowyer, 

H.  T.  Hawkins, 

F.  J.  Wampler, 

Chairman. 
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Report  of  Delegates  to  the  American  Medical 
Association 

New  York  City,  June  10-14,  1940 

Your  delegates.  Dr.  Wright  Clarkson,  Dr.  Walter 
Martin,  and  Dr.  Carrington  Williams  attended  all  of 
the  sessions  of  the  House  of  Delegates  at  the  meeting 
in  New  York.  It  was  announced  that  the  attend- 
ance at  this  meeting  exceeded  all  others  and  was 
in  excess  of  12,000  before  the  final  day.  The  scientific 
sessions  were  well  attended  and  the  scientific  exhibits 
were  of  very  high  class  and  attracted  large  crowds.  The 
meetings  of  the  House  of  Delegates  were  also  well  at- 
tended and  there  was  almost  complete  unanimity  of 
opinion.  Several  matters  of  great  importance  were  con- 
sidered. 

The  first  had  to  do  with  the  bill  which  has  passed 
the  United  States  Senate  and  is  now  pending  in  the 
House  concerning  appropriations  for  hospital  construction. 
This  plan  was  endorsed  by  the  officers  and  committee 
of  the  American  Medical  Association  but,  since  this  en- 
dorsement, has  been  very  materially  changed.  The 
changes  which  are  now  included  in  the  present  bill  and 
which  are  not  approved  by  the  American  Medical  As- 
sociation are: 

That  the  hospital  has  been  defined  to  include  diagnostic 
and  treatment  centers  and  the  program  has  been  extended 
to  five  years  insteaxl  of  one,  while  the  Board  which  is 
to  consist  of  physicians  is  authorized  for  only  one  year. 
$10,000,000  has  been  appropriated  for  one  year  and 
$66,000,000  is  contemplated  for  the  five-year  period.  The 
hospitals  consist  of  100  beds  and  it  is  planned  to  build 
them  for  $150,000.  They  are  expected  to  be  placed  where 
need  exists  and  where  the  community  can  show  evidence 
of  ability  to  support  the  hospital  after  it  is  constructed. 
The  locations  must  be  approved  by  the  above  mentioned 
Board,  the  United  States  Public  Health  Service,  the  State 
Health  Commissioner,  and  responsible  local  people.  The 
title  of  these  hospitals  is  to  remain  in  the  United  States 
Government.  The  House  of  Delegates  recommends  that 
the  State  Associations  notify  their  representatives  in  Con- 
gress of  the  differences  in  the  bill  as  it  now  exists  from 
the  one  approved  by  the  A.  M.  A.  The  State  Society  is 
asked  to  appoint  a committee  to  cooperate  with  the 
Health  Commissioner  in  locating  these  hospitals.  The 
delegates  recommend  the  present  Advisory  Committee  to 
the  Health  Commissioner  for  assisting  in  this  duty. 

The  most  important  item  of  business  was  the  question 
of  cooperation  of  the  medical  profession  with  the  Gov- 
ernment in  their  efforts  for  military  preparedness.  Colonel 
Dunham,  the  representative  of  the  United  States  Army 
Medical  Corps  in  the  House  of  Delegates,  states  that  the 
Board  of  Trustees  had  previously  offered  to  the  Govern- 
ment the  full  facilities  and  records  of  the  American  Med- 
ical .■\ssociation.  The  House  of  Delegates  approved  a 
motion  appointing  a committee  of  ten  members  of  the 
H'^use  of  Delegates  and  five  officers  to  cooperate  with 
military  and  naval  authorities  in  (1)  classifying  and 
recording  physicians  as  to  their  specialities,  ability,  and 
w’illingness  to  serve,  and  (2)  in  calling  on  physicians  for 


active  service  when  the  time  arrives.  It  was  stated  that 
in  Canada  90  per  cent  of  the  physicians  volunteered  for 
various  types  of  service  in  the  military  establishment  of 
Canada.  Another  motion  was  passed  calling  on  the 
State  Societies  to  stimulate  local  societies  to  formulate 
plans  to  protect  the  practice  and  incomes  of  physicians 
who  enter  the  military  service  both  for  periods  of  train- 
ing and  for  active  service.  The  importance  of  the  whole 
matter  of  military  preparedness  needs  no  further  elabora- 
tion in  this  report. 

A reapportionment  of  delegates  was  made  whereby 
in  the  future  one  delegate  will  be  allowed  to  the  State 
Society  for  each  930  members.  This  will  result  in  the 
loss  of  one  delegate  from  our  State  Society. 

San  Francisco,  California,  was  selected  as  the  place 
of  meeting  for  1943.  Previous  selections  are  Atlantic 
City,  N.  J.,  for  1942,  and  Cleveland,  Ohio,  for  1941. 

Dr.  Frank  Lahey,  of  Boston,  Mass.,  was  elected  Presi- 
dent-elect. 

The  State  associations  were  urged  to  take  measures  to 
acquaint  themselves  and  their  local  societies  with  the 
activities  of  the  American  Medical  Association. 

Respectfully  submitted, 

Wright  Clarkson, 

Walter  B.  Martin, 

Carrington  Williams, 
Delegates. 

Report  of  Delegates  to  Virginia  State-Wide 
Safety  Conference 

The  medical  division  of  the  State-Wide  Safety  Con- 
ference was  limited  to  the  Coal  Mining  Section  in  which 
a paper  was  presented  by  the  Honorable  W.  H.  Nicholas 
of  the  Industrial  Commission  of  Virginia.  This  was  fol- 
lowed by  a discussion  of  Industrial  Accidents  and  Re- 
habilitation by  Dr.  Roy  M.  Hoover,  of  Roanoke,  Va. 
In  this  discussion  emphasis  was  placed  upon  the  facts 
that  our  industrial  accident  cases  are  potential  rehabili- 
tation cases.  Early,  thorough,  adequate  treatment  was 
emphasized,  with  the  necessity  of  the  early  return  to 
selective  adapted  work.  This  paper  was  followed  by 
Mr.  W.  K.  Barnett,  of  the  State  Rehabilitation  Commis- 
sion, who  placed  special  emphasis  on  the  desirability 
of  industrial  plants  and  crafts  rehabilitating  their  own 
injured  cases  in  lines  of  the  work  which  are  satisfactory'. 

W.  R.  Whitman, 

Jno.  F.  Cadden, 

Roy  M.  Hoover. 

Report  of  Representative  to  Virginia  Welfare 
Council 

As  delegate  to  the  Virginia  Welfare  Council,  I beg 
to  submit  the  following  report: 

The  Virginia  Welfare  Council  held  its  annual  meet- 
ing Thursday,  April  18,  1940,  at  Roanoke,  in  conjunction 
with  the  Fortieth  .Annual  Meeting  of  the  Virginia  Con- 
ference of  Social  Work.  The  program,  while  very  short, 
was  well  attended. 

.At  the  morning  session  a paper,  “Next  Steps  in  Social 
Legislation  in  Virginia,”  was  read  by  James  W.  Phillips, 
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Assistant  Commissioner  of  the  State  Department  of  Public 
Welfare,  and  then  discussed  by  the  following: 

Dr.  William  H.  Stauffer,  Commissioner,  State  De- 
partment of  Public  Welfare; 

L.  L.  Watts,  Executive  Secretary,  Virginia  Commis- 
sion for  the  Blind  ; 

W.  L.  Painter,  Director,  Children’s  Bureau,  State  De- 
partment of  Public  V’elfare;  and 

F.  D.  Preston,  General  Secretary,  Children’s  Home 
Society  of  Virginia. 

In  the  afternoon  papers  on  “Mental  Hygiene”  were 
read  by  Dr.  H.  C.  Henry,  Director  of  State  Hospitals, 
and  Dr.  James  P.  King,  St.  Albans  Sanatorium,  Radford. 
“Probation,  Parole,  and  Jail  Reform”  was  then  discussed 
by  Honorable  John  B.  Spiers,  member  of  the  House  of 
Delegates,  and  Honorable  Aubrey  E.  Strode,  judge  of  the 
Lynchburg  Corporation  Court. 

The  session  closed  in  the  evening  with  an  address 
on  “Social  Aspects  of  the  Crime  Problem,”  by  Honorable 
James  V.  Bennett,  Director  of  the  Federal  Bureau  of 
Prisons  in  Washington. 

I hav'e  but  one  recommendation  to  make  in  this  matter— 
that  we  continue  to  send  a delegate  to  the  Virginia  Wel- 
fare Council. 

F.  P.  Fletcher,  M.  D. 

Report  of  Delegates  to  the  Decennial  Meeting  of 
the  U.  S.  Pharmacopeial  Convention 
On  May  14  and  15  the  decennial  meeting  of  the 
United  States  Pharmacopeial  Convention  met  in  Wash- 
ington, D.  C.,  to  lay  plans  and  elect  responsible  officers 
and  committeemen  in  preparation  for  the  twelfth  revision 
of  the  Pharmacopeia. 

Some  500  delegates  were  in  attendance  representing 
the  medical,  dental,  pharmacy,  and  related  sciences. 
The  Medical  Society  of  Virginia  was  represented  by 
Drs.  J.  A.  Waddell,  H.  W.  Miller,  and  H.  B.  Haag,  ap- 
pointed by  President  Hugh  Trout.  Dr.  Waddell  was 
elected  the  voting  member  for  the  delegation.  Unfor- 
tunately, although  each  of  our  two  medical  schools  was 
allowed  three  delegates  (and  as  many  alternates)  only 
one  of  these  representatives.  Dr.  R.  J.  Main,  was  present 
at  roll  call. 

The  meetings  were  highly  indicative  of  renewed  in- 
terest in  the  Pharmacopeia,  particularly  by  the  medical 
group.  As  a result  of  considerable  constructive  thought 
by  both  the  medical  and  pharmacy  interests,  many  of  the 
outmoded,  cumbersome  and  sometimes  unrepresentative 
practices  of  the  Convention  were  proposed  for  discard 
in  favor  of  a more  progressive  and  equitable  program. 
Unless  signs  mean  nothing,  the  Pharmacopeia  promises  to 
become  a much  more  useful,  practical  and  important  book 
to  the  physician  than  it  has  been. 

Dr.  Walter  A.  Bastedo,  President  of  the  Convention, 
presided  over  the  official  meetings  in  a most  masterful 
and  gracious  manner.  He  was  succeeded  in  office  by  Dr. 
C.  W.  Edmunds,  Professor  of  Pharmacology  in  the  Uni- 
versity of  Michigan.  The  Board  of  Trustees  will  con- 
sist of  Dr.  E.  F.  Kelley,  Secretary  of  the  American 
Pharmaceutical  Association,  Dr.  E.  C.  Little,  Dean, 
Rutgers  School  of  Pharmacy,  R.  L.  Swain,  editor  of  Drug 


Topics  and  Drug  Trade  Nc’ics,  Dr.  W.  A.  Bastedo  and 
Dr.  Morris  Fishbein,  editor  of  the  Journal  of  the  Amer- 
ican Medical  Association. 

The  Revision  Committee,  upon  the  members  of  which 
rests  the  major  responsibilit}'  of  performing  the  actual 
work  of  revising  the  Pharmacopeia,  was  elected  consist- 
ing of  fifty  members,  one-third  being  representatives 
from  the  medical  group  and  two-thirds  from  the  pharma- 
ceutical representatives.  The  personnel  of  this  Commit- 
tee is  as  follows: 

Dr.  Henry  G.  Barbour,  New  Haven,  Conn. 

Dr.  Walter  A.  Bastedo,  New  York,  N.  Y. 

George  D.  Beal,  Ph.D.,  Pittsburgh,  Pa. 

Francis  E.  Bibbins,  B.S.,  Indianapolis,  Ind. 

Dr.  Charles  L.  Brown,  Merion  Station,  Pa. 

Joseph  B.  Burt,  Ph.D.,  Lincoln,  Nebr. 

Dr.  William  B.  Castle,  Boston,  Mass. 

Clifford  W.  Chapman,  Ph.D.,  Baltimore,  Md. 

Bernard  V.  Christensen,  Ph.D.,  Columbus,  Ohio. 

E.  Fullerton  Cook,  Pharm.  M.,  Philadelphia,  Pa. 

Dr.  Arthur  C.  DeGraff,  New  York,  N.  Y. 

Dr.  Marion  S.  Dooley,  Syracuse,  N.  Y. 

Dr.  Carl  A.  Dragstedt,  Chicago,  111. 

J.  Leon  Lascoff,  Pharm.  D.,  New  York,  N.  Y. 

Charles  O.  Lee,  Ph.D.,  Lafayette,  Ind. 

Asa  B.  Lemon,  Pharm.  D.,  Buffalo,  N.  Y. 

Dr.  Perrin  H.  Long,  Baltimore,  Md. 

Dr.  Eli  K.  Marshall,  Jr.,  Baltimore,  Md. 

Dr.  George  W.  McCoy,  New  Orleans,  La. 

Dr.  Walter  L.  Mendenhall,  Boston,  Mass. 

Hugh  C.  Muldoon,  Sc.D.,  Pittsburgh,  Pa. 

Dr.  Erwin  E.  Nelson,  New  Orleans,  La. 

E.  L.  Newcomb,  Pharm.  M.,  New  York,  N.  Y. 

Charles  Leonard  O’Connell,  Pharm.  D.,  Pittsburgh,  Pa. 
Justin  L.  Powers,  Ph.D.,  Washington,  D.  C. 

Andrew  G.  DuMez,  Ph.D.,  Baltimore,  Md. 

Robert  P.  Fischelis,  Pharm.  D.,  Trenton,  N.  J. 

Perry  A Foote,  Ph.D.,  Gainesville,  Fla. 

Dr.  Harry  Gold,  New  York,  N.  Y. 

Forest  J.  Goodrich,  Ph.D.,  Seattle,  Wash. 

Lloyd  E.  Harris,  Ph.D.,  Norman,  Okla. 

Thomas  J.  Hill,  D.D.S.,  Cleveland,  Ohio. 

M.  L.  Jacobs,  Ph.D.,  Chapel  Hill,  N.  C. 

Glenn  L.  Jenkins,  Ph.D.,  Minneapolis,  Minn. 

Charles  B.  Jordan,  D.Sc.,  Lafayette,  Ind. 

John  C.  Krantz,  Jr.,  Ph.D.,  Baltimore,  Md. 

Henry  A.  Langenham,  Ph.D.,  Mercer  Island,  Wash. 

J.  Allen  Reese,  Ph.D.,  Richmond,  Va. 

Leon  W.  Richards,  Ph.D.,  Missoula,  Mont. 

George  C.  Schicks,  Ph.C.,  Upper  Montclair,  N.  J. 

Carl  L.  A.  Schmidt,  Ph.D.,  Berkeley,  Calif. 

A.  John  Schwarz,  Ph.D.,  Memphis,  Tenn. 

Leonard  A.  Seltzer,  Sc.D.,  Detroit,  Mich. 

Dr.  Virgil  E.  Simpson,  Louisville,  Ky. 

Dr.  Isaac  Starr,  Philadelphia,  Pa. 

Frank  O.  Taylor,  Ph.C.,  Detroit,  Mich. 

Dr.  Soma  Weiss,  Boston,  Mass. 

Elmer  H.  Wirth,  Ph.D.,  Chicago,  111. 

Heber  W.  Youngken,  Sc.D.,  Boston,  Mass. 

Louis  C.  Zopf,  Ph.G.,  Iowa  City,  Iowa. 

Editorially  the  J.A.M.A.  (114,  2116,  1940)  very  well 
summarizes  the  impressions  gathered  by  the  delegates 
relative  to  the  significance  of  this  convention  when  it 
states:  “The  Pharmacopoeial  Convention  of  1940  repre- 
sents the  fruitful  union  of  the  most  progressive  elements 
of  both  medicine  and  pharmacy  and  should  result  in  the 
production  of  the  best  pharmacopeia  in  the  world.’’ 

J.  A.  Waddell, 

H.  W.  Miller, 

H.  B.  Haag,  Delegates. 
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PROGRAM 

(PRELIMINARY) 

JOINT  MEETING 

MEDICAL  SOCIETY  OF  VIRGINIA 

and 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

July  29,  30  and  31,  1940 


WHITE  SULPHUR  SPRINGS,  WEST  VIRGINIA 

Headquarters — Greenbrier  Hotel 


GENERAL  SCIENTIFIC  ASSEMBLY 
Auditorium,  Greenbrier  Hotel 
Monday  Morning,  July  29 
9:30  A.  M. 

Presiding;  Dr.  Hugh  H.  Trout,  President,  Medical 
Society  of  Virginia.  Dr.  Frank  V.  Langfitt, 
President,  West  Virginia  State  Medical  Associa- 
tion. 

SCIENTIFIC  PROGRAM 

“Management  of  Urinary  Infections  in  Childhood.” 
Dr.  R.alph  M.  Tyson,  Philadelphia,  Pa. 
Discussion: 

Dr.  Russell  Bond,  Wheeling,  W.  Va. 

Dr.  W.  W.  Waddell,  Jr.,  University,  Va. 

“The  Orthopedic  Treatment  of  Arthritis.” 

Dr.  George  E.  Bennett,  Baltimore,  Md. 
Discussion  : 

Dr.  Justus  C.  Pickett,  Morgantown,  W.  Va. 

Dr.  H.  H.  Wescott,  Roanoke,  Va. 

“The  A.M.A.  Bureau  of  Industrial  Health.” 

Dr.  C.  M.  Peterson,  Director,  Chicago,  111. 

“Lesions  of  the  Small  Bowel.” 

Dr.  Ross  Golden,  New  York,  N.  Y. 

Discussion : 

Dr.  J.  E.  Wilson,  Clarksburg,  W.  Va. 

Dr.  Vincent  W.  Archer,  University,  Va. 

Monday  Afternoon,  July  29 
2:30  to  4:30  P.  M. 

Round  Table  on  Pediatrics  with  Dr.  Ralph  M. 
Tyson. 

Round  Table  on  Industrial  Medicine  with  Dr. 

George  E.  Bennett  and  Dr.  C.  M.  Peterson. 
Round  Table  on  Radiology  with  Dr.  Ross  Golden. 


Monday  Afternoon,  July  29 
4:30  to  6:30  P.  M. 

^Meetings  of  the  House  of  Delegates  of 
both  Societies. 

Tuesday  Morning,  July  30 
9:30  A.  M. 

“The  Patient  Who  Is  Always  Complaining.” 

Dr.  Walter  Alv.arez,  Rochester,  Minnesota. 
Discussion : 

Dr.  J.  Morrison  Hutcheson,  Richmond,  Va. 

Dr.  John  P.  Helmick,  Eairmont,  W.  Va. 

“Sinus  Therapy.” 

Dr.  Wesley  C.  Bowers,  New  Y’ork  City,  N.  Y. 
Discussion : 

Dr.  Erancis  H.  McGovern,  Danville,  Va. 

Dr.  William  E.  Beckner,  Huntington,  W.  Va. 

“The  Eemale  Bladder.” 

Dr.  a.  I.  Eolsom,  Dallas,  Te.xas. 

Discussion  : 

Dr.  Herbert  Wolff,  Alexandria,  Va. 

Dr.  W.  L.  Haltom,  Martinsburg,  W.  Va. 

Tuesday  Afternoon,  July  30 
2:30  P.  M. 

Or.atton  on  Medicine. 

Dr.  Paul  Dudley  White,  Boston,  Mass. 

Tuesday  Afternoon,  July  30 
3:00  P.  M. 

Round  Table  on  Internal  Medicine  with  Dr.  Alvarez. 
Round  Table  on  Eye,  Ear,  Nose  and  Throat  with 
Dr.  Bowers. 

Round  Table  on  ITology  with  Dr.  Eolsom. 
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Tuesday  Evening,  July  30 
8:30  P.M. 

Presidential  Addresses. 

Dr.  Frank  V.  Langeitt,  Clarksburg,  W.  Va. 
Dr.  Hugh  H.  Trout,  Roanoke,  Va. 


(The  House  of  Delegates  of  both  societies  will  meet 
immediately  following  the  Presidential  Addresses.) 

Wednesday  Morning,  July  31 
9:30  A.  M. 

“The  Delayed  Treatment  of  Appendicitis.” 

Dr.  Harvey  B.  Stone,  Baltimore,  IMd. 
Discussion : 

Dr.  Robert  King  Buford,  Charleston,  W.  Va. 
Dr.  J.  Bolling  Jones,  Petersburg,  Va. 

“The  Treatment  of  Delirium.” 

Dr.  Karl  M.  Bowman,  New  York,  N.  Y. 
Discussion  : 

Dr.  Joseph  R.  Blalock,  Marion,  Va. 

Dr.  Archer  -A.  Wilson,  Charleston,  W.  Va. 

“The  Treatment  of  Pernicious  Vomiting.” 

Dr.  Frederick  C.  Irving,  Boston,  Mass. 
Discussion : 

Dr.  E.  Newton  DuPuy,  Beckley,  W.  Va. 

Dr.  C.  J.  Andrews,  Norfolk,  Va. 

Wednesday  Afternoon,  July  31 
2:30  P.  M. 

Oration  on  Surgery. 

Dr.  Irvin  Abell,  Louisville,  Ky. 

Wednesday  Afternoon,  July  31 
3:00  P.  M. 

Round  Table  on  Surgery  with  Dr.  Harvey  B.  Stone 
and  Dr.  Irvin  Abell. 

Round  Table  on  Heart  with  Dr.  Paul  White. 

Round  Table  on  Obstetrics  with  Dr.  Frederick  C. 
Irving. 

Wednesday  Evening,  July  31 
6:00  P.  M. 

Cocktail  party  honoring  Governor  James  H.  Price 
of  Virginia,  Governor  Homer  A.  Holt  of  West  Vir- 
ginia, and  United  States  Senator  Harry  Flood  Byrd, 
Virginia. 

Followed  by 

-Annual  Convention  Banquet  and  Dance. 


Guests  of  Honor 

Irving  Abell,  M.  D.,  Louisville,  Kentucky;  Past  Presi- 
dent American  Medical  Association;  Clinical  Pro- 
fessor of  Surgery,  University  of  Louisville  School 
of  Medicine. 


[July, 

Walter  Alvarez,  M.  D.,  Rochester,  Minnesota;  Mayo 
Clinic;  Professor  of  Medicine,  University  of  Minne- 
sota Graduate  School  of  Medicine. 

George  E.  Bennett,  M.  D.,  Baltimore;  Associate  Profes- 
sor of  Orthopedic  Surgery,  Johns  Hopkins  Univer- 
sity School  of  Medicine. 

Wesley  C.  Bowers,  M.  D.,  New  York  City;  Fellow  Amer- 
ican Board  of  Otolaryngology. 

Karl  M.  Bowman,  M.  D.,  New  York  City;  Professor  of 
Psychiatry,  New  York  City  College  of  Medicine. 

Alfred  I.  Folsom,  M.  D.,  Dallas,  Texas;  Professor  of 
Urology,  Baylor  University  College  of  Medicine. 

Ross  Golden,  M.  D.,  New  York  City;  Professor  of  Radiol- 
ogy, Columbia  University  College  of  Physicians  and 
Surgeons. 

Frederick  C.  Irving,  M.  D.,  Boston;  Professor  of  Ob- 
stetrics, Harvard  Medical  and  Harvard  Graduate 
School  of  Medicine. 

C.  M.  Peterson,  M.  D.,  Chicago;  Secretary,  Council  on 
Industrial  Health,  American  Medical  Association. 

Harvey  B.  Stone,  M.  D.,  Baltimore;  Associate  Professor 
of  Surgery,  Johns  Hopkins  University  School  of 
Medicine. 

Ralph  M.  Tyson,  M.  D.,  Baltimore;  Fellow  American 
Board  of  Pediatrics. 

Paul  Dudley  White,  M.  D.,  Boston;  Massachusetts  Gen- 
eral Hospital  and  Fellow  of  American  Board  of  In- 
ternal Medicine. 


Scientific  Exhibits 

“Electroencephalogram”,  David  C.  Wilson,  M.  D.,  Uni- 
versity of  Virginia  Hospital,  University,  Virginia. 

“Miller  Abbott  Tube”  (A  Successful  Method  of  Passing 
Same),  William  A.  Johns,  M.  D.,  Oscar  L.  Hite, 
M.  D.,  and  Daniel  D.  Talley,  M D.,  Richmond,  Vir- 
ginia. 

“Lesions  of  the  Small  Bowel”  (X-ray  Demonstration), 
Vincent  W.  Archer,  M.  D.,  and  George  Cooper,  Jr., 
M.  D.,  University  of  Virginia  Hospital,  University, 
Virginia. 

“Roentgen  Therapy  of  Epitheliomas,  Hemangiomas  and 
Lymphangiomas”,  Fred  M.  Hodges,  M.  D.,  Lawrence 
O.  Snead,  M.  D.,  and  Raymond  A.  Berger,  M.  D., 
Richmond,  Virginia 

“Activities  of  the  Virginia  State  Board  of  Health”,  I.  C. 
Riggin,  M.  D.,  Richmond,  Virginia. 

“Results  of  the  Use  of  the  Bulgarian  Treatment  in  Park- 
insonism”, R.  Finley  Gayle,  Jr.,  M.  D.,  Richmond, 
Virginia. 

“Studies  on  Gastric  Motility”,  E.  J.  VanLiere,  M.  D., 
West  Virginia  School  of  Medicine,  Morgantown, 
West  V'irginia. 

“Male  Genital  Tumors”,  C.  C.  Fenton,  M.  D.,  West 
Vir.ginia  School  of  Medicine,  Morgantown,  West 
Virginia. 

“Fractures  of  the  Neck  of  the  Femur  Treated  by  Internal 
Fixation”,  J.  O.  Rankin,  M.  D.,  Wheeling,  West 
Virginia. 
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“Cardiovascular  Disease’’,  W.  Putschar,  M.  D.,  Charles- 
ton General  Hospital,  Charleston,  West  Virginia. 

“Foreign  Bodies  in  the  Air  and  Food  Passages”,  Gill 
Memorial  Eye,  Ear,  Nose  and  Throat  Hospital, 
Roanoke,  Virginia. 

“Infant  and  Maternal  Death  Rates  and  Communicable 
Disease  Control’,  West  Virginia  State  Board  of 
Health,  Charleston,  West  Virginia. 

“Logan  County  (W.  Va.)  Venereal  Disease  Control 
Project”,  Logan  County  Medical  Society,  West  Vir- 
ginia State  Health  Department  and  U.  S.  Public 
Health  Service. 

“Bronchiectasis”,  A.  V.  Cadden,  M.  D.,  and  D.  Salkin, 
M.  D.,  Hopemont  Sanatorium,  Hopemont,  West  Vir- 
ginia. 

“Old  Surgical  Instruments”,  R.  H.  Walder,  M.  D.,  Moun- 
tain State  Hospital,  Charleston,  West  Virginia. 

“Cancer  of  the  Rectum”,  James  R.  Brown,  M.  D.,  Hunt- 
ington, West  Virginia. 

“Exhibit  of  Malformations  and  Monsters”,  C.  S.  Dodds, 
\I.  D.,  West  Virginia  School  of  Medicine,  Morgan- 
town, West  Virginia. 

“Appendicitis  Operative  Technique  and  Results”  (Mov- 
ing Picture),  J.  Shelton  Horsley,  M.  D.,  John  S.  Hors- 
ley, Jr.,  M.  D.,  and  Guy  W.  Horsley,  M.  D.,  Saint 
Elizabeth’s  Hospital,  Richmond,  Virginia. 

“Cardiovascular-Renal  Disease”,  Donald  B.  Armstrong, 
M.  D.,  Metropolitan  Life  Insurance  Company,  New 
York,  New  York. 

“Silicosis”,  Council  on  Industrial  Health,  American  Medi- 
cal Association,  Chicago,  Illinois. 

“Plastic  Operations  for  Hypospadias  and  Epispadias” 
Austin  I.  Dodson,  M.  D,  and  Charles  M.  Nelson 
M.  D.,  Richmond,  V'irginia. 

“Why  Inguinal  Hernia  Recurs”,  Charles  R.  Robins, 
M.  D.,  Stuart  Circle  Hospital,  Richmond,  Virginia. 

“Antiques  of  Pediatric  Interest”  (Infant  Nursing  Bottles) 
Mead  Johnson  and  Company,  Evansville,  Indiana. 

“V’hen  ‘Bobbie’  Goes  to  School”  (A  Talking  Movie), 
.American  .‘\cademy  of  Pediatrics  in  Cooperation  with 
Mead  Johnson  and  Company,  Evansville,  Indiana. 

“U.  S.  P.  and  N.  F.  Committee”,  Virginia  Pharmaceutical 
Association,  Richmond,  Virginia. 

“Oxyuriasis”,  W.  H.  Wright,  M.  D.,  Division  of  Zoology, 
U.  S.  Public  Health  Service,  National  Institute  of 
Health,  Washington,  D.  C. 

“Childhood  Allergic  Problems”  (Usual  Routine  Employed 
in  the  Study),  W.  Ambrose  McGee,  M.  D.,  Richmond, 
Virginia. 

“Macroscopic  Staining”  (Unbreakable  Museum  Jars), 
Regena  C.  Beck,  M.  D.,  Stuart  Circle  Hospital,  Rich- 
mond, Virginia. 

“Diagnosis,  Treatment  and  Control  of  Gonococcal  In- 
fections”, Walter  Clarke,  M.  D.,  American  Social 
Hygiene  Society,  New  York,  New  York. 

“Postgraduate  Medical  .Activities”,  Medical  Society  of 
Virginia,  Richmond,  Virginia. 


“Diaphragmatic  Hernia”,  Porter  P.  Vinson,  M.  D., 
Medical  College  of  .Virginia,  Richmond,  Virginia. 

“Pictures  of  the  Puerperal  Cervix”,  M.  Pierce  Rucker, 
M.  D.,  Richmond,  Virginia. 

“Growth  of  Tubercle  Bacilli  on  Different  Media”, 
George  B.  Lawson,  M.  D.,  Roanoke,  Virginia. 

“Treatment  of  Fractures  of  the  Jaws”,  Atwood  M.  Wash, 
D.  D.  S.,  Richmond,  Virginia. 

“Neurological  Surgery”,  C.  C.  Coleman,  M.  D.,  and 
W.  Gayle  Crutchfield,  M.  D.,  Department  of  Neuro- 
logical Surgery,  Medical  College  of  Virginia,  Rich- 
mond, Virginia.  . 


Commercial  Exhibitors 

Aloe,  A.  S.  Company,  St.  Louis,  Mo. 

.American  Hospital  Supply  Company,  Chicago,  111. 
Borden  Company,  New  York,  N.  Y. 

Ciba  Pharmaceutical  Products,  Summit,  N.  J. 

Coca-Cola,  Atlanta,  Ga. 

Davis,  R.  B.  Company,  Hoboken,  N.  J. 

Doak  Company,  Cleveland,  Ohio. 

Doho  Chemical  Corporation,  New  York,  N.  A’. 

E.  J.  Rose  Manufacturing  Co.,  Clarksburg,  W.  Va. 

E.  & J.  Company  of  Pennsylvania,  Philadelphia,  Pa. 
Feick  Brothers,  Pittsburgh,  Pa. 

Fischer,  H.  G.  Company,  Chicago,  111. 

Fleet,  C.  B.  Company,  Lynchburg,  Va. 

General  Electric  X-ray,  Cincinnati,  Ohio. 

Gilliland  Laboratories,  Marietta,  Pa. 

Jones  Metabolism  Equipment  Co.,  Chicago,  111. 
Kelley-Koett  Manufacturing  Co.,  Covington,  Ky. 
Kloman  Instrument  Company,  Charleston,  W.  Va. 
Lederle  Laboratories,  New  York,  N.  Y. 

Liebel-Flarsheim  Company,  Cincinnati,  Ohio. 

Lilly,  Eli  and  Company,  Indianapolis,  Ind. 

M.  & R.  Dietetic  Laboratories,  Columbus,  Ohio. 

Mead  Johnson,  Evansville,  Ind. 

Mellins  Food,  Boston,  Mass. 

National  Drug  Company,  Philadelphia,  Pa. 

Peoples  Drug  Stores,  Washington,  D.  C. 

Petrolagar  Laboratories,  Chicago,  111. 

Philip  Morris  and  Company,  New  A’ork,  N.  Y. 

Phipps  and  Bird,  Richmond,  Va. 

Powers  and  Anderson,  Richmond,  Va. 

Saunders,  W.  B.,  Philadelphia,  Pa. 

Schering  Corporation,  Bloomfield,  N.  J. 

Sharp  and  Dohme,  Philadelphia,  Pa. 

Smith,  Kline  and  French  Laboratories,  Philadelphia,  Pa. 
Squibb,  E.  R.  and  Sons,  New  A^ork,  N.  A’. 

Valentine’s  Meat  Juice  Company,  Richmond,  Va. 

Van  Pelt  and  Brown,  Richmond,  Va. 

Westinghouse  X-ray  Company,  Pittsburgh,  Pa. 

White  Laboratories,  Newark,  N.  J. 

Wocher,  Max  and  Son  Company,  Cincinnati,  Ohio. 
Wyeth,  John  and  Brother,  Philadelphia,  Pa. 
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Delegates  to  White  Sulphur  Meeting.  Delegate  Society  Alternate 

Delegates  and  alternates  whose  names  have  been  Fredericksburg 


reported  from  component  societies  to  the  meeting  of 

Dr.  Thomas  W.  Dew 

Dr.  Thomas  B.  Payne 

the  Medical  Society  of  Virginia  at  White  Sulphur 

Dr.  C.  A.  Nunnally 

Springs,  July  29-31, 

are : 

Halifax 

Dr.  William  R.  Watkins 

Dr.  J.  A.  Owen 

Delegate 

Society  Alternate 

Hanover 

Accomac 

Dr.  Charles  L.  Savage 

Dr.  A.  Chambers  Ray,  Jr. 

Dr.  W.  M.  Burwell 

Dr.  D.  L.  LeKites 

Isle  of  Wight 

Albemarle 

Dr.  Rea  Parker 

Dr.  F.  I.  Steele 

Dr.  H.  B.  Mulholland 

Dr.  M.  L.  Rea 

Dr.  William  H.  Wood.  Tr.  Dr.  Percv  Harris 

JAMES  i^IVER 

Dr.  E.  B.  Nuckols 

Dr.  T.  L.  Driscoll 

Alexandria 

Dr.  E.  J.  Haden 

Dr.  Garland  Dyches 

Dr.  H.  A.  Latane 

Dr.  James  W.  Love 

Dr.  J.  H.  Yeatman 

Dr.  A.  C.  Whitley 

Alleghany-Bath 

Lee 

Dr.  R.  L.  Claterbaugh 

Dr.  H.  G.  Hudnall 

Dr.  G.  B.  Setzler 

Dr.  C.  H.  Henderson 

Dr.  S.  P.  Hileman 

Dr.  I.  T.  Hornbarger 

Loudoun 

Arlington 

Dr.  W.  0.  Bailey 

Dr.  John  A.  Gibson 

Dr.  Richard  N.  Sutton 

Dr.  Alfred  M.  Palmer 

Dr.  D.  T.  Saffer 

Augusta 

Dr.  W.  H.  Turner 

Dr.  D.  E.  Watkins 

Louisa 

Dr.  Guy  R.  Fisher 

Dr.  H.  W.  Judd 

Dr.  H.  G.  Byrd 

Bedford 

Dr.  William  V.  Rucker 

Dr.  H.  R.  Hartwell 

Lynchburg  Academy 

Dr.  E.  G.  Scott 

Dr.  T.  N.  Davis 

Botetourt 

Dr.  Edwin  A.  Harper 

Dr.  W.  Clyde  Adkerson 

Dr.  M.  S.  Stinnett 

Dr.  S.  F.  Driver 

Mid-Tidewater 

Culpeper 

Dr.  Clarence  Campbell 

Dr.  D.  W.  Kelly 

Dr.  O.  K.  Burnette 

Dr.  A.  L.  Van  Name 

Dr.  J.  M.  Gouldin 

Danvii.le-Pittsylvania 

Dr.  Harry  A.  Tabb 

Dr.  James  W.  Smith 

Dr.  P.  W.  Miles 

Dr.  I.  C.  Harrison 

Dr.  R.  D.  Bates 

Dr.  H.  H.  Hammer 

Dr.  G.  V.  Thompson 

Dr.  Hawes  Campbell 

Dr.  W.  S.  Cox 

Dr.  J.  R.  Gill 

Dr.  N.  D.  Nelms 

Dickevson-Buchanan 

Dr.  W.  P.  Jones 

Dr.  H.  F.  Hoskins 

Dr.  P.  Q.  Daniel 

Dr.  R.  L.  Phipps 

Dr.  J.  R.  Parker 

Dr.  J.  C.  Trivett 

Dr.  J.  C.  Moore 

Nelson 

Fairfax 

Dr.  S.  G.  Miller 

Dr.  H.  G.  Dickie 

Dr.  William  Meyer 

Dr.  William  David  Chase 

Norfolk 

Fauquier 

Dr.  George  A.  Duncan 

Dr.  N.  G.  Wilson 

Dr.  M.  B.  Hiden 

Dr.  Stewart  McBryde 

Dr.  P.  St.  L.  Moncure 

Dr.  Frank  H.  Redwood 

Dr.  C.  C.  Smith 

Dr.  Raymond  Kimbrough 

Fourth  District 

Dr.  James  W.  Anderson 

Dr.  N.  F.  Rodman 

Dr.  James  L.  Hamner 

Dr.  H.  C.  Rucker 

Dr.  C.  J.  Andrews 

Dr.  Clayton  W.  Eley 

Dr.  J.  M.  Habel 

Dr.  C.  G.  O’Brien 

Dr.  D.  N.  Twyman 

Northampton 

Dr.  L.  A.  Law 

Dr.  W.  C.  Harman 

Dr.  S.  K.  Ames 

Dr.  J.  W.  Jackson 

Dr.  Wright  Clarkson 

Dr.  Ruth  Mason  Grigg 

Northern  Virginia 

Dr.  J.  B.  Kiser 

Dr.  L.  P.  Jones 

Dr.  C.  O.  Dearmont 

Dr.  Frank  Tappan 

Dr.  W.  D.  Kendig 

Dr.  K.  S.  Freeman 

Dr.  John  B.  McKee 

Dr.  James  A.  Miller 

Dr.  W.  J.  Ozlin 

Dr.  W.  W.  Wilkinson 

Dr.  M.  J.  W.  White 

Dr.  George  H.  Long 

Dr.  J.  Newton  Dunn 

Dr.  J.  M.  Hurt 

Dr.  John  P.  Snead 

Dr.  W.  R.  Bishop 

Dr.  William  S.  Burton 

Dr.  H.  W.  Miller 

Dr.  F.  C.  Downey 

Dr.  R.  A.  Moore 

Dr.  D.  M.  Kipps 

Dr.  0.  W.  Carper 

Dr.  Oliver  L.  Jones 

Dr.  F.  M.  Howell 

Dr.  B.  H.  Knight 

Dr.  F.  E.  Steere 

Orange 

Dr.  T.  S.  Jennings 

Dr.  William  D.  Prince 

Dr.  Lewis  Holladay 

Dr.  G.  R.  Elliott 
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Patrick-Henry 


Dr.  R.  H.  Walker 

Dr.  F.  B.  Teague 

Dr.  B.  A.  Hopkins 

Dr.  W.  N.  Thompson 

Richmond  Academy 

Dr.  Dewey  Davis 

Dr.  L.  T.  Stoneburner, 

Dr.  D.  G.  Chapman 

Dr.  Joseph  Bear 

Dr.  James  H.  Smith 

Dr.  J.  Asa  Shield 

Dr.  M.  P.  Rucker 

Dr.  F.  P.  Fletcher 

Dr.  W.  B.  Blanton 

Dr.  J.  Lloyd  Tabb 

Dr.  Carrington  Williams  Dr.  Basil  B.  Jones 

Dr.  I.  A.  Bigger 

Dr.  Kinloch  Nelson 

Dr.  Porter  P.  Vinson 

Dr.  R.  S.  Preston 

Dr.  J.  S.  Horsley,  Jr. 

Dr.  E.  U.  Wallerstein 

Roanoke  Academy 

Dr.  W.  L.  Powell 

Dr.  W.  W.  S.  Butler 

Dr.  Frank  A.  Farmer 

Dr.  A.  C.  Davis 

Dr.  C.  H.  Peterson 

Dr.  W.  P.  Jackson 

Dr.  L.  D.  Keyser 

Dr.  George  Hurt 

Rockbridge 

Dr.  F.  L.  Thurman 

Dr.  Brooke  B.  Mallory 

Scott 

Dr.  A.  McG.  Wallace 

Dr.  N.  W.  Stallard 

Southampton 

Dr.  R.  L.  Raiford 

Dr.  T.  A.  Morgan 

Southwestern 

Dr.  J.  A.  Wagner 

Dr.  A.  B.  Woolwine 

Dr.  J.  G.  Cox 

Dr.  W.  A.  Porter 

Dr.  W.  C.  Caudill 

Dr.  S.  A.  Tuck 

Dr.  V.  0.  Choate 

Dr.  B.  F.  Eckles 

Dr.  James  P.  King 

Dr.  A.  M.  Showalter 

Dr.  D.  S.  Divers 

Dr.  W.  I.  Owens 

Dr.  A.  B.  Graybeal 

Dr.  T.  K.  McKee 

Dr.  P.  S.  Smith 

Dr.  H.  W.  Bachman 

Dr.  E.  M.  Chitwood 

Dr.  C.  A.  Michael 

Williamsburg 

Dr.  E.  B.  Kilby 

Dr.  C.  E.  Holderby 

Wise 

Dr.  George  W.  Botts 

Dr.  T.  J.  Tudor 

Dr.  T.  S.  Ussery 
Dr.  C.  L.  Harshbarger 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

Program  for  Joint  Meeting  of  Virginia  and 
West  Virginia  Auxiliaries. 

The  Woman’s  Au.xiliary  to  the  Medical  Society  of 
Virginia  will  hold  its  annual  meeting  jointly  with 
the  Woman’s  Auxiliary  to  the  West  Virginia  State 
Medical  Association  at  White  Sulphur  Springs,  West 


Virginia,  July  29,  30  and  31.  A cordial  invitation  to 
attend  the  meetings  and  entertainments  is  extended 
to  each  woman  attending  the  Convention,  whether  or 
not  a meml^er  of  the  Auxiliary. 

Virginia  Officers 

President Mrs.  H.  A.  Latane 

President-Elect Mrs.  Griffin  W.  Holland,  Sr. 

Vice-Presidents Mrs.  T.  Brantley  Henderson 

Mrs.  M.  N.  King 
Mrs.  W.  B.  Mcllwaine 
Mrs.  E.  Latane  Flanagan 

Recording  Secretary-Mis.  Thomas  Hunnicutt,  Jr. 

Corresponding  Secretary Mrs.  W.  C.  West 

Treasurer Mrs.  Reuben  F.  Simms 

Parliamentarian Mrs.  Joseph  Bear 

West  Virginia  Officers 

President Mrs.  V.  E.  Holcombe 

President-Elect Mrs.  H.  V.  Thomas 

Vice-Presidents Mrs.  Scott  A.  Ford 

Mrs.  E.  E.  Vermillion 

Recording  Secretary Mrs.  G.  A.  Ratcliff 

Corresponding  Secretary Mrs.  D.  N.  Barber 

Treasurer Mrs.  Robert  B.  Price 

Program 
Monday,  July  29 
12:00  Noon 

Registration  begins. 

2:00  P.  M. 

Executive  Board  Meeting.  Presiding:  Mrs.  V.  E. 
Holcombe. 

4:00  P.  M. 

Tea  by  the  Greenbrier  Hotel,  Honoring  Virginia  and 
West  Virginia  Auxiliaries. 

Evening 

Informal  Reception  and  Dance. 

Tuesday  Morning,  July  30 
Virginia  Program 
9:00  A.  M. 

Executive  Board  Meeting.  Presiding:  Mr.s.  H.  A. 
Latane. 

10:00  A.  M. 

Formal  Opening  of  Convention.  Presiding:  IMrs. 
H.  A.  Latane. 

Invocation:  Rev.  Ben  R.  Roller. 

.Address  of  Welcome:  Mrs.  James  S.  Klumpp,  West 
Virginia  Auxiliary  Chairman. 

Response:  IMrs.  Henry  Townsend,  Marshall. 
Committee  Report  (Arrangements):  Mrs.  P.  ^1. 
Chichester,  Richmond. 

Committee  Report  (Registration)  : Mrs.  1.  Dod- 
son, Richmond. 
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In  Memoriam. 

Minutes  Seventeenth  Convention. 

Minutes  Postconvention  Meeting  of  Executive  Com- 
mittee. 

County  Auxiliary  Roll  Call:  Mrs.  Thomas  Hun- 
nicutt,  Jr.,  Newport  News. 

President’s  Message:  Mrs.  H.  A.  Latane. 

President’s  Announcements. 

Standing  Committees’  Reports. 

Adjournment — 12  :30. 

Tuesday  Morning,  July  30 
West  Virginia  Program 
9:00  A.  M. 

Formal  Opening  of  Convention.  Presiding:  ISlrs. 

V.  E.  Holcombe. 

Invocation:  Rev.  Ben  R.  Roller. 

Address  of  Welcome:  Dr.  Guy  Hinsdale,  President, 
Greenbrier  Valley  Medical  Society. 

Response:  Mrs.  Ray  Kessel,  Charleston. 

Introduction  of  Convention  Chairman:  Mrs.  J.  S. 
Klumpp,  Huntington. 

Report  of  Credentials  Committee:  Mrs.  R.  H. 
Walker,  Charleston, 

In  Memoriam — Mrs.  J.  F.  Helmick,  Fairmont. 
Prayer — Rev.  Ben  R.  Roller. 

Presenting  Memorial  Flowers  honoring  deceased 
members. 

County  Presidents. 

Solo:  “The  Lord's  Prayer’’ — .Mbert  Hay  Malotte. 

IMrs.  Philip  Johnson,  Fairmont. 

Minutes  of  Fifteenth  Annual  ISIeeting. 

Roll  Call. 

Reports  and  Recommendations. 

Standing  Committees’  Reports. 

President’s  Report. 

Adjournment — 1 2 :30. 

Tuesday  Afternoon,  July  30 
Combined  Meeting 
12:30  P.  M. 

“West  Virginia  Day”  Luncheon.  Presiding:  Mrs. 
V.  E.  Holcombe,  President,  West  Virginia  Aux- 
iliar}'.  President,  A.M.A.  Auxiliary. 

Introduction  of  Honor  Guests. 

Address:  “Present  Day  Opportunities  of  Service  for 
the  Doctor’s  Wife.”  Mrs.  Charles  P.  Corn, 
Pres.,  Southern  Medical  Auxiliar}’.  Introduced 
by  Mrs.  H.  V.  Thomas. 

’ 3:00  P.M. 

Golf  Tournament — Chairman,  Mrs.  Edwin  Humph- 
rey, Huntington. 


Wednesday  Morning,  July  31 
8:00  A.  M. 

Past  President’s  Breakfast  (Joint). 

Hostesses:  Mrs.  E.  H.  Starcher,  Chairman,  Mrs. 
F.  S.  Harkleroad,  Mrs.  Hawes  Campbell. 

Virginia  Program 
9:00  A.  M. 

General  Session. 

Reports  Continued,  County  Presidents. 

Delegates  to  the  A.M.A.,  New  York. 

Delegates  to  the  Woman’s  Auxiliary  to  the  S.M.A.V 
Unfinished  Business. 

New  Business. 

Recommendations  from  the  Board. 

Presentation  of  Membership  Trophy  by  Mrs.  W. 

Clyde  Adkerson,  Lynchburg. 

Reports : 

Committee  on  Resolutions:  Mrs.  Franklin  D. 

Wilson,  Mrs.  M.  N.  King. 

Committee  on  Credentials  and  Registration:  Mrs. 
A.  I.  Dodson. 

Nominating  Committee:  Mrs.  Hawes  Campbell, 
Chairman. 

Flection  of  Officers: 

Installation  of  Officers. 

Presentation  of  gavel. 

Inaugural  Message  of  President,  ISIrs.  Griffin  W. 
Holland,  Sr. 

Wednesday  Morning,  July  31 
West  Virginia  Program 
9:00  A.  M. 

General  Meeting:  Presiding,  Mrs.  V.  E.  Holcombe. 
Minutes. 

Second  Report  of  Committee  on  Credentials  and  Reg- 
istration, Mrs.  R.  H.  Walker. 

Roll  Call  of  Delegates. 

Treasurer’s  Report. 

Presentation  of  Budget. 

Three  minute  talks,  “Year’s  End”,  by  County  Presi- 
dents. 

Rej)ort  of  Nominating  Committee,  Mrs.  M.  I.  Men- 
deloff.  Chairman. 

Election  of  Officers. 

Installation  of  Officers. 

Courtesy  Resolutions,  IMrs.  C.  L.  Parks. 

Minutes. 
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Wednesday  Afternoon,  July  31 
Combined  Meeting 
1:00  P.  M. 

“Virginia  Day”  Luncheon.  Presiding:  Mrs.  H.  A. 
Latane,  President,  Auxiliary  to  the  Medical  So- 
ciety of  Virginia. 

Introduction  of  honor  guests. 

Address:  “Coordinating  the  Auxiliary  Program.” 
Mrs.  V.  E.  Holcombe,  National  President  of 
Woman’s  Auxiliary.  Introduced  by  Mrs.  Latane. 
Address:  Dr.  Irvin  Abell,  Louisville,  Ky. 

Greetings:  Mrs.  Griffin  W.  Holland,  Sr. 
Adjournment. 

Virginia  and  West  Virginia  Post-Convention  Board 
Meetings.  Time  and  Place  to  be  announced. 
Presided  over  by  Mrs.  Griffin  W.  Holland,  Sr. 
and  Mrs.  H.  V.  Thomas,  respectively. 


Evening:  Annual  Convention  Dinner  and  Dance. 


President’s  Letter. 

Dear  Auxiliary  Members: 

When  this  reaches  you  my  year  as  your  State  Pres- 
ident will  be  drawing  to  a close.  But  I assure  you  as 
I step  aside  for  my  very  able  successor,  my  interest 
in  the  progress  of  the  Woman’s  Auxiliary  will  be  as 
sincere  and  deep  as  it  has  been  this  past  year. 

As  I have  visited  the  local  Auxiliaries  throughout 
the  State,  I have  been  impressed  by  the  manner  in 
which  our  motto  “Be  and  not  seem”  has  really 
seemed  to  permeate  the  groups.  Friendliness,  Faith- 
fulness to  pledges.  Promptness,  Sincerity  and  Help- 
fulness seemed  to  me  to  be  the  highlights  of  the 
meetings. 

In  every  Auxiliary  I felt  the  members  w'ere  seri- 
ously considering  the  work  and  a real  progress  has 
been  made. 

I do  feel  that  the  fabric  woven  by  us  this  year  is  an 
addition  and  that  there  have  been  no  serious  blunders 
to  mar  the  beauty  of  the  material  completed  by  Aux- 
iliary leaders  and  members  of  previous  years. 

I wish  to  thank  every  member  of  my  Board  and  all 
Auxiliary  workers  for  your  very  fine  cooperation  at 
all  times,  and  I ask  for  our  incoming  President  the 
same  support  you  have  given  me. 

These  are  serious  times  for  us  all.  Let  us  stand 
shoulder  to  shoulder — every  doctor’s  wife  in  Vir- 
ginia with  her  husband — in  the  work  these  next 
months  will  surely  bring. 


Thank  you  again  and  I will  see  you  everyone,  I 
hope,  in  White  Sulphur,  July  29  to  31. 

Cordially  yours, 

Polly  Graham  Latane. 
(Mrs.  Henry  Augustine  Latane.) 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 
Smith,  Kline  & French  Laboratories. 

Benzedrine  Sulfate  Ampules,  10  mg.  1 cc. 

The  Upjohn  Company. 

Ampoules  Sterile  Solution  Caffeine  with  Sodium  Ben- 
zoate, O.S  Gm.  (7J4  grains)  2 cc. 

Hypodermic  Tablets  Caffeine  with  Sodium  Benzoate, 
0.065  Gm.  (1  grain). 

John  Wyeth  & Brother,  Inc. 

Thyroid  Tablets. 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Nonofficial 
Remedies: 

Ampoules  Bismuth  Subsalicylate  with  Chlorobutanol 
in  Oil,  1 cc. — Each  cubic  centimeter  contains  bismuth 
subsalicylate — U.S.P.  (New  and  Nonofficial  Remedies, 
1939,  p.  141)  0.13  Gm.  (2  grains)  and  chlorobutanol 
0.03  Gm.  (0.46  grain),  suspended  in  sweet  almond  oil. 
Upjohn  Company,  Kalamazoo,  Mich. 

Bismuth  Subsalicylate  with  Chlorobutanol  in  Oil,  30  cc. 
Vials. — Each  cubic  centimeter  contains  bismuth  subsali- 
cylate— U.S.P.  (New  and  Nonofficial  Remedies,  1939,  p. 
141)  0.13  Gm.  (2  grains)  and  chlorobutanol  0.03  Gm. 
(0.46  grain),  suspended  in  sweet  almond  oil.  Upjohn 
Company,  Kalamazoo,  Mich. 

Tablets  Thiamin  Chloride — Squibb,  10  mg. — Each  tab- 
let contains  thiamin  chloride — Squibb  (New  and  Nonoffi- 
cial Remedies,  1939,  p.  499)  10  mg.  E.  R.  Squibb  & 
Sons,  New  York.  (7.  A.  M.  A.,  May  11,  1940,  p.  1883.) 

Propaganda  for  Reform 

Chronic  Industrial  Benezine  Poisoning. — An  important 
and  valuable  addition  to  our  understanding  of  the  nature 
of  chronic  benzene  poisoning  in  industrial  workers  is  fur- 
nished by  a series  of  five  papers  which  recently  appeared 
in  the  Journal  of  Industrial  Hygiene.  They  come  from  the 
Labor  Departments  of  Massachusetts  and  New  York, 
and  from  the  Massachusetts  General  Hospital  and  the 
Hospital  of  the  Rockefeller  Institute  for  Medical  Re- 
search. These  papers  cast  doubt  on  many  of  the  ideas 
that  have  been  held  in  the  past  with  regard  to  pathology, 
diagnosis,  clinical  course  and  susceptibility.  They  leave 
the  impression  that  here  is  a disease  of  decided  variabil- 
ity, one  which  requires  the  most  meticulous  examination 
if  a diagnosis  is  to  lie  made  in  time  to  save  life.  More- 
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over,  the  failure  to  make  an  early  diagnosis  sometimes 
means  death  to  the  victim.  (7.  A.  M.  A.,  February  17-, 
1940,  p.  587.) 

Ovarian  Preparations. — There  still  appears  to  be  a 
profitable  sale  for  some  products  prepared  from  animal 
gland  which  have  little,  if  any,  demonstrable  activity. 
Except  for  the  thyroid  and  perhaps  posterior  pituitary, 
products  derived  from  a few  grains  of  desiccated  gland- 
ular material  have  never  been  proved  to  be  effective  in 
endocrine  therapy.  The  Council  on  Pharmacy  and  Chem- 
istry has  repeatedly  exposed  such  obsolete  preparations 
as  worthless.  Now  the  Food  and  Drug  Administration 
has  sent  the  following  notice  to  manufacturers  of  prepa- 
rations of  ovary: 

There  are  on  the  market  drug  products  in  liquid  form 
designated  as  “Ovarian  Extract'’  or  by  some  similar  title. 
In  some  instances  these  products  have  been  found  not 
to  contain  the  known  therapeutically  and  physiologically 
active  constituents  of  ovary,  namely,  those  having  estro- 
genic and  progestational  activities.  The  Food  and  Drug 
Administration  is  of  the  opinion  that  such  inert  or  essen- 
tially inert  preparations  when  sold  as  “Ovarian  Extract,” 
or  under  any  other  designation  or  under  labeling  which 
states  or  implies  that  such  active  principles  are  present, 
are  both  adulterated  and  misbranded  as  those  terms  are 
defined  in  the  Federal  Food,  Drug  and  Cosmetic  Act. 
(7.  A.  M.  A.,  February  3,  1940,  p.  415.) 


Book  Announcements 

New  Books. 

The  following  are  recent  acquisitions  to  the  Li- 
brary of  the  Medical  College  of  Virginia  and  are 
available  to  our  readers,  the  only  cost  being  return 
postage : 

Adair,  F.  L. — Obstetrics  and  gynecology. 

Alcoholics  anonymous. 

Bodansky,  M.  & O. — Biochemistry  of  disease. 

Cobb,  W.  M. — The  first  negro  medical  society:  A his- 
tory of  the  Medico-Chirurgical  Society  of  the  D.  C., 
1884-1939. 

Sherrington,  C. — Selected  writings. 

Dible  & Davie — Pathology. 

Edens,  E. — Digitalisfibel  fiir  den  Arzt. 

Gasser,  H.  S. — Symposium  on  the  synapse. 

Gellhorn  & Lambert — The  vasomotor  system  in  anoxia 
and  asphyxia. 

Haag  & Waddell — Alcohol  in  moderation  and  excess. 
3rd  ed. 

Haden,  R.  L. — Principles  of  hematology. 

Hull,  G.  F. — An  elementary  survey  of  modern  physics. 
Kunow  & Liekschen — Die  Heilkunde. 

Lehmann  & Flury — Toxikologie  und  hygiene  der  technis- 
chen  Lbsungsmittel. 

Lewis,  T. — Clinical  electrocardiography. 

Lewis,  T. — The  mechanism  and  graphic  registration  of 
the  heart  beat. 

I.ickint,  F. — Tabakgenuss  und  Gesundheit. 


[July, 

Lund,  F.  H. — Physiological  and  psychological  discussion 
of  the  emotions. 

MacKee,  G.  M. — X-rays  and  radium  in  the  treatment  of 
diseases  of  the  skin. 

Maher  & Wosika — Electrocardiography. 

Nossen,  H.  L. — Twelve  against  alcohol. 

Oliver,  J. — Architecture  of  the  kidney  in  chronic  Bright's 
disease. 

Rashevsky,  N. — Advances  and  applications  of  mathe- 
matical biology. 

Rashevsky,  N. — Mathematical  biophysics. 

Scherf  & Boyd — Cardiovascular  diseases,  their  diagnosis 
and  treatment. 

Shrader,  J.  H. — Food  control:  its  public  health  aspects. 
Steinach,  E. — Sex  and  life. 

Sulzberger,  M.— -Dermatologic  allergy. 

Tandler  & Sichler — Anatomie  fiir  die  Zahnarzte. 

Walters,  W. — Diseases  of  the  gall-bladder  and  bile  duct. 
Wright,  H.  N. — Manual  of  prescription  writing. 

Yater,  W.  M. — Fundamentals  of  internal  medicine. 

Ten  Years  in  the  Congo.  By  W.  E.  DAVIS,  M.  D. 
Reynal  & Hitchcock.  New  York.  1940.  301  pages. 
Cloth. 

This  is  a chatty  string  of  anecdotes  of  ten  years’ 
service  as  a medical  missionary  in  darkest  Africa. 
Physicians  will  be  especially  interested  in  his  account 
of  the  diseases  of  the  native  population  and  of  the 
low  mortality  rate  in  spite  of  the  most  primitive  and 
crude  operating  conditions.  The  author  succeeds  in 
making  one  understand  the  strange  spell  that  Africa 
exerts  in  spite  of  the  filthy  and  cacodorous  environ- 
ment. This  book  is  an  interesting  evening’s  enter- 
tainment. 

R.J.M. 

The  Patient’s  Dilemma.  The  Question  for  Medical 
Security  in  American.  By  HUGH  CABOT,  M.  D. 
1940.  Reynal  & Hitchcock.  New  York.  Octavo  of 
x-284  pages.  Cloth.  Price,  $2.50. 

This  book  instead  of  solving  “The  Patient’s  Di- 
lemma” rather  develops  a dilemma  for  patient  and 
doctor.  The  author  in  great  detail  exposes  the  de- 
ficiencies of  American  medicine  and  discounts  the 
work  of  the  general  practitioner  to  such  an  extent 
that  he  implies  he  has  no  place  in  modern  practice. 

One  gets  the  impression  from  this  book  that  all 
medical  practice  should  be  based  on  the  mechanical 
and  chemical  developments  of  recent  years  and  little 
reliance  or  respect  paid  to  conclusions  reached  by 
observation,  common  sense,  and  experience.  In  other 
words  the  doctor  with  his  bag  containing  his  stetho- 
scope, sphygmomanometer,  blood  counting  pipettes, 
hypodermic,  kit  of  instruments,  and  obstetrical  outfit 
is  a pretty  helpless  fellow.  As  a substitute  the  author 
seems  to  feel  that  Clinic  facilities  should  be  available 
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to  all  people  for  all  ailments.  That  of  course  is  too 
exjiensive  even  for  America  and  undesirable  even  if 
we  could  afford  it. 

Carrington  Williams,  M.D. 

Diseases  of  the  Gallbladder  and  Bile  Ducts.  By  WALT- 
MAN  WALTERS,  B.  S.,  M.  D.,  M.  S.  in  Surgery, 
Sc.  D.,  F.  A.  C.  S.,  Head  of  Section  in  Division  of 
Surgery,  The  Mayo  Clinic;  Professor  of  Surgery, 
The  Mayo  Foundation  (University  of  Minnesota). 
And  ALBERT  M.  SNELL,  B.  S.,  M.  D.,  M.  S.  in 
Medicine,  F.  A.  C.  P.,  Head  of  Section  in  Division 
of  Medicine,  The  Mayo  Clinic;  Professor  of  Med- 
icine, The  Mayo  Foundation.  W.  B.  Saunders  Co- 
pany.  Philadelphia.  1940.  Octavo  of  xvii-645  pages. 
With  342  Illustrations  on  195  Figures.  Cloth. 

t 

This  excellent  monograph  on  diseases  of  the  gall- 
bladder will  be  exceedingly  helpful  to  thoughtful  stu- 
dents from  the  medical  school  stage  to  the  master 
surgeon.  The  authors  have  very  happily  combined 
an  excellent  review  of  reliable  reports  from  many 
workers  with  the  tremendous  experience  of  the  Mayo 
Clinic  to  make  an  almost  definitive  exposition  of  this 
subject. 

The  book  contains  too  much  excellent  material  to 
review  it  in  detail,  but  the  chapters  on  diagnosis 
should  be  singled  out.  Here  one  finds  all  of  the 
refined  modern  diagnostic  aids  and  along  with  them 
a very  practical  appraisal  of  their  value.  In  addition 
clinical  judgment  is  given  top  ranking  in  importance. 
The  exposition  of  differential  diagnosis  is  especially 
good. 

Under  treatment  medical  measures  are  given  scant 
consideration  for  reasons  definitely  set  forth.  The 
surgical  treatment  of  cholecystic  and  allied  diseases 
is  given  in  great  detail  in  a very  practical  manner 
and  adequately  illustrated  by  excellent  drawings  and 
photographs. 

All  together  it  is  a book  that  can  be  recommended 
without  reservations  to  everyone  interested  in  this 
subject. 

Carrington  Williams,  M.D. 

An  Introduction  to  Medical  Mycology.  By  GEORGE 
M.  LEWIS,  M.  D.,  Member  of  the  American  Derma- 
tological Association,  Inc.;  Associate  and  Assistant 
Attending  Dermatologist,  New  York  Post-Graduate 
Medical  School  and  Hospital,  Columbia  University; 
Instructor  in  Medicine  (Dermatology),  Cornell  Uni- 
versity; etc.  And  MARY  E.  HOPPER,  M.  S.,  Assist- 
ant in  Mycology,  Skin  and  Cancer  Unit,  New  York 
Post-Graduate  Medical  School  and  Hospital,  Colum- 
bia University.  The  Year  Book  Publishers,  Inc., 
Chicago,  Illinois.  1939.  Octavo  of  xviii-315  pages. 
Cloth.  Price,  $5.50. 

This  is  one  of  the  few  monographs  in  English 
devoted  to  mycology.  It  is  divided  into  two  parts. 
Part  one  deals  with  the  clinical,  theoretic,  and  ex- 


perimental aspects  of  diseases  caused  by  fungi.  The 
chapter  on  immunity  and  cutaneous  sensitization  con- 
tains a practical  discussion  of  the  trichophytin  test. 
The  clinical  aspects  of  the  superficial  and  deep 
mycoses  are  fully  considered.  Therapy  receives  ade- 
quate attention.  The  authors  emphasize  the  im- 
portance of  identifying  the  causative  organism  of 
tinea  capitis.  It  has  been  shown  that  if  microsporum 
lanosum  (animal  ringworm)  is  the  offending  or- 
ganism local  therapy  will  result  in  a cure,  whereas  if 
microsporum  audouini  (human  ringworm)  is  the  of- 
fender epilation  (X-ray)  is  necessary  to  produce  a 
cure. 

Part  two  is  devoted  to  laboratory  procedures.  Prac- 
tical suggestions  for  obtaining  specimens  are  pre- 
sented. “Dubious  Fungous  Forms  and  Artefacts”  is 
a valuable  chapter  for  the  beginner.  The  discussion 
of  filtered  ultraviolet  radiation  (Wood’s  Light)  as 
an  adjunct  in  diagnosing  fungus  diseases  contains 
valuable  practical  information.  The  characteristics 
of  the  common,  and  some  of  the  rarer  pathogenic 
fungi,  are  discussed.  Space  is  also  devoted  to  ques- 
tionable pathogenic  fungi  and  common  contaminants. 

The  book  is  superbly  illustrated,  and  the  pub- 
lishers are  to  be  congratulated  on  the  fine  quality  of 
the  volume.  This  monograph  should  prove  to  be  of 
value  for  students  and  physicians  who  are  interested 
in  medical  mycolog)'. 

Synopsis  of  Obstetrics.  By  JENNINGS  C.  LITZEN- 
BERG,  M.  D.,  F.  A.  C.  S.,  Professor  of  Obstetrics  and 
Gynecology,  Uiversity  of  Minnesota  Medical  School, 
Minneapolis.  St.  Louis.  The  C.  V.  Mosby  Company. 
1940.  12mo  of  394  pages.  Illustrated.  Cloth.  Price, 
$4.50. 

The  synopsis  is  indeed  a multum  in  parvo.  Within 
its  376  pages  are  collected  not  only  an  array  of 
facts  but  157  illustrations,  including  five  in  color. 

One  wishes  that  the  author  had  added  a brief 
bibliography  at  the  end  of  each  chapter. 

No  extra  words  are  used;  however,  occasionally, 
we  find  such  a bull’s  eye  as  “The  ovum  digests  its 
way  into  the  endometrium  much  like  a hot  shot 
dropped  upon  a cake  of  ice.” 

The  descriptions  and  the  illustrations  are  clear  and 
definitely  to  the  point.  The  heart  in  pregnancy  and 
missed  abortion  are  good  illustrations  of  clear  and 
pointed  description. 

Feeling  that  the  students  of  the  Medical  College 
of  Virginia  should  become  familiar  with  this  excel- 
lent synopsis  I have  recommended  it  as  a reference 
book.  Greer  Baughman,  M.D. 
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Editorial 


Chronic  Pain  of  the  Shoulder  and  Arm  From 
Compression  of  the  Brachial  Plexus 
(Scalenus  Anticus  Syndrome). 

The  demonstration  of  compression  of  the  cords  of 
the  brachial  plexus  as  a cause  of  pain  about  the 
shoulder  girdle,  radiating  into  the  arm  and  hand, 
has  greatly  simplified  the  study  of  many  cases  which 
formerly  presented  most  baffling  diagnostic  prob- 
lems. It  has  long  been  a matter  of  common  knowl- 
edge that  pain  sometimes  associated  with  vascular 
disturbance  of  the  upper  extremity  may  be  due  to  a 
cervical  rib  and  the  diagnosis  in  such  cases  is  simple 
if  X-ray  films  are  made.  The  knowledge  gained  from 
the  study  of  patients  presenting  sjTnptoms  due  to 
cendcal  rib  led  to  the  discovery  of  another  factor  that 
might  cause  similar  sjTnptoms  in  the  absence  of  a 
cersdcal  rib.  The  faulty  relationship  of  the  lower 
cords  of  the  brachial  plexus  to  a normal  first  rib  in 
certain  individuals  may  result  in  compression  of  the 
cords  of  the  plexus  in  the  angle  formed  by  the  first 
rib  and  the  tendon  of  the  scalenus  anticus  muscle. 
The  effect  of  this  compression  is  to  produce  pain  re- 
ferred to  the  nerves  of  the  brachial  plexus  and  this 
pain  involves  the  shoulder,  sometimes  the  precordium 
and  often  radiates  into  the  arm  and  hand. 

The  symptoms  of  compression  of  the  brachial 
plexus  by  the  tendon  of  the  scalenus  anticus  muscle, 
with  or  without  associated  cervical  rib,  rarely  de- 
velop before  adult  life  is  reached.  A rational  ex- 


planation of  the  freedom  of  children  from  sjTnptoms 
of  cervical  rib  or  scalenus  anticus  compression  may 
arise  from  the  fact  that  in  children  the  descent  of 
the  shoulder  has  not  taken  place.  The  high  position 
of  the  shoulder  in  a child  permits  the  lower  cords  of 
the  plexus  to  cross  the  first  rib  with  less  angulation 
than  may  occur  after  the  shoulder  has  descended  to 
the  permanent  adult  level. 

The  compression  of  the  plexus  between  a normal 
first  rib  and  the  scalene  tendon  varies  according  to 
posture  and  with  the  position  of  the  upper  extremity. 
This  fact  accounts  in  part  for  the  intermittent  sjTnp- 
toms  of  a constant  anatomical  condition. 

^^’ithin  the  past  few  years  there  has  been  much 
discussion  of  patients  with  sjTnptoms  due  to  brachial 
plexus  compression  but  erroneously  attributed  to 
brachial  neuritis,  cervical  arthritis  and  other  condi- 
tions which  inadequately  account  for  the  patients’ 
complaints.  Compression  of  the  brachial  plexus  by 
the  scalenus  anticus  tendon  against  the  first  rib  causes 
a traumatic  neuritis  of  the  plexus  but  the  condition 
is  in  no  way  due  to  infection. 

Patients  with  sjanptoms  of  scalenus  anticus  syn- 
drome complain  of  pain  about  the  shoulder  which 
usually  radiates  into  the  arm  and  may  be  particularly 
troublesome  just  above  the  elbow.  The  pain  in  some 
cases  may  radiate  from  the  shoulder  upward  into  the 
cervical  region  or  down  over  the  precordium,  the 
latter  giving  apprehension  as  to  the  presence  of 
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angina  pectoris.  There  may  be  tingling  and  numb- 
ness of  any  of  the  fingers  but  the  ring  and  little 
fingers  are  more  frequently  involved.  Atrophy  of  the" 
muscles  of  the  hand  is  sometimes  seen.  In  many 
cases  the  pain  is  more  severe  at  night  and  the  patient 
finds  it  necessary  to  sleep  with  the  arm  on  a pillow 
or  elevated  above  the  head.  Carrying  a weight  in 
the  hand  of  the  affected  side  often  increases  the  dis- 
comfort. It  is  not  uncommon  for  patients  to  support 
the  elbow  on  the  affected  side  with  the  opposite 
hand. 

Should  the  compression  affect  the  subclavian  ar- 
tery which  accompanies  the  cords  of  the  plexus 
through  the  angle  of  the  scalene  muscle  and  the  first 
rib,  circulatory  changes  in  the  hand  may  develop. 
Such  changes  are  more  frequent  when  a cervical  rib 
is  present  but  scalenus  anticus  compression  alone  can 
impair  the  circulation  to  the  hand.  The  condition 
may  become  disabling  and  often  the  patient  resorts 
to  drugs  for  relief  of  the  pain.  The  condition  may  be 
present  bilaterally  but  symptoms  rarely  occur  si- 
multaneously on  the.  two  sides.  Compression  of  the 
brachial  plexus  by  the  scalenus  anticus  muscle  is  a 
frequent  condition  and  the  syndrome  is  being  recog- 
nized more  readily. 

While  the  syndrome  may  be  suspected  even  in  the 
absence  of  a cervical  rib,  a positive  diagnosis  some- 
times is  difficult.  The  most  important  objective  find- 
ing is  pain  on  pressure  over  the  scalenus  anticus 
tendon  just  above  the  clavicle.  Pressure  over  this 
point  may  cause  pain  to  radiate  throughout  the  dis- 
tribution of  the  nerves  primarily  involved  by  the 
compression  of  the  tendon,  that  is,  produce  the  same 
type  of  pain  for  which  the  patient  is  seeking  relief. 

Treatment  for  relief  of  the  condition,  obviously,  is 
surgical.  The  tendon  of  the  scalene  muscle  is  divided 
under  local  anesthesia.  Care  must  be  taken  to  avoid 
injury  to  the  brachial  plexus,  phrenic  nerve  and  sub- 
clavian artery.  With  accurate  diagnosis  and  precise 
operation  there  are  few  neurosurgical  procedures 
which  give  more  gratifying  results  with  so  little  pen- 
alty to  the  patient. 

Claude  C.  Coleman. 

The  White  Sulphur  Meeting. 

The  joint  meeting  this  month  of  the  medical  so- 
cieties of  the  two  Virginias  at  the  White  Sulphur 
Springs  promises  to  be  a success.  A battery  of  dis- 


tinguished speakers  is  being  brought  to  it  from  most 
of  the  medical  centers  of  the  Eastern  Seaboard.  After 
the  presentation  of  their  formal  papers  these  dis- 
tinguished guests  will  remain  to  conduct  more  inti- 
mate discussions  which  will  center  about  the  several 
round  tables  that  have  been  planned.  The  task  that 
has  been  assigned  the  several  discussants  of  stated 
papers  is  as  important  as  anything  else  on  the  pro- 
gram. These  men  have  been  selected  with  great  care 
from  the  membership  of  the  two  societies  because  of 
their  ability  to  contribute  to  the  questions  being  con- 
sidered. 

The  intermingling  of  the  members  of  the  two  so- 
cieties promises  to  be  pleasant,  and  the  interchange 
of  ideas  between  them  should  be  stimulating.  The 
few  days  of  close  association  will  cement  friendships 
between  the  doctors  of  Virginia  and  West  Virginia. 
The  White  Sulphur  Springs  is  just  the  place  to  en- 
joy all  these  opportunities  to  the  full. 

The  Compleat  Pediatrician  is  Complete. 

The  Compleat  Pediatrician  has  an  intriguing  lit- 
erary reminiscence  in  its  title  and  in  its  adaptation 
of  the  title  page  of  the  1653  edition  of  Isaak  Wal- 
ton’s The  Compleat  Angler  is  further  suggestive  of 
its  famous  namesake.  It  purports  to  be  a compen- 
dium of  practical,  diagnostic,  therapeutic  and  pre- 
ventive pediatrics,  with  an  “emphasis  on  symptoms 
and  signs  as  clues,  rather  than  on  description.”  It 
achieves  its  purpose.  It  is  a light,  handy  and  invit- 
ing book,  the  sort  of  book  the  busy  doctor,  pedia- 
trician or  not,  likes  to  have  on  his  desk.  The  facts 
are  there.  The  arrangement  is  simple  and  clear. 
There  is.  no  waste  of  words.  A few  lines  tell  all  one 
knows  about  freckles  and  all  one  needs  to  know.  The 
neuropsychiatric  child  is  dealt  with  adequately  on 
four  pages.  The  diagnosis  of  leukemia  is  disposed 
of  in  a single  paragraph,  but  in  the  few  lines  given 
this  subject  no  less  than  twenty-odd  other  diseases  are 
suggested  for  differential  consideration.  Adolescence 
is  covered  in  less  than  a page.  (One  is  tempted  to 
wish  for  the  sake  of  parents  and  children  alike  that 
in  life  such  a painful  period  could  be  so  summarily 
dispatched.)  In  fact,  the  whole  subject  of  pediatrics 
is  neatly  and  successfully  compressed  into  256  pages. 
Professor  W.  C.  Davison  of  Duke  University  is  to 
be  congratulated  on  having  produced  a worthwhile 
book,  now'  in  its  third  edition. 


456 


Virginia  Medical  Monthly 


[July, 


Proceedings  of  Societies 


The  Fourth  District  Medical  Society 

Held  its  annual  meeting  on  May  21  in  Blackstone, 
with  the  president,  Dr.  IMunford  Yates,  Petersburg, 
presiding.  An  interesting  scientific  program  was  pre- 
sented. At  the  business  session,  the  following  officers 
were  elected:  President,  Dr.  W.  M.  Phipps,  Hope- 
well;  vice-presidents.  Dr.  J.  B.  Kiser,  Emporia,  and 
Dr.  B.  H.  Knight,  Surry;  secretary-treasurer.  Dr. 

C.  E.  Martin,  (re-elected),  Emporia;  and  chairman 
of  the  Steering  Committee,  Dr.  Wright  Clarkson  (re- 
elected), Petersburg. 

The  following  resolutions  were  adopted : 

“The  Fourth  District  Medical  Society  wishes  to  go 
on  record  as  being  in  favor  of  placing  all  medical 
libraries  in  the  State  at  the  disposal  of  the  colored 
physicians  of  Virginia  and  we  further  wish  to  go  on 
record  as  opposed  to  charging  them  any  fee  for  this 
service  that  is  not  regularly  charged  to  white  physi- 
cians.” 

Wise  County  Medical  Society. 

At  the  annual  meeting  of  this  Society,  Dr.  Joseph 

D.  Culbertson  of  Coeburn  was  elected  president  and 
Dr.  C.  L.  Harshbarger  of  Norton  was  re-elected  sec- 
retary-treasurer. 


Norfolk  County  Medical  Society. 

At  a meeting  of  this  Society  on  June  5,  the  fol- 
lowing officers  were  elected:  President,  Dr.  James 
Anderson;  president-elect.  Dr.  M.  S.  Fitchett;  vice- 
president,  Dr.  Clayton  W.  Eley;  and  secretary- 
treasurer,  Dr.  Lockburn  B.  Scott,  who  was  re-elected 
for  his  twenty-second  year. 

Lynchburg  Academy  of  Medicine. 

The  regular  meeting  of  the  Academy  was  held 
June  3,  at  the  Lynchburg  General  Hospital,  with 
the  President,  Dr.  E.  G.  Scott,  presiding. 

Dr.  D.  P.  Scott  and  Dr.  Foy  Roberson,  Chief  of 
Staff,  Watts  Hospital,  Durham,  N.  C.,  presented  a 
very  educational  “Symposium  on  Gall  Bladder  Dis- 
ease.” Dr.  Scott  discussed  the  medical  aspect  and 
Dr.  Roberson  the  surgical. 

C.  E.  Keefer,  Secretary. 

Clinch  Valley  Medical  Society. 

Dr.  J.  H.  Hagy  of  Imboden  was  elected  president 
of  the  Clinch  Valley  Medical  Society  at  its  annual 
meeting.  Dr.  C.  B.  Bowyer  of  Stonega  was  re-elected 
secretary. 


News  Notes 


Commencements  of  Virginia  Medical  Schools. 

Medical  College  of  Virginia 
The  commencement  exercises  of  the  102nd  session 
of  the  Medical  College  of  Virginia  were  held  from 
June  1 to  4,  opening  with  the  Student  Body  Dance. 
The  commencement  sermon  was  delivered  by  the 
Reverend  Theodore  F.  Adams,  D.  D.,  Pastor  of  the 
First  Baptist  Church.  Alumni  Day  was  on  the  3rd 
and  this  ended  with  the  usual  banquet.  Dr.  W.  H. 
Street  of  Richmond  was  re-elected  president  of  the 
Association  and  Dr.  Blanton  P.  Seward  of  Roanoke 
was  elected  first  vice-president.  Dr.  T.  Dewey  Davis 
continues  as  treasurer.  On  Tuesday,  a buffet  lunch- 
eon was  held  for  the  Board  of  Visitors,  Alumni, 
Faculty,  and  Senior  Classes.  The  final  exercises  were 
held  at  the  Mosque  at  which  time  the  commencement 


address  was  delivered  by  Dr.  Reginald  Fitz,  Lecturer 
on  the  History  of  Medicine  at  the  Harvard  IMedical 
School.  Diplomas  were  awarded  to  132  graduates: 
sixty-six  in  medicine;  twenty-three  in  dentistry;  thir- 
teen in  pharmacy;  and  thirty  in  nursing.  The 
Honorary  Degree  of  Doctor  of  Science  was  awarded 
Dr.  Stuart  Leslie  Craig,  Surgeon  and  Director  of  the 
New  York  Eye  and  Ear  Infirmary.  The  functions 
were  closed  with  the  annual  reception  and  dance. 

The  following  are  graduates  in  medicine,  with  hos- 
pital appointments: 

Hospital  Division,  Medical  College  of  Vir- 
ginia, Richmond — Drs.  C.  Sherrill  Armantrout,^ 
Harrisonburg;  Jose  Bou-Lopez,  Corozal,  P.  R.: 
Amelia  Esther  Gardner,  Barren  Springs;  Milti  u 
Josiah  Hoover,  Jr.,  Richmond;  Joseph  Corbin 
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Parker,  Richmond;  Elmer  Shackelford  Robertson, 
Richmond;  and  George  Everett  Snider,  Pulaski. 
JOHNSTON-WiLLis  HOSPITAL,  RICHMOND — Drs.  Al- 
bert John  Ochsner,  II,  Spring  Grove;  Robert 
James  Scott,  Onancock;  and  Walter  Elliott  Ward, 
Robersonville,  N.  C. 

Stuart  Circle  Hospital,  Richmond — Dr.  Her- 
man Jacob  Flax,  Richmond. 

Norfolk  General  Hospital,  Norfolk — Drs.  Al- 
bert Edward  Corpening,  Granite  Falls,  N.  C.; 
Leonard  Meredith  Galbraith,  Richmond;  Forrest 
Elliott  Oglesby,  Richmond;  and  John  Tabb 
Walke,  Richmond. 

Catawba  Sanatorium,  Catawba  — Dr.  John 
Franklin  Gibson,  Jr.,  Carbondale,  Pa. 

University  of  Virginia  Hospital,  Charlottes- 
ville— Dr.  Alfred  Eldridge  Powell,  Roanoke. 
Lewis-Gale  Hospital,  Roanoke — -Dr.  Wilkin 
Richard  Stevens,  Coral  Gables,  Fla. 

Lynchburg  General  Hospital,  Lynchburg — Dr. 

Robert  Barnes  Ware,  Amherst. 

Charleston  General  Hospital,  Charleston, 
W.  Va. — Drs.  J.  Paul  Aliff,  Whitesville,  W.  Va. ; 
and  Morris  Hill  O’Dell,  South  Charleston,  W. 
Va. 

C.  & O.  Hospit.al,  Huntington,  W.  Va. — Drs. 
Galen  Glick  Craun,  Bridgewater;  and  Carlisle 
Bee  Hughes,  Jr.,  Concho,  W.  Va. 

Ohio  Valley  General  Hospital,  Wheeling,  W. 
Va.- — Drs.  Richard  Kermit  Hanifan,  Clarksburg, 
W.  Va. ; and  Edward  Leon  King,  Charleston,  W. 
Va. 

Saint  Mary’s  Hospital,  Huntington,  W.  Va. — 
Dr.^  Robert  Storrar  Gatherum,  Jr.,  Athens,  W.  Va. 
Wheeling  Hospital,  Wheeling,  W.  Va. — Dr. 

James  Earl  Spargo,  Jr.,  Wheeling,  W.  Va. 

New  York  Polyclinic  Medical  School  and  Hos- 
pital, New  York,  N.  Y. — Drs.  Oscar  Aguilo, 
Mayaguez,  P.  R. ; and  Richard  Kenneth  Clements, 
Matoaka,  W.  Va. 

Coney  Island  Hospital,  Brooklyn,  N.  Y. — Dr. 

Dorothy  Fisher,  Staten  Island,  N.  Y. 

New  V'ork  Infirmary  for  Women  and  Chil- 
dren, New  York,  N.  Y. — Dr.  Josefina  Guarch, 
Manati,  P.  R. 

Lincoln  Hospital,  New  York,  N.  Y. — Dr.  David 
Krapin,  Richmond. 

V.JJMBERLAND  HOSPITAL,  NeW  YoRK,  N.  Y. Dr. 

Benjamin  Rosenberg,  Brooklyn,  N.  Y. 


Strong  Memorial  Hospital,  Rochester,  N.  Y.— 
Dr.  Charles  Alorton  Scott,  Bluefield,  W.  Va. 

Harlem  Hospital,  New  York,  N.  Y. — Dr.  Natalie 
Yarow,  New  York,  N.  Y. 

PoTTSViLLE  Hospital,  Pottsville,  Pa. — Dr.  Olivia 
.\bernethy,  Elkin,  N.  C. 

Protestant  Episcopal  Hospital,  Philadelphia, 
Pa. — Dr.  Arthur  Bascom  Croom,  Maxton,  N.  C. 

Wilkes-Barre  General  Hospital,  Wilkes-Barre, 
Pa. — 'Dr.  A.  Bernard  Pasternack,  Richmond. 

Touro  Infirmary,  New  Orleans,  La. — Dr. 
Leonard  Apter,  Alexandria. 

Charity  Hospital,  New  Orleans,  La. — Dr.  Carl 
Bemis  Hall,  Charleston,  W.  Va. 

University  of  Oklahoma  Hospital,  Oklahoma 
City,  Okla.^ — Dr.  John  Dewitt  Ashley,  Jr., 
Swifton,  Ark. 

Rhode  Island  Hospital,  Pro\tdence,  R.  I. — Dr. 
Richard  Phillips  Bellaire,  Wellesley,  Mass. 

Wisconsin  General  Hospital,  Madison,  Wis. — 
Drs.  John  Reid  Edw’ards,  Asheville,  N.  C. ; and 
Francis  Charles  Johnson,  Greenfield,  Mass. 

G.allinger  Municipal  Hospital,  Washington, 
D.  C. — Dr.  Nathaniel  Clayton  Ewing,  Jones- 
ville. 

Station  Hospital,  Fort  Sam  Houston,  Texas — 
Dr.  Felix  Claudius  Feamster,  Lexington. 

Scott  and  White  Clinic,  Temple,  Texas — Dr. 
John  Franklin  Croom  Hunter,  Magnolia,  N.  C. 

Noravalk  General  Hospital,  Norwalk,  Conn. — 
Drs.  George  Stone  Ferrell,  Lynchburg;  Robert 
.^llen  Nutter,  Enterprise,  W.  Va.;  and  Clarence 
Fenimore  Ward,  Portsmouth. 

Macon  Hospital,  IVIacon,  Ga.— Drs.  Vernon  Mer- 
cer Bryant,  Elm  City,  N.  C. ; and  John  Hope 
Moorman,  Jr.,  Conicville. 

Crawford  W.  Long  Mei>iorial  Hospital,  At- 
lanta, Ga. — Dr.  Margaret  Helen  Zolensky, 
Thorpe,  W.  Va. 

Johns  Hopkins  Hospital,  Baltimore,  Md. — Dr. 
William  Cecil  Grinnan,  Richmond. 

Good  Samaritan  Hospital,  Lexington,  Ky. — Drs. 
Shelton  Brinson  Hunter,  Jr.,  Magnolia,  N.  C. ; 
and  Jack  Roy  Tayman  Rafter,  Keyser,  W.  Va. 

Louisville  City  IIospital,  Louisville,  Ky. — Dr. 
Jack  Graham  Webb,  Richmond. 

Baroness  Erlanger  Hospital,  Chattanooga, 
Tenn. — Dr.  Hal  Standish  Johnson,  Berwind,  W. 
Va. 
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William  Seymour  Hospital,  Eloise,  Mich. — Dr. 

Gus  Theodore  Kerhulas,  Columbia,  S.  C. 
University  Hospital,  Ann  .\rbor,  Mich. — Dr. 

Walter  Gorring  King,  Binghamton,  N.  Y. 

Peoples  Hospital,  Akron,  O. — Dr.  Evelyn  Adeline 
Meadows,  Hinton,  W.  Va. 

Olmstead  Memorial  Hospital,  Hollywood, 
Calif. — Dr.  Carl  Floyd  Stevens,  San  Francisco, 
Calif. 

California  Hospital,  Los  Angeles,  Calif. — Dr. 

Evelyn  Phillips  Sturges,  San  Francisco,  Calif. 
Colorado  General  Hospital,  Denver,  Colo. — • 
Dr.  Walter  Edward  Vest,  Jr.,  Huntington,  W.  Va. 
Rex  Hospital,  Raleigh,  N.  C. — Dr.  Clark  Harold 
Woodbum,  Brown’s  Summit,  N.  C. 

Dr.  Glenn  Fair  Palmer,  Pine  Grove,  W.  Va.,  was 
also  awarded  his  medical  degree. 

University  of  Virginia 
The  final  celebration  for  the  largest  graduating 
class  in  the  history  of  the  University  of  Virginia 
began  on  June  7th  and  continued  through  the  10th. 
Alumni  reunions  began  on  the  7th  at  the  Big  Tent 
and  the  annual  meeting  w'as  held  on  the  8th.  The 
baccalaureate  sermon  was  delivered  by  the  Reverend 
H.  M.  Haushalter  of  Baltimore.  The  graduating 
class  was  addressed  by  President  Franklin  D.  Roose- 
velt at  the  final  exercises  on  the  10th. 

A portrait  of  the  late  Dr.  John  Henry  Neff,  pro- 
fessor of  urology,  was  presented  to  the  University  by 
the  graduates  in  medicine. 

The  sixty-two  graduates  in  medicine,  with  hospital 
appointments,  are  as  follows : 

University  of  Virginia  Hospital,  University — 
Drs.  Eugene  Stapleton  Carter,  Jr.,  Fayetteville, 
W.  Va.;  James  Workman  Culbertson,  Woodruff, 
S.  C. ; William  Davis  Richardson  Driscoll,  Cov- 
ington; James  Richmond  Low,  Welcome;  John 
Rogers  Mapp,  Machipongo;  and  Edward  Valen- 
tine Siegel,  Jr.,  Newport  News. 

St.  Elizabeth’s  Hospital,  Richmond  — Drs. 
Thomas  McMurray  Armistead,  Lynchburg;  and 
Michael  Chester  Tavenner,  Norfolk. 

Memorial  Hospital,  Richmond- — Dr.  Carney 
Cooper  Pearce,  Jr.,  Suffolk. 

Blue  Ridge  Sanatorium,  Charlottesville — Dr. 

George  Ridgway  Minor,  Cannel  City,  Ky. 
Norfolk  General  Hospital,  Norfolk  — Dr. 

Henry  Lorenzo  Gardner,  Jr.,  Suffolk. 

Virginia  Mason  Clinic,  Seattle,  Wash. — Drs. 


John  Alexander  Cocke,  Hollins  College;  Francis 
Marvin  Bunce  Day,  Hartford,  Conn;  and  Angus 
Crawford  Randolph,  Lynchburg. 

Lakeside  Hospital,  Cleveland,  Ohio — Dr.  Edgar 
Clayton  Brantly,  Danville. 

Cincinnati  General  Hospital,  Cincinnati,  Ohio 
— Dr.  Charles  Emmett  Davis,  Jr.,  Groseclose. 
Cleveland  City  Hospital,  Cleveland,  Ohio — 
Dr.  Harold  Howard  Gist,  .-Anniston,  Ala. 

Union  IMemorial  Hospital,  Baltimore,  Md. — 
Drs.  Graham  Clark,  Englewood,  N.  J.;  Mason 
Smith,  Richmond;  and  Theodore  Booth  Strange, 
Gordonsville. ' 

West  Baltimore  General  Hospital,  Baltimore, 
Md. — Dr.  Harry  Lee  Greenberg,  Onancock. 
Church  Home  and  Infirmary,  Baltimore,  Md. 
— Dr.  Hugh  White  Sheffey  Powers,  Jr.,  Baltimore, 
Md. 

Sinai  Hospital,  Baltimore,  IVId. — Dr.  Bernard 
Harold  Raymond,  Norfolk. 

U.  S.  Marine  Hospital,  Baltimore,  Md. — Dr. 

David  William  Scott,  Jr.,  Fredericksburg. 

Walter  Reed  Hospital,  Washington,  D.  C. — Dr. 

Winston  Clarkson  Hainsworth,  Norfolk. 
Emergency  Hospital,  Washington,  D.  C. — Drs. 
Richard  Franklin  Hawkins,  Lynchburg;  and 
Louis  Paul  Ripley,  Roanoke. 

Baroness  Erlanger  Hospital,  Chattanooga, 
Tenn. — Dr.  James  Garnett  Bruce,  Jr.,  Culpeper. 
New  York  Hospital,  New  York,  N.  Y. — Drs. 
Henry  Wise  Mayo,  Jr.,  Brooklyn,  N.  Y. ; Charles 
LeGrand  Stuckey,  Bamberg,  S.  C. 

Presbyterian  Hospital,  New  York,  N.  Y. — Dr. 

Henry  Dunlop  Ecker,  Washington,  D.  C. 
Bellevue  Hospital,  New  York,  N.  Y. — Dr. 

James  Tate  Mason,  Jr.,  Seattle,  Wash. 

New  York  Post-Graduate  Hospital,  N,  Y. — Dr. 

Thomas  Whitehead  IMurrell,  Richmond. 

Long  Island  College  Hospital,  Long  Island, 
N.  Y. — Dr.  Julian  Harold  Frieden,  Norfolk. 
Grasslands  Hospital,  Valhalla,  N.  Y. — Dr. 

William  Pinkerton  Mulford,  Burlington,  N.  J. 
Strong  Memorial  Hospital,  Rochester,  N.  Y. — 
Dr.  John  Christian  Weaver,  Smithfield. 

Kings  County  Hospital,  Brooklyn,  N.  Y. — Dr. 

Norman  Lee  Wilson,  Brookline,  Mass. 

St.  Luke’s  Hospital,  Bethlehem,  Pa. — Drs. 
Ashby  Coleman,  Lynchburg;  and  Gordon  Living- 
ston Todd,  Jr.,  Princeton,  W.  Va. 

Robert  Packer  Hospital,  Sayre,  Pa. — Drs.  Al- 
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fred  Randolph  Garnett,  Danville;  and  Frederick 
St.  Paul  Henstridge,  Elmira,  N.  Y. 

Lankenau  Hospital,  Phildelphia,  Pa. — Dr. 

Douglas  \\’aldemar  Lund,  Lexington. 

Delaware  Hospital,  Wilmington,  Del. — Dr. 

Italo  Charamella,  Wilmington,  Del. 

Charity  Hospital  of  Louisiana,  New  Orleans, 
La. — Drs.  Virgil  Clayton  Daniels,  Boydton; 
Joseph  Wilson  Eversole,  Coebum;  John  Albert 
Kirchner,  Baltimore,  Md;  and  Andrews  -■\ntonio 
Pringos,  Petersburg. 

Duke  University  Hospital,  Durham,  N.  C. — Dr. 

William  Swindell  Credle,  Oxford,  N.  C. 
Charleston  General  Hospital,  Ch.arleston,  W. 

Va. — Dr.  William  Lee  Davis,  Lynnhaven. 

Roper  Hospital,  Ch.arleston,  S.  C. — Dr.  William 
Minor  Deyerle,  Bluefield,  W.  Va. 

St.  Joseph’s  Hospital,  Paterson,  N.  J. — Dr.  Her- 
bert Rupert  Farber,  Paterson,  N.  J. 

Bayonne  Hospital  and  Dispensary,  B.ayonne, 
N.  y. — Dr.  Edward  Emanuel  Shapiro,  Bavonne, 
N.  J. 

The  Cr-Awford  W.  Long  ^Iemorlal  Hospital, 
Atlanta,  Ga. — Drs.  Henry  Haskins  Ferrell,  Jr., 
Goochland;  and  Amos  Leslie  Stephens,  Jr.,  Lynch- 
burg. 

Emory  University  Hospital,  Atlanta,  Ga. — Drs. 
Richard  Wingfield  Garnett,  Jr.,  Danville;  and 
Don  Preston  Peters,  Jr.,  Lynchburg. 
Massachusetts  General  Hospital,  Boston, 
Mass. — Dr.  William  McKendree  Jefferies,  Rich- 
mond. 

Medical  Corps,  U.  S.  Navy — Drs.  James  Sidney 
Kitterman,  Norfolk;  and  John  Montague  Murphy, 
Washington,  D.  C. 

New  H.aven  Hospital,  New  H.aven,  Conn. — Dr. 

James  Baker  Twianan,  Charlottesville. 

Gorgas  Memorlal  Hospital,  Ancon,  Canal  Zone 
— Dr.  William  Guerin  White,  Charlottesville. 

Dr.  James  Alexander  Lamond  Mathers,  Norfolk, 
also  received  his  medical  degree. 

Program  for  the  Annual  Meeting. 

In  this  issue  of  the  Monthly  appears  the  program 
for  the  joint  meeting  of  the  Medical  Society  of  Vir- 
ginia and  the  West  Virginia  State  Medical  Associa- 
tion at  the  Greenbrier  Hotel,  White  Sulphur  Springs, 
W.  Va.,  July  29,  30  and  31.  In  addition  to  head- 
quarters hotel,  there  are  several  smaller  hotels  in 
the  village  of  White  Sulphur  Springs — the  .Mvon, 


the  Hart  and  the  West  Virginian — with  rates  from 
$2.00  up. 

Readers  will  notice  that  the  morning  sessions  are 
given  over  to  papers  by  invited  guests,  with  discus- 
sions by  a member  from  each  of  the  societies.  These 
guests  will  conduct  round  table  discussions  in  the 
afternoons. 

Both  societies  ivill  hold  business  sessions  as  usual. 
Time  for  the  Council  meeting  will  be  at  12:30 
Monday  and  the  first  meeting  of  the  House  of 
Delegates  will  be  at  4:30  p.  m.,  Monday,  the  29th. 
Lists  of  delegates  already  appointed  and  reports  to 
be  presented  for  acceptance  or  discussion  are  pub- 
lished in  this  issue. 

.'Vs  “all  work  and  no  play  make  Jack  a dull  boy”, 
diversions  may  be  indulged  in  as  the  taste  dictates. 

Governors  of  the  two  States  will  be  guests  of  the 
Societies  at  the  reception  and  banquet  on  the  last 
evening. 

The  ladies  are  to  have  a pleasant  and  interesting 
time  in  their  auxiliary  meetings,  so  bring  your  wives 
and  daughters. 

Don’t  forget  the  dates — July  29,  30  and  31. 

Medical  College  of  Virginia  Alumni  Dinner. 

Alumni  of  the  Medical  College  of  Virginia,  mem- 
bers of  the  Virginia  and  West  Virginia  State  Medical 
AsscKiations,  are  arranging  for  a dinner  on  Monday 
evening,  July  29,  at  the  Greenbrier  Hotel,  during  the 
time  of  the  joint  meeting  at  White  Sulphur  Springs. 
There  is  no  charge  to  those  staying  at  the  hotel  but 
the  price  will  be  $3.00  to  those  staying  elsewhere  or 
there  for  the  evening.  It  will  facilitate  arrangements 
if  those  who  do  not  expect  to  register  at  the  hotel  by 
noon  will  advise  Dr.  J.  A.  Shield,  212  West  Frank- 
lin Street,  Richmond,  if  they  plan  to  attend. 

Golfers — Take  Notice! 

To  the  golfers  of  the  Virginia  and  West  Virginia 
State  ISIedical  societies,  greetings  1 This  is  your 
Committee  announcing  the  time,  place  and  method 
proposed  in  conducting  your  tournament. 

The  program  committee  of  our  State  Associations 
have  assigned  to  us  Sunday,  July  28,  1940,  as  the 
date  on  which  we  are  to  hold  our  tournament.  The 
play  will  begin  at  8 A.  M.  afld  will  be  eighteen  hole 
match.  We  shall  play  by  the  Peoria  system  which 
will  save  you  the  trouble  of  bringing  your  handicaps 
from  your  various  clubs. 

Six  prizes  will  be  given,  one  for  the  Virginia,  one 
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for  the  West  Virginia,  and  one  for  the  Virginia  and 
West  Virginia,  low  net  and  low  gross. 

There  will  be  a golfers  banquet  at  8 P.  ISI.  at  the 
Casino  on  Sunday  night,  July  28,  for  the  purpose  of 
general  good  time  and  presenting  the  prizes  won  dur- 
ing the  day. 

Your  Committee  wishes  to  appeal  to  all  golfers  in 
the  two  state  associations  to  be  present  on  Sunday  for 
the  tournament. 

R.  H.  Dunn,  M.D. 

J.  ]\I.  Emmett,  M.D. 

J.  E.  Wood,  M.D. 

S.  S.  Hall,  M.D.,  Chairman. 

Tennis  Players,  Too,  Have  a Place. 

Tennis  players  will  play  in  spare  time  throughout 
the  convention  and  some  special  contests  with  prizes 
will  be  arranged.  Those  interested  may  secure  details 
from  Dr.  W.  A.  McGee,  1601  Monument  Avenue, 
Richmond,  or  from  Dr.  W'.  A.  Thornhill,  Jr.,  Medi- 
cal Arts  Building,  Charleston,  W.  Va. 

American  Medical  Association. 

At  the  annual  meeting  held  in  New  York,  June 
11-14,  there  were  12,631  physicians  in  attendance. 
Of  this  number  174  were  from  Virginia. 

Dr.  Nathan  B.  Van  Etten,  New  York,  succeeded 
Dr.  Rock  Sleyster,  Wauwatosa,  Wis.,  to  the  presi- 
dency, and  the  following  officers  were  elected:  Presi- 
dent-Elect, Dr.  Frank  Howard  Lahey,  Boston;  vice- 
president,  Dr.  Parke  G.  Smith,  Cincinnati;  secretary. 
Dr.  Olin  West,  Chicago;  treasurer.  Dr.  Herman  L. 
Kretschmer,  Chicago;  and  speaker  of  the  House  of 
Delegates,  Dr.  H.  H.  Shoulders,  Nashville.  The  last 
three  were  re-elected. 

The  following  meeting  places  have  been  selected: 
1941,  Cleveland;  1942,  Atlantic  City;  and  1943,  San 
Francisco. 

News  From  the  University  o£  Virginia  Med- 
ical School. 

On  May  14,  Dr.  E.  C.  Drash  addressed  the  Dan- 
ville Academy  of  Medicine  in  Danville  on  The  Col- 
lapse Therapy  Program  of  the  State  Health  De- 
partment. 

Dr.  E.  P.  Lehman  spoke  before  the  Peninsular 
.'\cademy  of  Medicine  in  Newport  News  on  May  20. 
His  subject  was  Prevention  of  Intraperitoneal  Ad- 
hesions with  Heparin. 

At  the  meeting  of  the  Fauquier  Medical  Society  in 
Warrenton  on  May  23,  Dr.  H.  B.  Mulholland  pre- 
sented a paper  on  Pneumonia. 


On  May  23,  Dr.  Samuel  A.  Vest,  Jr.  addressed 
the  Northern  Neck  Medical  Society  in  Warsaw  on 
Function  of  the  Testicles. 

Dr.  D.  C.  Elkin,  Professor  of  Surgery  at  the  Medi- 
cal School  of  Emory  University,  visited  our  Medical 
School  on  May  29. 

On  May  30,  Dr.  Floyd  Boys  addressed  the  Valley 
Medical  Society  in  Harrisonburg  on  the  subject.  Pre- 
vention of  Peritoneal  Adhesions  with  Heparin. 

The  John  and  IMar}'  R.  Markle  Foundation  has 
given  a grant  of  $2,500  to  the  University  of  Virginia 
in  support  of  a stud}’  of  the  state  of  calcium  and  bile 
pigments  in  blood  serum  with  the  aid  of  the  ultra- 
centrifuge in  the  Department  of  Biochemistry  under 
the  direction  of  Dr.  Alfred  Chanutin.  Dr.  Chanutin 
has  received  an  additional  grant  of  $1,800  from  the 
Dazian  Foundation  for  Medical  Research  in  support 
of  this  same  project. 

Dr.  W.  W.  Waddell,  Jr.  attended  the  meetings  of 
the  American  Medical  Association  in  New  York  City 
from  June  10  to  14  and  presented  a paper  on  Vitamin 
K in  the  Prevention  and  Treatment  of  Prothrombin 
Deficiency  and  Associated  Hemorrhage  in  the  New- 
born. 

St.  Elizabeth’s  Hospital. 

The  28th  annual  report  of  St.  Elizabeth’s  Hos- 
pital, Richmond,  has  recently  been  published.  This 
report  includes  a record  of  all  of  the  patients  ad- 
mitted and  treated  at  the  hospital  during  1939. 

The  report  is  arranged  along  the  same  general 
plan  that  has  been  used  for  several  years,  giving  a 
list  of  the  publications  of  the  Staff,  the  statistics  of 
the  School  of  Nursing,  Out-Patient  Department,  and 
Laboratory.  This  is  followed  by  a record  of  the 
diagnosis  and  operation  on  all  patients  admitted  and 
the  usual  critical  resume  of  the  deaths. 

The  number  of  surgical,  medical  and  urological 
cases  for  1939  was  the  same  as  in  1938;  however, 
there  was  an  increase  in  the  number  of  appendec- 
tomies, with  229  in  1939  as  compared  with  206  in 
1938,  and  165  in  1937. 

There  were  thirty  deaths  during  1939,  with  a 
mortality  rate  of  only  2.1  per  cent,  compared  with  a 
mortality  rate  of  2.8  per  cent  in  1938,  and  3.04  per 
cent  in  1937.  This  is  one  of  the  lowest  yearly  death 
rates  ever  recorded  at  this  institution.  Of  these  thirty 
deaths  there  were  twenty-seven  necropsies  (90  per 
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cent).  This  is  a higher  percentage  of  necropsies  than 
for  the  last  two  years,  as  necropsies  were  performed 
on  only  85  per  cent  of  the  deaths  for  1938  and  only 
67.3  per  cent  for  1937. 

Dr.  Clyde  F.  Ross, 

Richmond,  has  been  appointed  venereal  disease 
control  officer  of  this  city. 

Dr.  Francis  N.  Taylor 

Has  been  elected  a vice-president  of  the  Peters- 
burg Lions  Club. 

Dr.  B.  B.  Bagby, 

Richmond,  for  the  past  ten  years  director  of  the 
State  Bureau  of  Maternal  and  Child  Health,  has  re- 
signed and  retired  from  office  on  July  1.  He  prac- 
ticed his  profession  privately  for  nineteen  years  and, 
in  1923,  became  health  officer  for  Henrico  County; 
the  following  year  he  took  a similar  position  in  Clark 
County,  Ga. ; and  was  health  officer  for  Southampton 
County  from  1929-30,  when  he  entered  state  service. 

Dr.  Bagby  plans  to  spend  the  summer  at  Edwards- 
ville  and  will  then  make  his  home  at  West  Point. 

Dr.  Pendleton  S.  Tompkins, 

Graduate  of  Washington  University,  1931,  who 
has  been  located  in  Philadelphia  for  the  past  three 
or  more  years,  specializing  in  gynecology  and  ob- 
stetrics, has  recently  moved  his  office  from  the 
Pennsylvania  Hospital  to  the  Medical  Tower.  Dr. 
Tompkins  was  recently  elected  first  vice-president  of 
the  Philadelphia  Obstetrical  Society.  He  is  a son 
of  Dr.  and  Mrs.  E.  P.  Tompkins  of  Lexington,  Va. 

Venereal  Disease  Information 

Presents  a monthly  digest  of  the  important  papers 
on  diagnosis,  treatment,  pathology,  laboratory  re- 
search, and  public  health  from  the  entire  world. 
In  addition,  it  publishes  important  special  papers 
and  reports  by  leading  scientists.  It  is  designed 
to  keep  both  the  specialist  and  the  general  practi- 
tioner informed  of  developments  in  the  field  of 
syphilology  and  urology. 

This  journal  is  published  monthly  by  the  U.  S. 
Public  Health  Service  and  ranks  as  the  Govern- 
ment’s “best  seller,”  with  the  highest  paid  circu- 
lation of  any  Eederal  publication.  It  is  available 
at  fifty  cents  per  year  to  all  physicians.  New  sub- 
scribers may  receive,  on  request,  any  or  all  of 
several  supplements. 

Orders  should  be  directed  to  the  Superintendent 


cf  Documents,  Government  Printing  Office,  Wash- 
ington, D.  C.,  accompanied  by  fee  in  check  or  money 
order,  not  stamps. 

The  Leslie  Dana  Gold  Medal, 

.^warded  annually  for  outstanding  achievements 
in  the  prevention  of  blindness  and  the  conservation 
of  vision,  was  presented  this  year  to  Mr.  John  M. 
Glenn,  of  New  York  City,  Honorary  Vice-President 
of  the  National  Society  for  the  Prevention  of  Blind- 
ness. Identified  with  the  organized  movement  for  the 
protection  of  eyesight  in  America  since  its  beginning 
in  1908,  Mr.  Glenn  served  as  a member  of  the  Board 
of  Directors  of  the  National  Society  for  the  Preven- 
tion of  Blindness  for  three  decades  and  became 
Honorary  Vice-President  in  1938. 

Doctors  in  Civic  Affairs. 

Dr.  M.  H.  Harris  was  recently  elected  Mayor  of 
West  Point; 

Dr.  Charles  R.  Anderson  was  re-elected  Mayor  of 
Winchester  for  a third  term;  and 

Dr.  James  W.  Reed,  Norfolk,  has  been  re-elected 
a member  of  the  City  Council. 

Dr.  I.  A.  Bigger, 

Richmond,  was  elected  treasurer  of  the  American 
Association  of  Thoracic  Surgery  at  its  meeting  in 
Cleveland  in  June. 

Dr.  E.  Trible  Gatewood, 

Richmond,  was  recently  elected  to  membership  in 
the  American  Laryngological  /Association,  which 
limits  its  membership  to  one  hundred  laryngologists 
throughout  the  United  States  and  Canada. 

Dr.  Charles  F.  James,  Jr., 

Class  of  ’38,  Medical  College  of  Virginia,  has  been 
appointed  assistant  surgical  resident  in  the  Coney 
Island  Hospital,  Brooklyn,  N.  Y.,  effective  August  1. 
He  has  recently  been  at  the  New  York  Polyclinic 
Medical  School  and  Hospital. 

Dr.  Paul  Kimmelstiel, 

Recently  Associate  Professor  of  Pathology  at  the 
Medical  College  of  Virginia,  Richmond,  has  moved 
to  Charlotte,  N.  C.,  where  he  will  be  pathologist  at 
the  Charlotte  Memorial  Hospital,  effective  August  1. 

The  New  York  Academy  of  Medicine 

Graduate  Fortnight  will  be  held  from  October  14 
to  25.  The  subject  this  year  is  “Infections”,  and  the 
purpose  is  to  make  a complete  study  and  authorita- 
tive presentation  of  a subject  of  outstanding  impor- 
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tance  in  the  practice  of  medicine  and  surgery.  It 
will  include  morning  panel  discussions,  afternoon 
clinics  and  clinical  demonstrations  at  many  of  the 
hospitals  of  New  York  City,  evening  addresses  and 
appropriate  exhibits.  The  evening  sessions  will  be 
addressed  by  recognized  authorities  in  their  special 
fields,  drawn  from  leading  medical  centers  of  the 
United  States. 

All  members  of  the  medical  profession  are  eligible 
for  registration  and  a complete  program  and  regis- 
tration blank  may  be  secured  by  addressing  Dr. 
Mahlon  Ashford,  The  New  York  Academy  of  Medi- 
cine, 2 East  103rd  Street,  New  York  City. 

The  American  College  of  Physicians 

Will  hold  its  Twenty-Fifth  Annual  Session  in 
Boston,  with  general  headquarters  at  the  Statler 
Hotel,  April  21-25,  1941. 

Dr.  James  D.  Bruce  of  Ann  Arbor,  Mich.,  is 
President  of  the  College  and  will  have  charge  of  the 
program  of  general  scientific  sessions.  Dr.  William 
B.  Breed  of  Boston  has  been  appointed  General 
Chairman  of  the  Session,  and  will  be  in  charge  of 
the  program  of  clinics  and  demonstrations  in  the 
hospitals  and  medical  schools  and  of  the  program  of 
panel  and  round  table  discussions  to  be  conducted  at 
the  headquarters. 

Married. 

Dr.  Hazael  Joseph  Williams,  Brownsburg,  and 
Miss  Marion  Louise  Pugh,  Richmond,  May  25.  Dr. 
Williams  is  a graduate  of  the  IMedical  College  of 
Virginia  in  the  class  of  1938. 

Dr.  Hal  Standish  Johnson,  Berwind,  W.  Va.,  and 
Miss  Ellen  Reynolds,  Chesterfield  County,  June  5. 
Dr.  Johnson  graduated  from  the  Medical  College  of 
Virginia  this  year  and  will  serve  his  internship  at 
the  Baroness  Erlanger  Hospital,  Chattanooga,  Tenn. 

Dr.  Roland  Harris  Vaughan,  Edenton,  N.  C.,  and 
Miss  Ruth  Elizabeth  Miller,  Wilkes  Barre,  Pa., 
June  1.  Dr.  Vaughan  received  his  medical  degree 
from  the  University  of  Virginia  in  1935. 

American  Proctologic  Society. 

.'\t  the  annual  meeting  of  this  Society,  held  in 
Richmond,  June  9-11,  the  following  officers  were 
elected:  President,  Dr.  Clement  J.  De  Bere,  Chicago; 
vice-president.  Dr.  J.  J.  Corbett,  Detroit;  secretary. 
Dr.  William  H.  Daniel,  Los  Angeles;  and  treasurer. 
Dr.  Fred  Campbell,  Kansas  City,  Mo. 

More  than  75  per  cent  of  the  members,  or  more 
than  300,  attended  this  meeting,  and  it  was  stated 


that  this  was  the  most  successful  meeting  the  So- 
ciety had  ever  had. 

Dr.  George  A.  Shetter, 

Class  of  ’37,  Medical  College  of  Virginia,  visited 
his  family  in  Richmond,  on  his  way  to  Billings,. 
Montana,  where  he  will  study  this  summer.  In  the 
Fall  he  will  return  to  New  York  where  he  has  re- 
ceived a three-year  appointment  at  the  New  York 
Eye  Infirmary. 

The  Jefferson  Medical  College  of  Philadel- 
phia News. 

The  One  Hundred  and  Fifteenth  Commencement 
was  held  on  June  7.  The  valedictory  address  on 
“The  Art  of  Living”,  was  delivered  by  William  Lyon 
Phelps,  Ph.D.,  LL.D.,  Public  Orator  of  Yale  Uni- 
versity, New  Haven,  on  whom  was  conferred  the 
honoraiy  degree  of  Doctor  of  Civil  Law. 

The  Graduating  Class  numbered  125,  bringing  the 
total  number  of  graduates  to  16,694.  The  graduates 
originated  in  twenty  different  states,  the  Territory' 
of  Hawaii  and  Puerto  Rico.  Thirty-one  members  of 
the  Graduating  Class  were  commissioned  as  First 
Lieutenants  in  the  Medical  Section  of  the  Officers’ 
Reserve  Corps.  The  commissions  were  presented  by 
Dr.  John  F.  Corby,  Lt.Col.,  M.C.,  U.S.A. 

The  Annual  Alumni  Dinner  was  held  on  June  6, 
at  the  Bellevue-Stratford  Hotel  with  525  Alumni  in 
attendance:  Dr.  Carl  E.  McKee,  ’06,  President  of 
the  Alumni  Association,  presided.  Alumni  Day  and 
Ex-Internes’  Day  Clinics  were  held  on  June  5 and  6, 
in  the  Clinical  .‘Amphitheatre  of  the  Jefferson  Hos- 
pital. 

The  Jefferson  Medical  College  is  commemorating 
the  anniversar}'  of  the  twenty-fifth  year  of  Dr.  J. 
Parsons  Schaeffer  as  Professor  of  Anatomy. 

The  following  promotions  in  the  teaching  corps 
have  been  made,  during  the  past  session:  Dr.  Clif- 
ford B.  Lull,  Associate  Professor  of  Obstetrics;  Dr. 
Norman  M.  Macneill,  Associate  Professor  of  Pedia- 
trics; Dr.  Lorenz  P.  Hansen,  Associate  Professor  of 
Chemistry;  Dr.  Victor  C.  Haury,  Associate  Professor 
of  Pharmacology;  Dr.  John  Williams  Holmes,  As- 
sistant Professor  of  Pediatrics;  Dr.  Franklin  R. 
Miller,  Assistant  Professor  of  Medicine;  Dr.  George 
Allen  Bennett,  Assistant  Professor  of  Anatomy;  Dr. 
Reynold  S.  Griffith,  Associate  in  Therapeutics;  Dr. 
Guy  M.  Nelson,  Associate  in  Medicine;  Dr.  Mario 
A.  Castallo,  .Associate  in  Obstetrics;  Dr.  Louis  B. 
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Laplace,  Associate  in  Medicine;  Dr.  A.  M.  Recht- 
man,  Associate  in  Orthopedic  Surgery;  Dr.  Joseph 
Waldman,  Associate  in  Ophthalmology;  Dr.  Howard 
Holt  Bradshaw,  Associate  in  Surgery  and  Dr.  Robert 
Bruce  Xye,  Associate  in  Therapeutics. 

Dr.  Bernard  J.  Alpers,  Professor  of  Neurology,  has 
been  elected  President  of  the  American  Association 
of  Neuropathologists.  Dr.  Alpers  has  also  been  re- 
elected Assistant  Secretary  of  the  American  Neuro- 
logical Society. 

Personnel  Changes  in  State  Health  Depart- 
ment. 

Four  new  county  health  departments  are  being  es- 
tablished, effective  July  1,  1940.  These  are  Char- 
lotte, Chesterfield,  Orange  and  Smyth  Counties. 

Dr.  John  R.  Grunwell  is  a new  appointee  as  As- 
I sistant  Health  Officer  in  Arlington  to  succeed  Dr.  R. 

I Bruce  ^lallett.  Dr.  jMallett  has  been  transferred  to 

Orange  County  as  Health  Officer.  Both  changes  ef- 
fective July  1. 

Dr.  Allen  W.  Lane  is  a new  appointee  as  Assistant 
Health  Officer  of  the  Brunswick-Greensville-Meck- 
lenburg  Health  District  to  replace  Dr.  \\'illiam  P. 
Terry.  Dr.  Terry  is  being  transferred  to  Charlotte 
County  as  Health  Officer,  both  changes  effective 
July  1.  Dr.  Lane  has  been  engaged  in  practice  at 
Blackstone. 

Dr.  Earle  C.  Gates  has  returned  from  Johns  Hop- 
kins University  where  he  took  a course  in  Public 
Health  and  has  been  appointed  Health  Officer  of 
Chesterfield  County,  effective  July  1. 

Dr.  Willard  W.  Griggs  has  been  designated  to 
take  a course  in  public  health  at  Johns  Hopkins  be- 
ginning in  September,  1940.  His  successor  has  not 
yet  been  appointed. 

Dr.  John  G.  IMcNiel  has  been  designated  to  take 
a course  in  public  health  at  Johns  Hopkins  beginning 
in  September,  1940.  He  will  be  succeeded  by  Dr.  A. 
Glenn  Evans  at  that  time. 

Dr.  William  Y.  Garrett  has  been  designated  to 
take  a course  in  public  health  at  Johns  Hopkins  Uni- 
versity beginning  in  September,  1940.  His  successor 
has  not  yet  been  appointed. 

Dr.  William  M.  Moir  is  being  transferred  from 
\\’ashington  County  to  Smyth  County,  effective 
July  1.  He  will  be  succeeded  in  Washington  County 
by  Dr.  James  M.  Suter,  who  has  recently  completed 
a course  of  study  at  Johns  Hopkins  University. 

Dr.  Paul  W.  Bowden  will  be  appointed  Venereal 
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Disease  Control  Officer  in  the  Newport  News  area, 
effective  July  1,  on  a temporary  basis.  He  will  enroll 
at  Johns  Hopkins  University  in  September.  Effec- 
tive July  1,  Dr.  Bowden  will  be  succeeded  by  Dr. 
John  D.  Hamner,  who  has  recently  returned  from 
Johns  Hopkins  University. 

Dr.  Lewis  Walker  Mcllhany  has  been  appointed 
.\ssistant  Health  Officer  in  Control  of  Venereal  Dis- 
ease in  the  Norfolk-Princess  Anne  Health  District, 
effective  July  1,  1940.  , 

Dr.  James  W.  Tankard, 

\\’ho  formerly  practiced  in  the  southwestern  part 
of  this  State  and  later  in  Kentucky,  has  returned  to 
Virginia  and  located  in  Hilton  Village.  He  is  con- 
nected with  the  surgical  staff  of  Elizabeth  Buxton 
Hospital,  Newport  News,  and  has  morning  hours  in 
the  Buxton  Clinic  and  evening  hours  at  his  home. 

Fauquier  County  Hospital  Discontinued. 

At  a meeting  on  May  22,  members  of  the  Fauquier 
County  Hospital  Association  voted  unanimously  to 
discontinue  this  hospital  at  once  or  as  soon  as  the 
“patients  therein  may  be  discharged”.  This  will 
terminate  a controversy  which  has  existed  for  sev- 
eral years  between  the  lay  members  of  the  hospital 
board  and  the  twenty-eight  doctor  members  of  the 
Fauquier  County  Medical  Society.  The  hospital  had 
been  in  operation  since  1925. 

News  from  Duke  University  School  of  Med- 
icine. 

On  May  23,  Dr.  Mark  V.  Ziegler,  Assistant  Sur- 
geon, U.  S.  Public  Health  Service,  Washington, 
D.  C.,  lectured  to  the  students  on  “Opportunities  in 
the  Public  Health  Service”. 

In  the  autumn  quarter,  1939,  the  Duke  Medical 
Historical  Society  was  organized  by  the  students  of 
the  School  of  ISIedicine,  with  eighteen  members. 
Meetings  are  held  every  two  weeks  and,  at  each 
meeting,  one  of  the  members,  or  a guest  speaker, 
discusses  some  phase  of  medical  history. 

At  the  Commencement  exercises,  held  June  3, 
there  were  fifty-eight  candidates  for  the  degree  of 
Doctor  of  Medicine  and  five  for  the  degree  of  Bache- 
lor of  Science  in  Medicine. 

American  Congress  of  Physical  Therapy. 

The  19th  annual  scientific  and  clinical  session  of 
this  Congress  will  be  held  September  2-6,  at  the  Hotel 
Statler,  Cleveland,  Ohio.  The  mornings  will  be  de- 
voted to  the  annual  instruction  course  and  the  sci- 
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entific  sessions  will  be  held  in  the  afternoons  and 
evenings.  Every  phase  of  physical  therapy  will  be 
covered  in  the  general  program,  with  special  em- 
phasis on  the  use  of  physical  measures  in  general 
practice.  Symposia  dealing  with  light,  heat  and  elec- 
tricity as  important  therapeutic  adjuvants  in  general 
medical  and  surgical  practice  will  appeal  to  every 
physician  interested  in  modern  therapy.  The  seminar 
and  convention  proper  will  be  open  to  physicians  and 
qualified  technicians. 

For  information,  address  American  Congress  of 
Physical  Therapy,  30  North  Michigan  Avenue, 
Chicago. 

For  Sale — 

Standard  office  Burdick  air-cooled  Quartz  mer- 
cury treatment  lamp.  Slightly  used.  Reasonable. 
Address  “Burdick  Lamp”,  care  this  Journal. 

{Adv.) 

Physician  Wanted 

In  incorporated  town  of  more  than  1,000.  In  midst 
of  good  farming  and  large  dairy  farm  section.  Good 
roads,  etc.  If  interested,  address  No.  86,  care  this 
Journal.  {Adv.) 

For  Sale — 

Two  Brown-Buerger  cystoscopes.  In  excellent 
condition.  Reasonably  priced.  Address"  Cystoscope”, 
care  this  Journal,  1200  East  Clay  Street,  Rich- 
mond, Va.  {Adv.) 


Obituary  Record 

Dr.  John  Abner  Hawkins, 

Danville,  died  June  7,  following  a stroke,  al- 
though he  had  been  in  bad  health  since  1936.  After 
some  ten  years  of  practicing  roentgenology,  he  de- 
veloped burns  from  radium,  apparently  from  a leak 
in  his  equipment,  and  in  recent  years  had  had  to 
have  both  legs  amputated.  Dr.  Hawkins  was  forty- 
five  years  of  age  and  a graduate  of  the  Medical  Col- 
lege of  Virginia  in  1918.  He  served  in  a Portsmouth 
hospital  as  a naval  reserve  lieutenant  during  the 
World  War  and  was  for  several  years  captain  of  the 
Danville  Hospital  Company  in  the  National  Guard. 
Dr.  Hawkins  had  been  a member  of  the  Medical 
Society  of  Virginia  for  twenty  years.  His  wife  and 
three  children  survive  him. 


Dr,  Asa  Wesley  Graves, 

Lacey  Spring,  died  on  April  12  of  diabetes  mel- 
litus,  having  been  in  ill  health  for  sometime.  He  was 
sixty-one  years  of  age  and  a graduate  in  medicine  of 
the  Medical  College  of  Virginia,  Richmond,  in  1910. 
Dr.  Graves  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  for  some  years.  He  saw  service  in 
the  World  War. 

Resolutions  on  the  Death  of  Dr.  James  Mor- 
rison. 

The  following  resolutions  were  adopted  at  the  last 
meeting  of  the  Lynchburg  Academy  of  Medicine ; 

Whereas,  death  has  removed  from  our  midst,  a be- 
loved and  valuable  associate,  Dr.  James  Morrison. 

Whereas,  Dr.  James  Morrison  has  been  prominently 
identified  with  the  professional,  business,  and  civic  life 
of  this  community  for  the  past  forty  years.  As  a younger 
man,  he  was  a member  of  the  Board  of  Aldermen,  at  the 
time  of  the  construction  of  the  present  public  water 
supply,  and  due  largely  to  his  efforts,  the  present  filtra- 
tion plant  was  installed.  He  was  a member  of  the  Public 
School  Board  at  the  time  of  the  construction  of  the  E.  C. 
Glass  High  School.  In  serving  in  these  various  civic 
capacities,  he  displayed  the  same  unswerving  devotion 
to  duty  that  characterized  the  conduct  of  his  professional 
career. 

Be  It  Therefore  Resolved,  that  in  his  passing,  the 
Lynchburg  Academy  of  Medicine,  and  the  City  of  Lynch- 
burg, have  lost  the  services  of  a skilled  physician,  a 
resourceful  worker,  and  a wfke  and  kindly  advisor. 

Be  It  Further  Resolved,  that  a copy  of  these  resolu- 
tions be  spread  upon  the  minutes  of  the  meeting,  that  a 
copy  be  presented  to  the  family  of  Dr.  Morrison,  and 
that  they  be  published  in  the  Virginia  Medical  Monthly. 

Jas.  R.  Gorman, 

R.  D.  Caldw'ell, 

D.  P.  Scott,  Chairman. 

Resolutions  on  Death  of  Dr.  Faulkner. 

Whereas  an  all  wise  Providence  has  seen  fit  to  take 
from  us  our  friend  and  fellow  alumnus.  Dr.  Donald 
MacKenzie  Faulkner; 

We,  the  Alumni  of  the  New  York  Orthopaedic  Dis- 
pensary and  Hosptial  in  business  session  June  10,  1940, 
wish  to  express  our  sincerest  sympathy  to  his  family 
in  their  loss  and  our  high  appreciation  of  him  as  an 
orthopaedic  surgeon  of  great  ability,  a friend  and  a 
gentlemen. 

Be  It  Resolved  that  this  token  of  esteem  be  spread  upon 
the  minutes  of  the  Alumni  Association,  a copy  be  sent 
to  the  Virginia  Medical  Monthly,  and  that  a copy  be 
sent  to  his  bereaved  family. 

Foy  Vann,  M.  D. 

Roy  M.  Hoover,  M.  D. 
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every  infant’s  diet.  The  addition  of  earl>ohydrate  cannot  compensate 
for  the  absence  of  a sufficient  amount  of  a suitable  fat. 


Yes,  Some  Fats  Do  Upset  Them.  Yet  a proper  fat  is  an  essential  part  of 


a Suitable 

FAT? 


Are  You 
FEEDING 


SMA  fat  resembles  human  milk  fat — has  the  same  chemical  and  physical 
characteristics.  And  because  SMA  fat  is  like  human  milk  fat  the  SMA 
carbohydrate  is  lactose,  the  only  sugar  present  in  human  milk. 


The  percentages  of  fat,  protein,  carbo- 
hydrate and  ash  are  the  same  as  those  in 
human  milk  and  when  prepared  accord- 
ing to  the  physician’s  directions  SMA  is 
essentially  similar  to  human  milk. 


Therefore,  SMA  may  be  fed  to  normal 
full-term  infants  without  modification  or 
change  for  the  same  reason  that  it  is  not 
necessary  to  modify  human  milk. 


Normal  infants  relish  SMA — digest  it  easily  and  thrive  on  it. 
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Take  along  PABLTJM 
in  the  new  half-pound  size 


. . * SO  convenient  for  traveling  . ♦ ♦ so  easy  to  prepare 


Whether  or  not  there  is  a baby  in  your  family 
Pablum  is  a convenient,  nutritious  food  to  include 
in  the  vacation  kit.  This  unique  cereal  can  be 
served  in  an  instant  . . . almost  anywhere,  any  time. 
No  cooking  is  required.  All  that’s  needed  is  to 
add  water  or  milk  of  any  temperature.  As  a physi- 
cian you  will  appreciate  the  advantage  that  Pablum, 


unlike  so  many  camp  rations  which  tend  to  be  con- 
centrated carbohydrate  lacking  in  minerals  and  vita- 
mins, supplies  generous  amounts  of  calcium,  phos- 
phorus, iron  and  vitamins  B,  and  G (riboflavin).  Its 
iron  and  calcium  content  is  far  higher  than  that  ot 
bulky,  perishable  vegetables.  Pablum  is  light  and 
easy  to  carry,  especially  in  the  new  Vz-lb.  package."*" 
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Three  Decades  of  Clinical  Experience 

The  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of  au- 
thoritative clinical  experience  as  Dextri-Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in 
preventing  their  reaching  unauthorized  persons.  Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 
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increasing  the  dosage.  It  is,  therefore,  especially  desirable  in 
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normal  Habit  Time  for  Bowel  Movement. 

Samples  of  any  of  the  Five  Types  of  Pelrolagar— Plain, 
with  Phenolphthalein,  with  Milk  of  Magnesia,  Unsweetened 
or  with  Cascara,  will  he;  sent  to  physicians  upon  re<piest. 
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Introduction 

This  report  deals  with  an  X-ray  survey  of  a 
complete  mental  hospital  population  with  reference 
to  pulmonary  tuberculosis.  This  activity  grew  out 
of  conferences  with  Dr.  H.  C.  Henry,  Director  of 
Virginia  State  Hospitals,  and  Dr.  E.  C.  Harper, 
Head  of  the  Tuberculosis  Division,  Department  of 
Health,  concerning  the  tuberculosis  problem  at  the 
Southwestern  State  Hospital. 

At  this  hospital  we  were  completing  an  eighty-bed 
building  for  tuberculosis,  based  on  a liberal  estimate 
that  6 per  cent  of  the  population  might  have  tuber- 
culosis. Actually  there  were  about  ten  known  cases 
in  the  hospital;  this  in  the  face  of  a known  incidence 
of  active  disease  in  mental  hospitals  of  3 to  4 per 
cent. 

It  was  very  apparent,  therefore,  that  a careful  in- 
vestigation of  our  population  was  indicated  and  this 
study  is  herein  reported. 

X-ray  e.xamination  was  the  method  chosen  as  the 
most  practicable  single  means  of  detection  of  pul- 
monary involvement.  A careful  chest  examination 
of  nearly  1,300  patients  with  our  small  staff  was 
impracticable.  Such  diagnostic  methods  as  tuber- 
culin skin  sensitivity  tests,  sputum  smears,  blood 
sedimentation  rates,  guinea  pig  inoculation  and  cul- 
tures were  dismissed  except  for  later  supplementary 
and  classification  studies.  Negative  tests  such  as 
these  have  no  positive  diagnostic  significance  and 
carry  only  a negative  value.  Fluoroscopy  is  sub- 
ject to  criticism  in  that  sufficient  detail  of  lung  struc- 

•Read  before  the  Virginia  Neuropsychiatric  Society 
in  Richmond,  Va.,  February  7,  194-0. 


ture  is  lacking  for  accurate  diagnosis.  It  is  almost 
unanimously  agreed  that  taking  X-ray  films  of  the 
chest  constitutes  the  only  efficient,  conclusive  and 
entirely  satisfactory  method  of  detecting  tuberculo- 
sis in  a large  number  of  mentally  ill  patients  in  a 
short  period  of  time. 

Description  oe  Survey 

On  recommendation  of  Dr.  E.  C.  Harper,  of  the 
Virginia  State  Health  Department,  the  services  of  a 
firm  were  engaged  and  paper  films  were  taken  of 
our  ambulant  patients.  By  this  rapid  technique 
1,095  of  our  1,263  patients  were  X-rayed  in  two 
days  (March  24  and  25,  1939).  The  remainder 
were  X-rayed  and  poor  or  debatable  films  were  re- 
taken, using  celluloid  films,  during  subsequent 
weeks  by  our  own  staff. 

It  seems  desirable  here  to  give  a description  of 
paper  films.  To  obviate  the  necessity  of  changing 
cassettes  there  has  been  developed  a light  sensitive 
emulsion  which  may  be  used  in  X-ray  work  that 
can  be  fixed  to  paper  rolls.  These  rolls,  each  of 
which  accommodates  a hundred  exposures,  are  placed 
in  a special  frame  and  a simple  turn  of  the  roll 
brings  up  the  next  section  for  exposure,  using  the 
same  principle  as  a roll-film  camera.  In  this  way 
exposures  can  be  made  almost  as  quickly  as  subjects 
can  step  in  line.  Later,  during  development,  the 
emulsion  is  dissolved  from  the  paper,  leaving  a print 
rather  than  a negative.  The  reading  of  the  roll, 
of  course,  necessitates  a special  view  box  with  direct 
lighting  since  the  films  are  not  transparent. 
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No  claim  has  been  made  that  these  paper  films 
are  as  satisfactory  for  diagnosis  as  celluloid  films. 
The  rapidity  with  which  they  can  be  taken  and  read 
is  their  chief  claim  to  distinction.  However,  they 
show  sufficient  detail  for  survey  work  of  this  nature. 
Whenever  the  paper  films  were  even  slightly  ques- 
tionable, the  patient  was  re-X-rayed  on  celluloid. 
The  result  of  such  checking  of  paper  against  cellu- 
loid has  not  as  yet  brought  out  any  evidence  against 
the  diagnostic  value  of  paper  films,  but  has  enabled 
us  to  definitely  classify  some  questionable  cases. 

It  has  been  estimated  that  it  would  have  taken 
approximately  three  months,  working  seven  days  a 
week,  to  have  taken  all  the  films  on  celluloid  that 
were  taken  in  two  days  on  paper.  This  would  have 
left  the  X-ray  department  no  time  for  routine  work 
and  would  have  tied  up  the  attendants  and  other 
personnel  for  the  same  period  of  time.  Although 
the  expense  of  paper  films  is  about  equal  to  that  of 
celluloid,  this  saving  of  time  and  labor  must  be 
accounted  to  the  credit  of  the  paper  film. 

The  census  of  the  hospital  has,  of  course,  changed 
since  the  work  began.  Only  those  patients  who  were 
in  the  hospital  on  March  25,  1939,  however,  are 
accounted  for  in  the  figures  to  be  reported.  The 
percentages,  therefore,  represent  the  status  as  re- 
gards tuberculosis  on  March  25,  1939,  slight  changes 
having  since  occurred. 

Findings  of  Survey 

The  results  of  the  roentgen  survey  are  sum- 
marized in  Table  1. 

Table  I. 

Survey  Data. 


Men 

Wo.MEN 

Total 

Number  of  chest  films 

(Entire  hospital  population) 

701 

562 

1,263 

Entirely  negative 

437 

226 

663 

Non-tuberculous  lesions,  abnor- 

malities  and  healed  tuberculosis 

195 

250 

445 

Suspicious  tuberculosis  _ _ _ 

15 

9 

24 

Positive  tuberculosis,  all  stages — 

54 

77 

131 

A.  Active  _ 

29 

24 

53 

1.  Minimal 

9 

11 

20 

2.  Moderately  advanced  — 

13 

10 

23 

3.  Far  advanced  _ _ _ 

7 

3 

10 

B.  Inactive  - — 

25 

53 

78 

1.  Minimal 

22 

45 

67 

2.  Moderately  advanced  — 

2 

7 

9 

3.  Far  advanced 

1 

1 

2 

Per  Cent 

Active  tuberculosis  

4.14 

4.27 

4.19 

Inactive  tuberculosis 

3.71 

9.43 

6.18 

All  tuberculosis  

7.70 

13.70 

10.04 

Suspicious  

2.13 

1.60 

1.90 

Altogether,  10.04  per  cent  (131  cases)  of  our  pa- 
tients had  X-ray  evidence  of  pulmonary  tuberculosis 
in  one  form  or  another.  On  the  basis  of  activity, 
4.19  per  cent  (fifty-three  cases)  had  active  lesions 
and  6.18  per  cent  (seventy-eight  cases)  had  inac- 
tive lesions. 

These  figures  do  not  include  those  patients  with 
primary  lesions  because  the  dictated  X-ray  readings 
did  not  in  all  instances  note  the  calcium  indicative 
of  childliood  or  primary  tuberculosis. 

It  is  well  here  to  reiterate  that  the  differentiation 
into  active  and  inactive  tuberculosis  is  solely  on  the 
basis  of  the  X-ray  appearance  of  the  lung.  Clin- 
ically, many  of  these  active  cases  are  physically 
robust  and  have  negative  sputum  reports,  while, 
on  the  other  hand,  one  of  our  cases,  first  pronounced 
arrested,  has  shown  tubercle  bacilli  in  the  sputum. 

The  hospital  residence  of  our  patients  with  tuber- 
culosis varied  from  a few  weeks  to  forty-one  years. 
All  of  the  counties  of  southwest  Virginia  are  rep- 
resented. There  appeared  to  be  no  relation  of  the 
disease  to  mental  diagnosis  other  than  deterioration. 
By  far  the  majority  of  our  patients  with  active  tuber- 
culosis were  found  among  the  chronic  deteriorated 
group,  such  as  those  having  long  standing  dementia 
praecox  or  epilepsy.  The  incidence  by  wards  paral- 
leled this  finding  inasmuch  as  the  wards  where  the 
highest  incidence  of  tuberculosis  was  discovered 
were  those  where  deteriorated  patients  were  kept. 

A difference  in  sex  incidence  was  noted  in  that 
there  were  more  women  with  inactive  tuberculosis 
than  men.  Of  the  men  3.71  per  cent  had  inactive 
tuberculosis  while  9.43  per  cent  of  the  women  had 
inactive  tuberculosis,  a ratio  of  nearly  three  to  one. 

Of  the  women  13.7  per  cent  had  tuberculosis  in 
one  form  or  another;  only  7.7  per  cent  of  the  men, 
a ratio  of  nearly  two  to  one.  In  other  words,  al- 
though twice  as  many  women  had  tuberculosis  as 
men  a far  greater  number  of  women  had  it  in  an 
inactive  stage. 

Active  cases  in  relation  to  total  population  were 
nearly  equal  in  the  two  sexes;  4.14  per  cent  among 
men  and  4.27  per  cent  among  women. 

A comparison  of  our  figures  with  those  of  the 
survey  of  the  Ontario  Mental  Hospital,  as  reported 
by  Dr.  Clarence  A.  Wicks  recently,  is  striking.  In 
his  survey  of  13,000  patients,  it  was  revealed  that 
10  per  cent  had  tuberculosis  while  3 per  cent  had 
active  tuberculosis.  In  our  figures  10.04  per  cent 
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had  tuberculosis;  4.19  per  cent  had  active  tuber- 
culosis. 

In  addition  to  the  patients,  the  attendants,  nurses 
and  other  employees  have  been  made  the  subject  of 
study.  Among  the  attendants,  4.64  per  cent  were 
found  to  have  active  tuberculosis.  One  of  our  nurses 
was  found  to  have  active  tuberculosis,  totally  unex- 
pected prior  to  the  making  of  the  X-ray  film.  Other 
employees  have  been  found  with  either  active  or  ar- 
rested pulmonary  disease  but  the  figures  have  not  yet 
been  completely  tabulated  in  the  case  of  the  other 
branches  of  the  hospital  personnel. 

Many  incidental  findings,  such  as  cardiac  changes, 
developmental  anomalies  of  the  thorax,  foreign 
bodies,  etc.,  were  brought  to  light  during  the  prog- 
ress of  the  survey.  This  presentation,  however,  will 
be  limited  to  the  subject  of  tuberculosis,  leaving  the 
discussion  of  these  other  findings  for  a later  report. 

Management  and  Treatment 

At  the  present  time  (Februarj',  1940)  we  are 
proud  to  announce  that  all  of  our  active  cases  of 
tuberculosis  are  isolated  in  a separate  building. 
Before  the  survey,  active  cases  unsuspected  by  us 
were  scattered  throughout  the  hospital,  working  on 
the  farm,  in  the  dairy  bam  and  even  in  the  kitchen. 

In  regard  to  sputum  examination,  we  find  that 
many  of  our  patients  are  un-cooperative  and  are, 
therefore,  not  suitable  subjects  for  sputum  studies. 
For  example,  a deteriorated  patient,  having  the  cata- 
tonic type  of  dementia  praecox,  may  not  produce 
sputum  for  examination  but  only  saliva.  Expec- 
torating into  a sputum  cup  or  sputum  bottle  is  an 
exception  rather  than  the  rule  for  this  type  of  pa- 
tient. To  get  sputum  really  suitable  for  examina- 
tion, it  is  necessary  to  have  intelligent  cooperation; 
hence  a majority  of  our  undoubtedly  active  tuber- 
culous cases  still  have  entirely  negative  sputum  (or 
rather  saliva)  reports  after  repeated  examination. 

Treatment  is  a matter  of  such  vital  interest  that 
a brief  mention  of  it  will  be  made  here.  In  addition 
to  bed  rest,  additional  nourishment,  special  nursing, 
and  isolation  technique,  28  per  cent  of  our  active 
cases  have  been  treated  by  artificial  pneumothorax 
(actual  number,  fifteen  patients). 

In  regard  to  artificial  collapse  therapy,  we  ex- 
pected considerable  difficulty  with  un-cooperative  pa- 
tients, both  during  fluoroscopy  and  during  each  col- 
lapse. We  have  been  surprised  to  find  that,  with 
few  exceptions,  our  patients  have  presented  no  sp>e- 


cial  contraindication  to  this  form  of  therapy  by 
reason  of  their  being  disturbed  mentally.  We  feel 
that  in  the  psychoses  there  is  special  indication  for 
pneumothorax  since  lungs  can  by  this  means  be  put 
to  rest  in  many  cases  where  voluntary  bed  rest  in 
the  usual  sanatorium  sense  cannot  be  carried  out. 

The  preventive  aspect  should  not  stop  with  isola- 
tion and  adequate  treatment  of  those  patients  found 
to  have  tuberculosis  at  the  time  of  the  survey  itself. 
Since  the  survey  all  new  patients  and  all  new  em- 
ployees have  been  given  routine  X-ray  examinations. 

The  tuberculosis  building  itself  is  of  fireproof 
construction,  one  story  in  height,  with  two  exteriorly 
s)Tnmetrical  wards,  one  for  each  sex,  between  which 
is  located  a central  kitchen.  A graduate  nurse  in 
charge  has  had  experience  in  a tuberculosis  hospital. 
One  physician  has  had  considerable  previous  ex- 
perience with  tuberculosis,  both  as  regards  diag- 
nosis and  management.  Arrangements  were  made 
whereby,  under  Dr.  J.  B.  Nichols,  Superintendent 
of  Catawba  Sanatorium,  another  physician  received 
an  intensive  course  in  collapse  therapy. 
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Summary  and  Conclusions 

1.  An  X-ray  survey  of  all  patients  as  of  !March 
25,  1939,  totalling  1,263,  has  been  made  at  the 
Southwestern  State  Hospital  with  reference  to  pul- 
monary tuberculosis. 

2.  The  survey  showed  that  the  incidence  of  pul- 
monary tuberculosis  in  some  stage,  other  than  healed 
primary,  was  10.04  per  cent,  and  that  4.19  per 
cent  had  active  tuberculosis. 

3.  At  present  seventy-eight  patients,  over  6 per 
cent  of  our  population,  are  isolated,  receiving  ade- 
quate medical,  dietary  and  special  care  in  a new 
eighty-bed  tuberculosis  building.  Pneumothorax 
treatment  has  been  instituted  in  28  per  cent  of  the 
active  cases. 

4.  Since  this  survey  all  new  patients  and  em- 
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ployees  have  been  routinely  X-rayed.  The  findings, 
from  the  interpretation  of  the  films,  as  they  accu^ 
mulate,  furnish  data  that  will  become  increasingly 
valuable. 

5.  Tuberculosis  in  state  hospitals  is  a larger  prob- 
lem than  has  been  generally  recognized.  It  is  to  be 
expected  that  about  4 per  cent  of  the  patients  will 
have  active  pulmonary  tuberculosis.  Unless  these 
patients  are  found,  they  cannot  be  segregated  and 
treated  and  constitute  a menace  to  the  entire  hos- 
pital population. 
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Discussion 

Dr.  George  B.  Arnold,  Colony:  I want  to  congratulate 
the  Southwestern  State  Hospital  on  the  excellent  piece  of 
work  that  they  have  done.  We  have  done  something 
similar  at  the  Colony.  When  we  built  a tuberculosis 
sanatorium  at  the  Colony  we  had  a thousand  patients 
in  the  institution.  Our  tuberculosis  sanatorium  has  sixty- 
four  beds  in  it;  since  the  sanatorium  was  opened  all 
the  beds  in  it  have  been  filled. 

In  addition,  we  have  a number  of  cases  of  tuberculosis 
in  our  idiot  wards.  These  cases  are  not  moved  to  the 
tuberculosis  sanatorium  because  of  the  State  law  forbid- 
ding us  to  place  idiots  with  other  patients  of  higher 
mentality.  Then,  too,  you  can  see  how  objectionable  the 
presence  of  idiots  would  be  to  the  patients  of  higher  in- 
telligence in  the  tuberculosis  sanatorium. 

When  we  opened  our  tuberculosis  sanatorium  we 
started  to  do  pneumothoraces.  We  have  discontinued 
this  procedure,  however,  because  we  have  found  that  it 
does  not  work  well  with  our  patients. 

At  the  staff  meeting  yesterday  one  of  our  doctors  who 
has  had  quite  a bit  of  experience  working  with  tuberculous 
patients  elsewhere  stated  that  he  thought  that  the  results 
that  we  were  getting  in  our  sanatorium  were  excellent;  he 
thought  that  the  patients,  if  anything,  did  better  than 
tuberculous  patients  of  normal  intelligence  in  the  regular 
tuberculosis  sanatoriums. 

We  have  been  able  to  discharge  a number  of  patients 
from  our  tuberculosis  sanatorium  and  send  them  back 
to  the  wards  in  our  regular  dormitory  buildings.  We 
do  not  do  this,  of  course,  until  we  are  certain  that  their 
sputum  is  negative  and  they  are  in  good  shape  physically. 


Dr.  L.  X.  Kolipinski,  Petersburg:  We  are  doing  work 
similar  to  this  at  the  Central  State  Hospital  We  X-ray 
all  the  new  patients,  using  the  celluloid  film,  and  the  in- 
formation collected  in  this  way  is  being  tabulated.  As 
has  been  found  in  making  these  studies,  the  more  cases 
roentgenographically  examined,  the  more  cases  of  tuber- 
culosis are  discovered.  Our  tuberculous  patients  are  iso- 
lated, given  bed  rest  and  special  care,  and  suitable  ones 
given  collapse  therapy. 

With  the  negro  the  incidence  of  tuberculosis  is  perhaps 
much  higher  and  the  response  to  treatment  does  not  seem 
to  be  as  favorable  as  the  response  of  the  white  patients. 
But,  nevertheless,  many  do  respond  to  treatment.  We 
can  in  some  cases  obtain  sputum  from  even  uncooperative 
patients  by  the  persistent  attempts  of  the  nurses  and  at- 
tendants. We  have  not  attempted  the  throat  swab  to 
collect  sputum. 

If  the  work  is  done  in  all  the  hospitals,  I believe  the 
results  would  be  found  to  approximate  those  of  the 
Southwestern  State  Hospital.  Unfortunately,  tuberculous 
pneumonia  has  a high  incidence  at  the  Central  State  Hos- 
pital and  runs  a rapid  course,  many  cases  resulting  un- 
favorably. 

I enjoyed  the  paper  very  much  and  I trust  we  will  be 
able  with  the  studies  we  are  making  to  corroborate  the 
findings  at  the  Southwestern  State  Hospital. 

Dr.  James  Asa  Shield,  Richmond:  It  is  a most  in- 
teresting and  revealing  paper. 

I was  wondering  how  many  patients  who  have  tuber- 
culosis of  the  lung  have  metastasis  of  the  brain  (we  know 
that  lung  diseases  do  metastasize  to  the  brain),  and  how 
many  of  the  patients  who  have  tuberculosis  of  the  lungs 
have  a metastasis  to  the  brain — tuberculoma,  or  even 
more  acute  things,  such  as  tubercular  meningitis  or  tuber- 
cular encephalitis,  accounting  for  the  psychotic  picture 
and  resulting  in  the  commitment  of  the  patient  to  the 
mental  hospital. 

Dr.  J.  B.  Funkhouser,  closing:  Before  trying  to  answer 
some  of  the  very  interesting  questions  that  have  come 
up,  we  should  like  to  make  a sort  of  apology  by  saying 
that  this  is  merely  a preliminary  report,  and  that,  al- 
though we  intend  to  follow  up  many  of  the  points  dis- 
cussed here,  we  are  not  able  to  answer  some  of  the 
questions  satisfactorily  at  this  time. 

Dr.  J.  Powell  Williams  raised  the  question  of  the  in- 
cidence of  pulmonary  tuberculosis  in  the  general  popu- 
lation. We  had  hoped  that  Dr.  Harper  would  be  here 
to  answer  that  question.  We  are  unable  to  do  so,  but 
Dr.  Blalock  does  have  some  figures  on  the  incidence  of 
tuberculosis  in  other  types  of  institutions  and  other  sur- 
veys, and  I would  like  to  ask  him  to  give  us  those 
figures  now  if  he  will. 

Dr.  Joseph  R.  Blalock:  The  most  pertinent  study 

of  the  incidence  of  pulmonary  tuberculosis  that  I might 
mention  is  that  of  the  Bureau  of  Tuberculosis,  City  Health 
Department,  of  New  York  City,  reported  in  the  February 
21,  1940,  issue  of  the  N C’lv  York  Herald  Tribune.  A 
seven-year  survey  of  about  225,000  chest  X-ray  photo- 
graphs was  made  and  analyzed  in  various  groups. 
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In  the  general  population  the  incidence  was  2.5  per 
cent.  'I'he  highest  incidence  was  5.3  per  cent  among  the 
city's  homeless  men;  4.5  per  cent  among  the  city  prison- 
ers; the  lowest  among  college  students,  0.2  per  cent. 
By  race,  the  lowest  incidence  was  among  the  Jews;  the 
highest  among  the  Negroes. 

An  industrial  concern  in  Virginia  made  an  X-ray 
survey  of  its  employees,  totalling  nearly  1,000,  and 
found  about  2.5  per  cent  to  have  positive  X-ray  findings 
of  pulmonary  tuberculosis. 

In  1927,  Dr.  Henry  I.  Klopp,  of  Allentown  State  Hos- 
pital, Pennsylvania,  having  sent  out  questionnaires,  re- 
ported on  106  responses  received  from  state  hospitals  in 
forty-four  states  with  a total  of  188,339  patients.  Of 
these  3.1  per  cent  had  known  tuberculosis.  Only  fifty-five 
of  the  106  hospitals  reported  that  they  took  X-ray  films 
of  the  chest. 

1 am  particularly  anxious  to  know  what  the  incidence 
of  tuberculosis  will  be  at  the  Central  State  Hospital  with 
its  colored  population. 

Dr.  J.  B.  Funkhouser;  Dr.  Kolpinski  has  brought  up 
the  problem  of  whether  or  not  his  incidence  with  negro 
patients  will  be  higher  than  ours.  VVe  shall  be  anxious 
to  see  what  his  results  are  after  a few  months.  I would 
like  to  say  that  we  have  had  no  case  of  tuberculous 
meningitis  or  tuberculous  pneumonia.  We  have  had  only 


one  death  since  we  began  this  intensive  study  of  tuber- 
culosis, in  which  tuberculosis  was  the  primary  cause  of 
death.  Although  this  work  has  not  been  carried  out 
for  a long  enough  period  of  time,  especially  with  the 
pneumothorax,  to  say  how  many  are  benefited,  we  have 
lost  no  patients,  except  this  one  and  he  died  a few  days 
after  the  picture  was  taken. 

The  question  of  Dr.  Shield  about  tuberculosis  metastas- 
izing to  the  brain,  we  cannot  answer.  I would  like  to 
say,  however,  although  we  attempt  to  perform  autopsies 
on  all  the  cases  we  possibly  can,  we  have  not  yet  found 
any  gross  evidence  of  tuberculoma  of  the  brain.  Yet, 
on  the  other  hand,  we  have  had  only  two  known  cases 
of  tuberculosis  to  come  to  autopsy. 

Dr.  Arnold’s  figures  interest  me,  in  that  sixty-seven 
cases  in  1,000  represent  about  6.7  per  cent.  I would  like 
to  ask  whether  that  represents  active  cases  or  all  cases 
of  tuberculosis.  (Dr.  Arnold  states  that  at  the  present 
time  he  has  about  1,500  patients  and  now  has  about  sixty- 
five  cases  in  the  active  ward.) 

That  figure  is  approximately  the  same  as  ours. 

In  conclusion,  I would  like  to  thank  all  those  who 
have  shown  their  interest  by  discussing  this  paper  and 
by  asking  some  very  pertinent  and  provoking  questions, 
and  I apologize  again  for  not  being  able  to  answer  them 
better  at  the  present  time. 


THE  PRESENT  STATUS  OF  SERODIAGNOSTIC  TESTS  FOR 
SYPHILIS  FROM  THE  STANDPOINT  OF  THE  CLINICIAN.* 


Dudley  C.  Smith,  M.D., 

University  of  Virginia, 
Charlottesville,  Virginia. 


•A.  discussion  of  the  serological  tests  for  syphilis 
from  the  clinical  standpoint  must  necessarily  over- 
lap and  include  consideration  of  some  of  the  prob- 
lems of  the  serologist.  The  serologist  or  laboratory 
director  in  close  association  with  the  clinician  can 
keep  the  set-up  of  his  tests  in  such  a state  of  bal- 
ance that  their  efficiency  is  increased.  In  this  way 
he  can  also  determine  the  value  of  modifications 
and  suggested  improvements  in  these  tests.  The 
clinician  should  not  only  be  a constant  consultant 
with  the  serologist  but  should  cooperate  by  fur- 
nishing the  laboratory  suitable  specimens.  Majority 
opinion  at  the  present  time  is  in  favor  of  the  labora- 
tory_  using  on  all  specimens  of  blood  an  improved 
standard  complement  fixation  and  a reliable  floccula- 
tion reaction.  This  duplication  is  somewhat  more 
expensive  but  prevents  many  errors  both  of  omission 
and  commission. 

*Read  at  the  1939  meeting  of  the  American  Academy 
of  Dermatology  and  Syphilology  in  Philadelphia. 


In  America  knowledge  as  to  the  reliability  of 
various  modifications  of  tests  and  the  reliability  of 
many  laboratories  is  being  made  available  by  “The 
Committee  on  the  Evaluation  of  Serodiagnostic  Tests 
for  Syphilis”.  No  procedure  or  group  of  procedures 
has  yet  reached  the  goal  of  perfect  sensitivity  and 
specificity.  The  best  methods  in  the  best  laboratories 
should  have  a sensitivity  score  of  about  85  per  cent 
and  a specificity  score  of  about  99  per  cent. 

Syphilis  is  the  most  prevalent  serious  infectious 
disease  in  this  country.  If  it  is  to  be  controlled  even^ 
clinician  in  all  branches  of  medicine  must  coop- 
erate in  its  diagnosis  and  management.  The  appli- 
cations of  the  simple  plan  of  finding  the  infected 
individuals  and  properly  treating  them  is  the  basis 
for  the  prevention  of  new  infections  and  the  pro- 
gression of  already  acquired  infection.  The  phy- 
sician must  depend  on  his  knowledge  of  the  clinical 
manifestations  of  the  disease,  and  the  routine  use  of 
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serological  tests  in  all  patients  to  detect  the  infected 
individuals.  Neither  alone  nor  in  combination  are 
these  methods  entirely  dependable.  From  the  clin- 
ical angle  much  of  the  disease  is  hidden  below  the 
threshold  of  recognition  and  the  serological  tests  are 
not  completely  trustworthy.  Judicious  use  of  these 
means  by  capable  clinicians  and  accurate  serolo- 
gists  along  with  tactful  epidemiologists  will  eventual- 
ly eradicate  this  malady. 

Clinical  means  unaided  cannot  detect  all  syphilitic 
infections,  the  extensiveness  or  meagerness  of  the  in- 
jurious process  or  the  location  of  the  predominating 
damage  in  many  patients.  Numerous  laboratory 
measures  for  helping  to  solve  these  problems  are 
available  and  serological  tests  on  blood  and  body 
fluids  have  a prominent  ranking  in  these  services. 
It  is  desirable  that  we  know  and  understand  the 
advantages  and  weaknesses  of  these  tests  in  the  field 
of  modem  syphilology. 

Serological  tests  for  syphilis  have  now  been  in 
existence  for  one-third  of  a century.  They  have 
been  subjected  to  all  types  of  scientific  and  unscien- 
tific criticism  and  commendation.  It  is  worthwhile 
to  attempt  a discussion,  even  if  incomplete,  of  their 
true  value.  The  complement  fixation  and  the  floccu- 
lation reactions  on  serum  for  diagnosis  of  syphilis 
have  been  greatly  improved  during  the  last  several 
years.  These  two  types  of  tests  have  about  kept 
pace  in  their  race  for  more  complete  accuracy.  Their 
percentage  of  error  is  probably  lower  than  that  of 
any  other  important  laboratory  aid  in  medicine.  The 
controversy  as  to  whether  or  not  these  tests  are 
based  on  a reaction  of  a syphilitic  immune  body 
with  an  antigen  identical  with  a true  antigen  of  the 
micro-organism  is  not  vital  from  the  practical  side. 
Much  direct  scientific  and  circumstantial  evidence 
seems  to  prove  the  specificity  of  these  reactions  for 
syphilitic  infection  when  certain  items  of  error  are 
eliminated. 

When  one  considers  the  many  complicated  achieve- 
ments of  scientists  in  the  basic  field,  such  as  the 
determinations  of  the  structure  of  the  atom  and  be- 
havior of  its  parts,  the  physiochemical  phases  of  pho- 
tography and  sound  transmission,  separation  of  the 
different  molecules  in  a mixture  with  the  ultra- 
centrifuge, production  by  synthesis  of  intricate 
substances  like  endocrine  secretions  and  vitamins; 
modifying  significantly  and  accurate  substances — 
like  colloidal  suspensions — by  minute  alterations  in 
environment,  etc.,  it  is  not  difficult  to  accept  as  true 


that  makers  of  an  antigen  for  the  diagnosis  of  a 
disease  hit  upon  a lucky  but  true  discover}-.  The 
theory  that  the  minute  globules  in  the  colloidal 
antigenic  suspension  are  partially  or  completely 
coated  over  by  some  substance  in  the  serum  of  the 
syphilitic  individual,  allowing  these  to  fix  comple- 
ment or  produce  flocculation,  has  theoretical  sub- 
stantiation and  much  corroboration  from  clinical  ex- 
perience. It  is  not  necessary  to  accept  the  criticism 
without  challenge  that  these  tests  for  syphilis  are  just 
blind  stabs  in  the  dark.  It  can  be  admitted,  without 
disrupting  the  main  theory,  that  there  are  substances 
produced  in  other  conditions  which  may  have  similar 
or  partial  action  like  those  in  syphilitic  serum,  or 
that  this  substance  is  always  produced  abundantly 
in  all  syphilitics.  This  admission  makes  it  impera- 
tive to  know  what  these  other  conditions  are,  so  that 
they  can  be  excluded  and  prevent  erroneous  con- 
clusions. 

Technical  laboratory  errors  resulting  from  human 
fraility  such  as  mislabeled  tubes,  misplacing  ingre- 
dients and  incorrect  reporting  are  possible  occur- 
rences. These  errors  are  corrected  by  repetition  of 
the  tests  in  the  same  or  other  laboratories,  or  both. 

A discussion  of  the  limitations  of  these  tests  should 
include  a review  of  the  explanations  for  false-nega- 
tive and  false-positive  reports.  It  is  impossible  to 
explain  all  instances  of  these  incorrect  results  but  a 
number  of  them  are  due  to  known  factors. 

Limitation  of  Tests 

I.  False-negative — 

1.  Small  amount  of  “reagin”  due  to 

(a)  Short  period  or  low  level  of  immunity  stimu- 
lation— primary,  latent  or  tertiary. 

(b)  Lack  of  resistance  response — malignant  syph- 
ilis, newborn,  associated  diseases. 

(c)  Neutralization  by  alcohol,  ether,  antisyphilitic 
and  other  drugs. 

2.  Improperly  prepared  and  titrated  reagents. 

3.  Biological  difference  in  reaction — immunity  response 
other  than  indicated  by  “reagin”. 

4.  Native  hemolysins  for  indicator  red  blood  cells  in 
serum. 

FIk.  1. 

Negative  serological  reactions  in  syphilitic  indi- 
viduals may  result.  Some  reasons  for  this  are  out- 
lined in  Chart  I.  Small  amounts  of  “reagin”  in  the 
serum  occurs  in  the  early  days  of  the  primar}-  stage 
and  less  often  in  latent  or  tertiary  syphilis.  This  is 
due  to  the  immunity  stimulation  being  for  a short 
period  or  at  a low  level.  This  occurrence  is  very 
infrequent  in  secondary  syphilis. 
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Negative  tests  are  found  in  individuals  who  fail 
to  show  resistance  to  the  infection.  This  is  illus- 
trated in  malignant  syphilis,  malnutrition,  the  first 
few  weeks  of  life  and  when  the  individual  is  suffer- 
ing from  other  debilitating  diseases. 

The  “reagin”  may  be  neutralized  or  its  forma- 
tion prevented  by  alcohol,  ether,  antisyphilitic  and 
other  chemicals.  The  ingestion  of  alcohol  undoubt- 
edly is  an  important  factor  in  lowering  the  sensitivity 
rate  of  the  serodiagnostic  tests  in  s>-philitic  patients. 
This  is,  of  course,  very  difficult  to  eliminate  in 
routine  practice  but  can  be  corrected  when  repeat- 
ing tests  in  individuals  who  have  doubtful  reactions, 
suggestive  clinical  findings  or  for  treatment  control. 
This  neutralization  effect  is  more  significant,  of 
course,  in  the  case  in  which  there  is  only  a small 
amount  of  “reagin”  already  present. 

Tests  performed  with  antigens  of  low  sensitivity 
result  in  a high  proportion  of  false-negative  results. 

perfect  antigen  would  be  one  which  could  be  used 
in  high  concentration  without  increasing  the  tendency 
to  give  false-positive  results.  In  our  present  state  of 
knowledge,  however,  it  has  not  been  possible  to 
make  an  antigen  which  would  not  have  a tendency 
to  give  false-positives  when  used  in  strong  concen- 
tration. It  is  true  that  this  property  of  antigens 
has  been  greatly  improved  during  the  last  few  years ; 
in  other  words,  the  best  antigens  used  now  can  be 
used  in  a moderate  excess  without  producing  false- 
positives.  It  is  hoped  that  shortly  the  factor  in  the 
antigen  which  causes  this  tendency  will  be  com- 
pletely eliminated.  The  other  reagents  used  in  the 
tests  must  also  be  properly  prepared,  standardized 
and  mixed.  It  is  particularly  important  in  the 
flocculation  test  that  the  antigenic  extract  be  used  in 
proper  amounts  and  that  the  optimum  strength  and 
amounts  of  saline  solution  be  added  to  this  in  the 
correct  manner.  The  necessity  for  these  minute  de- 
tails is  a handicap  for  the  flocculation  reactions. 

There  may  be  an  aU’pical  or  variant  qualitative 
type  of  immunological  response  in  syphilis.  Several 
tv^Des  of  biological  resistance  in  syphilis  are  theo- 
retically possible  and  probably  occur  in  all  cases. 
The  major  response  to  the  Spirochaeta  pallida  in 
some  cases  may  be  by  immunitv  mechanisms  other 
than  that  indicated  by  “reagin”. 

When  an  heterologous  hemolytic  system  is  used  in 
complement  fixation  tests,  a false-negative  reading 
may  result  from  native  hemolysins  in  the  serum  for 


the  red  blood  cells  used  as  indicator.  This  occurs 
very  rarely. 

Limitation  of  Tests 

II.  False-positive 

1.  Other  diseases — leprosy,  yaws,  malaria,  trypano- 
somiasis, pinta,  and  bejel  frequently.  Septicemia, 
endocarditis,  pneumonia,  tuberculosis,  relapsing 
fever,  spotted  fever,  typhus  fever,  scarlet  fever, 
infectious  mononucleosis,  pernicious  anemia,  leu- 
kemia, xanthomatosis,  severe  jaundice  and  lympho- 
granuloma inguinale  less  frequently.  Others  very 
infrequently. 

2.  Bacterial  growth  in  serum. 

3.  Excess  fat  and  digestive  products  in  serum. 

4.  Passive  transfer  from  mother. 

5.  High  barometric  pressure  increases  tendency. 

6.  Improperly  prepared,  titrated  and  mixed  reagents. 

7.  Probably  some  “cured"  cases  of  syphilis. 

FifT.  2. 

Other  diseases — leprosy,  yaws,  malaria,  trypano- 
somiasis and  bejel  frequently  give  positive  tests. 
These  conditions  are  rarely  encountered  in  the  United 
States  except  malaria.  They  are  easily  excluded  by 
clinical  manifestations  and  other  laboratory  tests. 
The  false-positive  reactioit  caused  by  malaria  dis- 
appears promptly  following  treatment  for  this  Pro- 
tozoan affection.  It  is  known  that  bacterial  growth 
in  serum  creates  substances  that  cause  positive  or 
partially  positive  reactions  in  both  antigen  and  con- 
trol tubes;  and  also  some  species  cause  positive  re- 
actions only  in  the  antigen  tube,  this  giving  rise  to 
non-specific  positive  tests.  This  is  probably  more 
true  of  the  complement  fixation  than  with  the  floccu- 
lation reactions.  Some  of  these  bodies  are  removed 
from  the  serum  by  inactivation  but  others  are  not. 
Apparently  all  of  them  are  removed  by  filtration 
without  changing  the  “reagin”  of  syphilis.  This  bac- 
terial growth  may  have  occurred  in  the  tube  of  serum 
or  in  the  blood  stream  of  the  patient.  This  explains 
why  patients  with  transient  or  more  prolonged  septi- 
cemia may  give  false-positive  reactions.  Staphy- 
lococcic septicemia,  tuberculosis  and  pneumonia  are 
frequently  encountered  conditions  to  be  considered 
in  this  group. 

Blood  abnormalities  like  infectious  mononucleo- 
sis, xanthomatosis,  leukemia  and  severe  jaundice 
may  cause  non-specific  positive  or  partially  positive 
reactions.  The  percentage  of  positive  tests  obtained 
in  the  late  stages  of  lymphogranuloma  inguinale  is 
more  than  would  be  expected  to  result  from  asso- 
ciated syphilitic  infection. 
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Other  conditions  have  been  reported  as  infre- 
quently causing  non-specific  positive  tests  for 
syphilis.  It  is  probable  that  a large  percentage  of 
these-are  examples  of  latent  or  asymptomatic  syphilis 
associated  with  the  other  condition. 

All  samples  should  be  examined  while  fresh,  un- 
contaminated, with  little  or  no  hemolysis,  and  free 
from  excess  fats  and  from  other  substances  absorbed 
from  the  intestinal  tract.  It  is  best  to  obtain  speci- 
mens from  patients  before  meal-time,  preferably  be- 
fore breakfast.  This  is  especially  advisable  in  re- 
peating tests  following  unsatisfactory  or  doubtful  re- 
ports. 

It  is  an  established  fact  that  “reagin”  in  the 
mother’s  circulation  can  be  transferred  to  the  blood 
of  the  fetus  without  the  fetus  being  involved  by  the 
Spirochaeta  pallida.  In  the  cases  illustrating  the 
passive  transfer  of  the  “reagin”,  the  reaction  de- 
creases in  positivity  and  is  usually  negative  about 
the  third  or  fourth  week  of  life.  This  fact,  along 
with  the  one  that  the  newborn  with  syphilis  does 
not  have  sufficient  concentration  of  “reagin”  in  the 
serum  to  give  a positive  test  during  the  first  weeks 
of  life,  makes  serodiagnostic  tests  for  syphilis  of 
little  value  in  the  newborn. 

Projierly  prepared  and  standardized  reagents  and 
their  exact  handling  under  suitable  laboratory  en- 
vdronment  are  responsibilities  of  the  serologist.  The 
correct  interpretation  of  persistent  positive  serolog- 
ical reactions  for  syphilis  in  cases  who  have  had  a 
good  background  of  treatment,  negative  spinal  fluid 
findings,  normal  heart  and  aorta,  and  asymptomatic 
■otherwise,  is  not  yet  a solved  problem.  There  is 
still  debate  as  to  whether  or  not  the  presence  of 
“reagin”  in  a patient  indicates  active  infection  with 
the  Spirochaeta  pallida.  There  is  available  some 
investigative  evidence  that  immune  liodies  may  con- 
tinue to  be  present  in  the  body  of  an  animal  which 
has  been  cured  of  a syphilitic  infection.  Neverthe- 
less, the  persistance  of  “reagin”  in  the  chronic  syphi- 
litic after  a prolonged  period  of  modern  therapy  in  a 
completely  as}mptomatic  individual  seems  to  indi- 
cate that  there  is  sufficient  resistance  or  immunity 
present  to  protect  the  individual  against  progression 
or  relapse  of  his  infection.  Some  authorities  dis- 
continue all  treatment  in  this  group  of  individuals; 
others  advise  short  courses  of  treatment  at  infre- 
quent intervals.  Everyone  advises  these  patients  to 
remain  under  observation. 

“The  Committee  on  Evaluation  of  Serodiagnostic 


Tests  for  Syphilis”  report  that  during  1938  and 
1939  only  two  serologists  performing  the  control 
tests  on  presumably  normal  non-syphilitic  indi- 
viduals reported  positive  results.  One  of  these  they 
conclude  was  an  incidence  of  a biologic  false-positive 
reaction  confined  exclusively  to  one  test  and  the  other 
represented  a laboratory  error.  “This  simple  fact 
shows  what  laboratories  can  and  should  do.”  The 
number  of  false-p>ositive  reactions  will,  of  course, 
be  slightly  increased  when  all  types  of  abnormal  pa- 
tients are  examined. 

Positive  serological  reactions  in  a syphilitic  per- 
son previously  sero-negative  indicates  relapse  or 
progression  of  the  infection.  Resumption  of  therapy 
is  indicated. 

When  positive  tests  are  reported  in  a case,  the 
clinician  should  attempt  by  skillful  means  to  de- 
termine if  there  is  clinical  confirmation  of  the  dis- 
ease. Often  in  this  way  a definite  diagnosis  of 
syphilis  can  be  established. 

When  all  technical  and  inherent  or  biological 
sources  of  error  are  eliminated  and  the  tests  are  re- 
peatedly positive,  one  is  justified  in  making  a diag- 
nosis of  syphilis.  This  is  done  even  when  there  is 
no  confirmation  from  the  patient’s  histor}'  or  clinical 
findings.  The  case  is  then  managed  in  accordance 
with  the  functional  status  of  the  patient  resulting 
from  the  syphilis  or  other  abnormalities.  Cases  with 
partial-positiv'e  or  doubtful-positive  reports  in  whom 
technical  and  biological  sources  of  error  are  ruled 
out  are  decided  on  a basis  of  history,  clinical  find- 
ings and  future  serological  results  in  the  individual 
patient.  PTually  in  these  ways  a definite  conclu- 
sion can  be  established.  Other  conditions  or  dis- 
eases which  may  cause  positive  reactions  should  be 
carefully  sought  and  the  tests  disregarded  or  re- 
peated later  as  indicated. 

A provocate  dose  of  a rapidly  acting  antisyphilitic 
drug  may  increase  the  amount  of  “reagin”  in  the 
serum.  It  has  been  reported  that  provocative  tests 
give  some  false-positive  results,  but  the  method  when 
considered  with  good  judgment  and  experience  is 
of  value. 

Consideration  of  the  status  of  serological  reac- 
tions on  spinal  fluid,  serum  from  a suspicious  early 
lesion,  joint  and  other  body  fluids  is  omitted  here 
because  it  would  unduly  prolong  the  discussion. 

Serodiagnostic  tests  for  syphilis  are  essential  in 
the  |iractice  of  all  branches  of  medicine.  They  give 
important  assistance  to  the  clinician  in  the  following 
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spheres:  First,  by  confirming  the  diagnosis  in  those 
cases  who  have  suggestive  or  doubtful  signs  and 
svmptoms  of  the  infection;  second,  for  routine  ex- 
amination of  all  patients  in  order  to  detect  the  latent 
or  asymptomatic  ones  whose  histories  are  also  nega- 
tive; third,  as  a measure  for  examining  population 
groups  in  epidemiologic  surveys;  and,  fourth,  a guide 
or  control  for  continuing  or  re-instituting  treatment 
after  the  “minimum  standard  for  cure”  has  been  ad- 


ministered. These  fields,  when  expanded  sufficient- 
ly, may  cover  the  entire  population  and  be  a means 
of  discovering  the  majority,  approximately  85  per 
cent,  of  all  syphilitics.  Modern  anti-syphilitic  ther- 
apy quickly  makes  a patient  non-contagious,  pre- 
vents relapse,  stops  progression  to  the  later  stages 
of  the  disease  and  “cures”  a high  percentage  of  the 
infected  individuals. 


SYPHILIS  IN  THE  PREGNANT  WOMAN.- 


Walter  McMann,  ISI.D., 

Danville,  Virginia. 


“It  is  the  disease  of  not  listening,  the  malady 
of  not  marking,  that  I am  troubled  withal.” 

Congenital  syphilis  is  a disease  that  could  be 
held  under  control  even  as  malaria,  diphtheria, 
and  yellow  fever.  It  could  be  practically  stamped 
out  of  existence,  ^^'hether  or  not  this  is  to  be  done 
depends  on  measures  so  simple  that  the  neglect- 
ing of  them  seems  almost  criminal. 

It  is  very  probable  that  the  fetus  is  not  infected 
before  the  third  or  fourth  month.  This  is  because 
“Today  the  diaplacental  transmission  of  syphilis 
from  the  syphilitic  mother  to  her  fetus  is  assumed 
to  be  the  only  positively  demonstrated  method  of 
infection”.  Reitshel,  however,  propounded  the  the- 
ory of  endometrial  syphilis.  His  belief  is  that  there 
is  a localization  of  the  disease  in  the  endometrium 
which  is  the  cause  of  abortions  and  early  miscar- 
riages. As  the  infection  becomes  more  latent  preg- 
nancies may  go  nearer  term  and  finally  a child 
free  from  lues  may  be  delivered.  Although  Toiv  says 
such  a theory  is  plausible,  Crossen  finds  syphilis  of 
the  endometrium  to  be  rare,  while  Frank  makes  the 
statement  that  there  has  been  only  one  authenticated 
case  of  syphilis  of  the  uterine  body. 

For  a fetus  to  become  infected  with  the  treponema 
pallidum  the  mother  must  have  syphilis.  This  state- 
ment is  no  doubt  anxiomatic.  Even  today,  however, 
some  physicians  have  cited  cases  in  which  they  be- 
lieve the  infection  of  the  child  comes  straight  from 
the  father.  There  have  been  cases  reported  too,  in 
which  no  syphilitic  signs  or  symptoms  could  be 
demonstrated  in  the  mother  whilst  the  child  had  con- 
genital syphilis.  In  the  first  place,  the  infecting 

*Frotn  the  Prenatal  Clinic,  Department  of  Public  Wel- 
fare, Danville,  Va. 


organism  is  three  times  as  large  as  the  head  of  the 
sperm  (a  spore  form  cannot  be  denied  but  is  not 
conclusive) ; secondly,  although  treponema  have  been 
demonstrated  in  the  seminal  fluid,  none  have  been 
found  in  the  fetus  before  the  fourth  month.  The 
explanation  for  such  cases  as  Waugh’s  of  non- 
syphilitic mothers  of  luetic  children  must  be  that 
there  was  an  exacerbation  of  the  disease  after  im- 
pregnation with  a return  to  the  latent  stage.  In 
taking  a historv'  many  women  do  not  realize  they 
have  lues  because  often  the  first  and  second  stages 
are  not  demonstrable. 

So  the  first  step  in  the  eradication  of  the  plague 
of  congenital  syphilis  depends  on  the  mother.  She 
must  see  her  physician  early  in  pregnancy  for  ex- 
amination. 

blood  Wasserniann  should  be  taken  on  every 
pregnant  woman  presenting  herself  for  prenatal  care. 
This  has  been  done  for  some  time  in  clinic  practice 
but  the  private  practitioner  has  been  rather  negligent 
in  this  respect.  Exner,  in  1936,  by  means  of  a 
questionnaire,  found  only  51  per  cent  who  made  it 
a routine.  I venture  to  say  this  percentage  has  risen 
considerably  because  of  the  recent  public  health 
campaign.  It  is  such  a simple  thing  to  do.  In 
Virginia  the  cost  of  the  examination  is  a three-cent 
stamp.  I have  had  no  patient  refuse.  Sometimes 
when  the  blood  was  not  taken  at  the  first  visit  the 
patient  has  asked  why  I didn’t.  \\'hen  the  question 
is  asked,  “Why  are  you  doing  this,”  I have  told 
them  it  was  for  a blood  examination,  and  that  has 
seemed  to  satisfy. 

In  the  prenatal  clinic,  almost  100  per  cent  col- 
ored, at  the  Danville  Department  of  Health,  of  427 
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patients  admitted,  ninety-nine  had  positive  Wasser- 
manns,  a percentage  of  23.2  per  cent  positive.  This 
compares  with  McCord  at  the  Grady  Hospital  in 
Atlanta  who  found  22.5  per  cent  positive.  The 
colored  population  of  Baltimore  must  not  be  as  badly 
infected  as  Danville  and  Atlanta,  Williams  finding 
lues  in  16.3  per  cent. 

Of  551  private  patients  only  two  jjatient’s  with 
four-plus  Wassermanns  were  found,  a percentage  of 
.3  per  cent.  There  was  one  other  who  had  Wasser- 
mann  reactions  ranging  from  negative  to  three-plus, 
the  majority  of  the  reports  being  negative;  another 
had  one  two-plus  reaction,  all  the  other  specimens 
being  negative.  In  two  patients,  because  of  unex- 
plained intrauterine  death  of  the  fetus,  syphilis  was 
suspected  but  could  never  be  proven. 

It  is  our  practice  at  the  clinic  to  take  a second 
Wassermann  at  the  seventh  or  eighth  month  if  the 
admitting  Wassermann  is  negative.  This  has  not 
been  done  long  enough  to  make  any  statistics  prac- 
trical.  It  should  be  done  also  in  private  cases. 
Some  men  just  cannot  remain  continent. 

The  education  of  the  physician  to  the  need  of 
routine  Wassermann  examination  is  the  second  step. 

After  finding  the  case,  it  must  be  treated.  This, 
as  McCord  says,  should  be  continuous  and  gentle. 
Treatment  should  be  started  as  soon  as  possible. 
Of  603  women  treated  by  the  Cooperative  Clinic, 
91  per  cent  of  the  babies  were  apparently  non- 
syphilitic if  treatment  had  been  started  before  the 
fifth  month.  After  the  fifth  month  only  62  per 
cent  were  seemingly  free. 

Syphilis  in  the  pregnant  woman,  after  all,  is 
syphilis,  d'here  should  be  no  deviation  from  the 
regular  routine  except  it  should  be  not  quite  as 
vigorous  as  in  the  non-pregnant.  Arsphenamine  or 
neo-arsphenamine  should  be  the  opening  drug,  then 
one  of  the  heavy  metals;  bismuth  is  perhaps  the 
best.  Then  the  arsenical  again.  It  is  best  to  end 
the  treatment  with  the  giving  of  the  arsenical.  Zakon 
seems  to  stand  alone  in  recommending  bismuth  ex- 
clusively. 

A urine  specimen  should  be  examined  before  each 
treatment,  and  there  must  be  careful  questioning 
for  any  untoward  symptoms.  In  the  later  months, 
if  there  are  any  pre-eclamptic  or  nephritic  symp- 
toms, I believe  it  is  best  that  treatment  be  stopped. 
We  are  giving  the  mother  drugs,  not  for  herself, 
but  for  her  baby  (obviously  the  small  amount  of 
treatment  she  gets  during  pregnancy  is  not  going  to 


cure  her)  and  for  that  reason  I believe  we  should 
not  aggravate  her  toxemia  by  antiluetic  therapy.  Bis- 
muth probably  aggravates  more  than  the  arsenicals. 

It  is  generally  accepted  as  fact  that  the  preg- 
nant woman  tolerates  antiluetic  treatment  better 
than  the  non-pregnant.  Ingraham  sounds  a note 
of  warning  that  maybe  this  is  a false  illusion;  he  is 
of  the  opposite  opinion.  The  author  believes  with 
Hyman,  however,  that  some  of  his  untoward  reac- 
tions could  very  easily  have  come  from  speed  shock. 
The  Cooperative  Clinic  had  no  bad  results  in  603 
courses  of  treatment.  There  have  been  none  in  our 
clinic.  Plass  has  cited  three  cases  of  hemorrhagic 
encephalitis. 

^^’ho  should  be  treated?  Every  one  presenting  a 
positive  ^^'assermann  reaction,  no  matter  what  the 
stage  of  pregnancy  may  be.  It  seems  rather  foolish 
to  begin  treatment  when  the  disease  is  found  late  in 
pregnancy  and  very  few  injections  can  be  given; 
inadequate  treatment,  though,  is  better  than  none 
at  all.  We  consider  five  treatments  as  the  minimum, 
but,  statistically,  two  or  three  have  showm  benefit. 
Also,  any  pregnant  woman  who,  previous  to  becom- 
ing pregnant,  has  had  syphilis,  even  if  she  has  had 
treatment,  and  even  if  her  Wassermann  report  is 
negative,  should  have  continuous  treatment.  Latent 
sj'philis  is  the  bane  of  the  obstetrician  and  syphilol- 
ogist.  Seventeen  per  cent  of  the  women  with  latent 
syphilis  have  luetic  children. 

There  are  many  patients  who  will  have  a weakly 
positive  reaction;  Halloran  in  ten  years  found  sixty- 
five,  6.71  per  cent  of  his  total  cases.  McCord  says 
there  are  many  negative  reactions  in  the  syphilitic 
woman,  so  he  believes  in  treating  the  mildly  posi- 
tive; so  do  Halloran,  Hillis  and  Benersohn.  That 
has  been  our  policy.  The  question  sometimes  arises 
whether  a woman  should  be  treated  or  not  when  her 
husband  has  syphilis  and  it  cannot  be  demonstrated 
in  her.  I do  not  think  so;  neither  does  Barksdale. 

Until  recently  all  these  treatments  were  given  in 
the  prenatal  division  of  the  Department  of  Public 
Welfare.  Because  of  the  lack  of  space  and  of  time 
and  to  systematize  matters  more,  they  are  given  now 
in  the  venereal  division.  I am  not  so  sure  that  this 
is  a good  policy.  The  obstetrician  is  not  able  to  fol- 
low the  cases  as  he  should.  Also,  because  two 
separate  clinics  have  to  be  visited  the  patient  may 
neglect  one  for  the  other.  And,  in  the  teaching 
hospital,  the  interne  and  student  will  not  be  able 
to  follow  his  case  through  and  gauge  results.  We 
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shall  know  more  about  the  wisdom  of  the  change 
after  a year  or  so. 

Results  are  the  things  that  count.  In  treating 
the  syphilitic  pregnant  woman  (adequate  treatment) 
we  are  practicing  preventive  medicine  that  is  almost 
100  pre  cent  preventive.  Congenital  syphilis  can 
be  practically  stamped  out. 

Positive  \^'assermanns  were  found  in  ninety-nine 
patients  reporting  to  the  clinic.  Of  these,  nine  had 
miscarriages.  Only  one  patient,  however,  had  ade- 
quate treatment  and  hers  was  the  minimum,  five 
doses  of  “neo”  and  five  doses  of  bismuth.  She 
miscarried  at  the  fifth  month.  Five  had  no  treat- 
ment. There  were  six  patients  that  had  still-births. 
Two  had  adequate  treatment.  I do  not  know  the 
details  of  the  deliveries.  Two  had  no  treatment. 

There  were  four  patients  who  delivered  living 
children  that  died.  One  of  those  had  adequate 
treatment ; two  had  none. 

There  was  one  therapeutic  abortion  (not  for  the 
syphilis)  and  two  patients  did  not  return. 

Eliminating  the  therapeutic  abortion,  those  lost 
and  the  ones  having  inadequate  or  no  treatment, 
we  had  eighty-one  patients  that  had  what  we  call 


minimum  adequate  treatment — five  doses  or  over  of 
neo-arsphenamine  plus  five  doses  of  bismuth.  Most 
had  above  the  minimum.  Of  those  four  babies  were 
lost.  That  means  95  per  cent  were  saved.  Of  those 
saved,  we  were  able  to  contact  all  but  three  children. 
These  three  had  moved  to  another  city.  All  the 
others  were  examined  and  serological  tests  made. 
None  had  congenital  syphilis.  X-ray  studies,  be- 
cause of  the  expense,  were  not  made.  Such  a sal- 
vage is  worth  while. 

The  diagnosis  and  treatment  of  congenital  syphilis 
is  beyond  the  scope  of  this  paper. 

After  the  pregnancy  is  over,  what  then?  The 
mother  is  certainly  not  cured  of  her  disease.  I 
would  recommend  the  beginning  of  intensive  treat- 
ment again  two  weeks  after  delivery,  this  to  be  con- 
tinued until  the  full  course  of  treatment  is  over. 

As  in  all  great  movements,  the  drive  against 
syphilis  has  had  a let  down  since  the  wonderful 
efforts  in  the  latter  years  of  the  last  decade.  I hope 
this  short  communication  will  aid  in  showing  the 
need  for  continued  driving. 

944  Main  Street. 


BIPARTITE  PATELLA. 


J.  Lloyd  Tabb,  M.D., 
Donald  M.  Faulkner,  M.D.,* 

and 

Charles  D.  Smith,  M.D., 
Richmond,  Virginia. 


Bipartite  patella  is  a term  applied  to  an  anomaly 
of  the  patella  which  is  not  commonly  found,  but 
when  discovered  is  often  confused  with  fracture. 
This  is  probably  because  the  condition  is  practically 
never  brought  to  attention  except  following  an  in- 
jury to  the  knee.  Its  recognition,  however,  is  of  im- 
portance both  from  a medico-legal  and  economic 
viewpoint. 

The  condition  was  first  described,  according  to 
Neviaser,'^  in  1883.  Its  antiquity  was  demonstrated 
in  1902  by  Kempson,®  who  found  evidence  of  it  in 
an  Egjqitian  mummy,  and  the  first  X-ray  demon- 
stration of  the  anomaly  was  made  as  early  as  1903.® 
Attention  was  again  called  to  it  during  the  World 
War  when  many  soldiers  were  found  to  have  the 

*We  regret  to  record  the  death  of  one  of  the  above 
authors.  Dr.  Donald  M.  Faulkner,  since  this  paper  was 
submitted  for  publication. 


anomaly.®  Since  that  time  occasional  articles  and 
case  reports  have  appeared  discussing  the  condition. 
Five  cases  that  we  have  seen  in  the  past  year  have 
prompted  this  communication. 

The  patella  is  considered  to  be  a sesamoid  bone,^ 
and  develops  from  one  or  more  centers  in  the 
quadriceps  tendon.  It  appears  about  the  third  year 
and  ossification  is  complete  at  puberty.  It  seems 
reasonable  to  assume  that  occasionally  the  patella 
might  arise  from  more  than  one  center  just  as  other 
sesamoids  do.  (The  most  notable  counterparts  are 
the  sesamoids  under  the  head  of  the  first  metatarsal 
bone.)  Contrary  to  this  theory  Todd  and  McCally^® 
failed  to  find  more  than  one  center  of  ossification 
while  dissecting  the  cadavers  of  six  children.  They 
felt,  however,  reasonably  enough,  that  the  number 
of  subjects  was  insufficient  to  draw  conclusions.  A 
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number  of  writers,^’  ® associate  the  condition  with 
osteochondritis,  especially  of  the  tibial  tuberosity; 
They  support  this  contention  by  quoting  cases  in 
adolescents  where  anomalies  of  the  patella  are  found 
in  association  with  undoubted  Osgood-Schlatter’s 


Fig.  1 


disease,  but  fail  to  account  for  the  occurrence  of 
the  condition  in  people  beyond  the  age  when  the 
epiphyses  usually  close.  Kohler^  also  states  that 
general  growth  retardation  may  be  a factor  and 
that  a familial  tendency  has  been  noted. 

Salmond®  discussed  cases  seen  during  the  war. 
Most  of  these  were  found  in  patients  with  a minor 
complaint  of  “Something  unusual  about  the  knee 
joint.”  Todd  and  McCally  also  noticed  that  the 
condition  in  soldiers  was  of  such  nature  that  malin- 
gering was  often  suspected,  and  that  symptoms 
came  on  most  frequently  after  a route  march.  Al- 
though they  descril^ed  some  cases  wdth  swelling,  it 
was  not  marked,  and  neither  redness  nor  heat  was 
present. 

The  condition  has  been  discovered  in  patients 
ranging  from  childhood  to  the  sixth  decade.^  ISIen 
seem  to  be  most  frequently  affected.  This,  however, 
is  probably  due  to  the  generally  greater  strenuous 
activity  of  men  and,  therefore,  more  frequent  in- 
juries necessitating  X-ray  of  the  knee.  No  infor- 
mation could  be  found  concerning  the  racial  in- 
cidence. 

The  anomaly  may  assume  various  shapes  and 


combinations.  The  simplest  form  is  the  emarginate 
type,  without  a secondary  center  (Fig.  3-C).  The 
most  common  type,  on  the  other  hand,  is  composed 
of  a larger  main  portion  and  a smaller  portion, 
lying,  most  often,  in  the  upper  outer  quadrant  (Fig. 
3-A).  Rare  and  sometimes  bizarre  combinations 
are  found,  and  the  opposite  patella  may  or  may 
not  be  involved;  but,  if  involved,  it  may  present 
a different  design. 

The  patient  is  usually  seen  following  an  injury 
to  one  knee.  Cognizance  of  the  condition  w'ill  enable 
a careful  examiner  to  suspect  tbe  nature  of  the 
trouble.  Point  tenderness  over  the  upper  outer 
angle  of  the  patella  is  pointed  out  as  a valuable 
sign,^  but  more  important,  perhaps,  is  the  lack  of  a 
demonstrable  increase  in  fluid,  since  it  is  rare  that 
a fracture  of  the  patella  is  unaccompanied  by  a 
bloody  effusion  in  the  knee  joint.  Confusing  is  the 
case  where  there  is  a sprain  or  tear  of  the  lateral  liga- 
ments of  the  knee  or  an  injury  to  the  meniscus,  which 
causes  joint  effusion,  and  a bipartite  patella.  Here 
an  X-ray  of  the  opposite  knee  is  often  very  helpful 
in  the  selection  of  the  proper  treatment.  Helpful 


Fig.  2 

also  in  the  diagnosis  is  the  testing  of  active  extension 
and  passive  flexion  of  the  knee.  With  any  fracture 
of  the  patella,  either  of  these  will  cause  increased 
pain.  Also,  as  a rule,  if  fracture  is  present,  there 
will  be  acute  pain  on  pressure  over  the  fracture  line 
or  on  motion  of  the  patella. 


1940] 


\'iRGiNiA  Medical  Monthly 


477 


Confirmation  of  the  clinical  diagnosis  must  be 
made  by  radiography.  The  lesion,  usually  in  the 
upper  outer  quadrant,  is  a rare  site  for  fracture. 
Outlines  of  the  anomaly  are  smooth  and  consist  of 
cortical  bone,  whereas  a fracture  will  have  serrated 
edges  of  cancellous  bone.  In  four  of  our  five  cases, 
the  lesion  was  bilateral  indicating  the  value  of  radio- 
graphing the  opposite  knee. 


showed  tenderness  over  the  dorsal  spine,  but  no 
limitation  of  motion.  Both  quadriceps  tendons 
showed  a definite  atrophy.  There  was  no  point 
tenderness  about  the  knee  nor  any  limitation  of 
normal  motion,  but  the  extremes  of  motion  pro- 
duced some  pain.  There  was  slight  capsular  thick- 
ening of  the  right  knee  only. 

Impression:  Earlv  osteo-arthritis  of  both  knees 

A . / V . A 


Case  1.  I.W.J.  This  was  a white  male,  age  forty- 
four  years.  His  family  history  was  negative.  For 
three  months  prior  to  our  examination  he  had  had 
soreness  in  both  knees  and  moderate  stiffness. 
Weight-bearing,  strain,  or  twisting  caused  an  ac- 
centuation of  symptoms.  He  had  also  noticed  some 
stiffness  in  his  back  which  was  worse  with  exercise 
and  was  relieved  when  lying  down.  Examination 


and  dorsal  spine.  This  was  substantiated  in  the 
radiographs,  but,  in  addition,  anomalies  of  both 
patellae  were  discovered  (Fig.  3-A). 

Case  2.  R.W.\\'.  This  was  a white  male,  age 
seventeen  years,  with  a history  of  several  previous 
injuries  to  the  right  knee.  The  family  history  was 
negative.  On  January  28,  19.39,  while  playing 
basketball,  he  fell  and  apparently  dislocated  his 
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right  patella.  He  was  examined  in  another  city,  a 
diagnosis  of  patella  fracture  was  made,  and  a cast 
was  applied.  Two  days  later  he  was  seen  by  us. 
Examination  elicited  only  a slightly  swollen  knee 
without  any  evidence  of  fluid  or  other  physical 
sign  of  fracture. 

Impression:  Dislocation  of  the  patella  with 

sequellae.  X-ray  examination  showed  patella  bi- 
partita as  seen  in  diagram  (Fig.  3-B). 

Case  3.  G.H.S.  This  was  a white  male,  age 
twenty  years,  who  injured  his  right  knee  on  Sep- 
tember 16,  1939,  in  a football  game.  His  knee  was 
painful  and  slightly  swollen.  He  was  considered 
to  have  a tear  of  the  internal  collateral  ligament. 
X-ray  of  the  right  knee  revealed  no  bone  abnor- 
mality except  an  anomaly  of  the  patella.  The  other 
knee  was  X-rayed  and  the  patella  outlines  can  be 
seen  in  Fig.  3-C. 

Case  4.  A.G.  This  was  a white  male,  age  six- 
teen years.  His  family  history  was  negative.  The 
patient  had  noticed  soreness  and  stiffness  of  the 
right  knee  for  four  months,  more  marked  after  exer- 
cise. There  had  been  some  occasional  soreness  in 
the  left  knee,  but  this  had  been  negligible.  For 
one  month  the  soreness  in  the  right  knee  had  kept 
him  from  active  exercise.  He  stated  that  the  right 
knee  would  occasionally  give  way  and  cause  him 
to  fall,  .\cute  flexion  caused  pain,  but  there  had 
been  no  locking. 

Examination  showed  local  tenderness  to  pressure 
over  the  upper  outer  quadrant  of  the  right  patella, 
but  no  fluid  was  present  in  the  knee  joint.  Some 
pain  was  experienced  with  acute  flexion.  Moderate 
tenderness  was  elicited  over  the  upper  outer  quadrant 
of  the  left  patella. 

X-ray  examination  showed  anomalies  of  each 
patella.  The  right  has  two  secondary  centers  (Fig. 
3-D).  Xo  osteochondritis  could  be  made  out  on 
the  film,  though  a low  grade  form  of  this  disease 
may  have  accounted  for  the  symptoms. 

Case  5.  J.T.  This  was  a white  male,  age  twenty- 
four  years.  The  family  history'  was  negative.  In 
1929,  while  playing  football,  he  dislocated  his  pa- 
tella, but  it  reduced  itself  spontaneously.  Since  that 
time  he  had  had  about  five  injuries  to  the  knee,  all 
with  spontaneous  recover}’.  On  October  6,  1939, 


while  wrestling,  he  sustained  an  injury  to  the  left 
knee.  The  knee  again  reduced  itself  spontaneously, 
but  he  got  no  relief  from  pain. 

Examination  revealed  that  his  left  knee  locked 
at  160  degrees  and  there  was  acute  tenderness  over 
the  internal  semilunar  cartilage  and  the  internal 
lateral  ligament.  Slight  effusion  was  present  with 
pain  on  any  motion.  The  patella  felt  irregular  as 
if  notched  at  the  upper  inner  angle. 

Impression:  Dislocated  semilunar  cartilage  and 

possible  anomaly  of  the  patella.  The  outline  of 
the  patella  (Fig.  3-E)  shows  a medial  upper  angle 
defect  of  the  emarginate  type,  an  unusual  location. 
The  anomaly  is  considered  a coincidental  finding. 

Five  cases  of  bipartite  patella  have  been  presented. 
The  condition  is  seen  often  enough  to  make  accurate 

recognition  of  it  important  from  a medico-legal 
and  economic  viewpoint,  especially  since  most  are 
seen  following  an  injury  about  the  knee.  The  im- 
portance of  radiographing  the  opposite  knee  is 
stressed. 
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PYRUS  MALUS,  BELONGING  TO  THE  SUB-ORDER  OF  POMACIAE,  OF  THE 

NATURAL  ORDER  ROSACEAE.* 


W.  O.  Bailey,  M.D., 

Leesburg,  Virginia. 


The  apple  is  a fleshy,  indehiscent,  syncarpous  fruit 
with  the  calyx  attached.  It  has  an  outer  epicarp,  a 
fleshy  mesocarp  and  a scaly  or  homy  endocarp  en- 
closing the  seed. 

When  the  Journal  of  the  American  Medical 
ciation  for  November  13,  1937,  announced  briefly, 
“The  evidence  which  is  now  available  indicates  that 
the  apple  is  useful  as  a therapeutic  agent  in  the 
dietary  management  of  diarrhoea,”  another  epocli 
in  therapeutics  had  arrived.  The  Journal  failed  to 
complement  this  by  saying  that  the  apple  is  also 
useful  as  a prophylactic  agent. 

In  this  paper  I claim  no  originality.  The  work 
is  largely  that  of  Ira  A.  Manville,  M.D.,  Ph.D., 
Clinical  Instructor  in  Medicine  and  Director  of  the 
Nutritional  Laboratory,  University  of  Oregon  School 
of  Medicine.  I have  tried  to  simplify  it  for  presenta- 
tion in  the  hope  that  the  apple  will  receive  the  place 
it  justly  deserves  both  as  a food  and  as  a medicine. 

Historically  the  apple f needs  no  introduction.  It 
appears  to  have  been  used  in  most  times  by  most 
peoples.  The  crab-apple  is  probably  the  progenitor 
of  all  apples. 

In  1906  the  Department  of  Agriculture  published 
a bulletin  containing  the  chemical  analysis  of  Ameri- 
can food  materials.  The  analysis  of  the  apple  was 
as  follows: 


Water 

84.6 

Fat 

0.5 

Ash 

0.3 

Carbohydrate 

13.0 

Protein 

0.4 

Fiber 

1.2 

In  the  discussion  of  the  apple  twelve  points  and 
a conclusion  present  themselves  for  consideration. 
These  are  enumerated  immediately  below  in  se- 
quence : 

I.  The  Apple  in  Constipation.  In  constipation 
large  doses  of  apples  are  given.  The  first  result 
of  its  administration  is  to  increase  the  pH  of  the 
intestinal  tract  and  inhibit  or  kill  bacteria.  The 
second  result  is  to  produce  a bland,  plastic,  semi- 

*Read  before  the  seventieth  annual  session  of  the 
Medical  Society  of  Virginia,  at  Richmond,  October  3-5, 
1939. 

tTHE  Common  Apple  belongs  to  the  Pome  Family 
(Pomacae)  and  includes  apples,  pears,  quinces,  etc. 
Apple  (Malus)  ; Pear  (Pyrus)  ; and  Quince  (Cydonia). 


gelatinous  bulk  which  stimulates  intestinal  activity. 
This  stimulation  is  quite  different  from  that  pro- 
duced by  cellulose;  this  is  physiological  stimulation. 
Cellulose  is  harsh  and  rough.  Often  it  may  cause 
erosion;  sometimes  it  causes  intestinal  obstruction. 
In  the  formation  of  this  plastic  bolus  water  is  ab- 
sorbed from  the  tissues.  As  water  is  sucked  in  bac- 
teria and  toxins  come  with  it. 

II.  The  Apple  in  Diarrhoea.  For  the  cure  of 
diarrhoea  the  apple  is  given  in  small  doses.  The 
colloids,  pectin  and  hemi-cellulose,  combine  with 
water  and  hold  it.  With  the  water  bacteria  and 
toxins  are  engulfed.  This  removes  the  etiology. 

Ingested  material  of  this  sort  may  pass  through 
the  intestine  unchanged  or  part  of  it  may  be  changed 
by  enzymes  and  bacteria  into  uronic  acid.  After 
absorption  the  uronic  acid  thus  formed  may  be  used 
in  the  process  of  detoxification  or  it  may  be  used  in 
the  manufacture  of  materials  essential  for  the  body. 
The  amount  of  apple  digested  varies  with  the  amount 
fed. 

The  pectin  in  the  apple  performs  two  functions 
in  this  particular:  (a)  the  digested  portion  pro- 

duces a systemic  chemical  effect  and  (b)  the  undi- 
gested portion  a laxative  effect. 

III.  Cellulose.  Cellulose  forms  a large  portion  of 
the  cell  wall  of  plants.  It  is  extremely  insoluble. 
Its  molecule  is  much  more  complex  than  the  starch 
molecule.  It  consists  of  a chain  of  beta-glucose  units 
joined  together  in  glucoside  union  at  the  fourth  car- 
bon atom.  X-ray  studies  indicate  that  cellulose  is 
a crystalline  structure  and  consists  of  bundles  of 
long  chains  running  parallel  to  the  fibre  length. 
Some  of  it  may  be  transformed  into  fatty  acids.  It  is 
utilized  by  the  animal  organisms  as  follows : 


(a)  Herbivora  25% 

(b)  Carnivora  5% 

(c)  Man The 


part  played  is  too  small  to  be  of  any  importance  in 
diet. 

Cellulose  has  been  given  a place  in  the  treatment 
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of  constipation  which  it  does  not  deserve  for  the 
following  reasons: 

(a)  It  is  not  a source  of  uronic  acid. 

(b)  It  is  insoluble  in  water. 

(c)  It  injures  delicate  intestinal  mucous  mem- 
brane. 

(d)  When  cellulose  is  absent  from  the  diet  con- 
stipation seldom  results,  i.  e.,  when  foods  are  strained 
to  remove  seeds,  skins  and  stringy  material. 

(e)  There  have  been  thirty-nine  cases  of  food 
obstruction  reported  in  the  Jour7ial  of  the  American 
Medical  'Association  from  1910-1932  from  indiges- 
tion of  cellulose. 

(f)  Three  or  four  years  ago  four  cases  of  intes- 
tinal obstruction  were  reported  due  to  the  indigestible 
portion  of  oranges. 

IV.  The  Uronic  Acids.  Upon  hydrolysis  hemi- 
cellulose  yields  uronic  acid.  The  following  is  the 
uronic  acid  content  of  some  foods: 

(a)  Cereals 1-2%  (e)  Fresh  vege- 


(b)  Two  varieties  tables 7-18% 

of  melons 3-4%  (f)  Apples  and 

(c)  Legumes 4-5%  pears  4-6% 

(d)  Potatoes 2-4% 


The  common  American  menu — cereal,  coffee,  po- 
tatoes, grav}^,  meat,  pastry,  bread  and  butter — pro- 
vides but  little  uronic  acid.  The  body  synthesizes 
uronic  acid  to  a small  degree  but  foods  must  supple- 
ment it. 

Sujch  chemical  substances  as  uronic  acid  alter  ma- 
terially the  availability  of  to.xins  for  absorption  and, 
if  absorbed,  accelerate  removal  from  the  blood  stream 
by: 

(.A)  Facilitating  urinary  secretion'. 

(B)  Deposition  in  the  tissues  in  a relatively  harm- 
less form. 

(1)  Glycuronic  Acid.  Glycuronic  acid  is  obtained 
from  glucose  by  oxidation  or  it  may  be  obtained 
by  the  hydrolysis  of  chondrosin  or  from  glycogenetic 
amino  acids.  It  consists  of  one  aldehyd  radical, 
four  alcohol  radicals,  and  one  acid  radical.  This 
oxidation  takes  place  in  the  liver.  It  aids  the  body 
to  get  rid  of  certain  toxic  drugs  such  as  antipyrin, 
menthol  and  camphor.  These  drugs  are  chemically 
linked  to  glycuronic  acid  through  its  aldehyd  radical; 
the  products,  various  glycuronates,  are  excreted  in 
the  urine.  In  its  processes  of  conjugation,  glycuronic 
acid  renders  toxic  substances  less  toxic  or  non-toxic 
but,  in  addition  to  this,  according  to  Quick,  con- 


jugation with  glycuronic  acid  yields  products  which 
are  much  stronger  acids  than  the  original  substances 
which  were  presumably  detoxified.  This  must  mean 
that  a weak  acid  which  the  body  cannot  excrete  is 
converted  into  a strong  acid  which  the  body  can 
eliminate. 

In  addition  to  forming  conjugation  products,  gly- 
curonic acid  must  be  engaged  in  important  meta- 
bolic processes  because  the  body  synthesizes  it  at  the 
extraordinary  rate  of  nearly  one  gram  per  hour. 

When  glycuronic  acid  is  acting  as  a detoxifier 
it  is  never  in  a free  state.  It  is  always  conjugated 
with  such  materials  as  mucin,  chondroitin,  heparin, 
etc.  When  it  is  excreted  in  the  urine  it  is  always 
conjugated  with  alcohols,  phenols,  ketones,  acids, 
etc.,  w'hich  are:  (a)  products  of  metabolic  activity, 
(b)  products  of  bacterial  activity,  or  (c)  due  to  the 
presence  of  intestinal  toxic  material. 

(2)  Galacturonic  acid  is  obtained  from  pectin  by 
hydrolysis. 

V.  Hemi-cellulose.  Hemi-cellulose  differs  from 
the  other  polysaccharides  in  not  being  readily  diges- 
tible by  amylases.  Upon  hydrolysis  it  yields  uronic 
acids,  pentoses  or  hexoses,  or  both.  Bacteria  are 
efficient  hemi-cellulose  transformers. 

VI.  Lysoz}Tne.  The  enzyme  lysozyme  is  bacterio- 
cidal and  bacteriostatic.  It  dissolves,  in  varying  de- 
grees, practically  all  bacteria.  Nearly  all  mucous 
membranes  produce  it.  It  is  found  in  the  nares, 
the  saliva,  tears  and  in  the  large  intestine.  In  the 
large  intestine  it  is  manufactured  in  the  cells  of  the 
mucous  membrane.  From  here  it  is  carried  to  the 
intestinal  lumen.  Here  it  acts  upon  bacteria. 

If  there  is  vitamin  A deficiency  the  mucous  mem- 
brane can’t  produce  mucous.  Certain  interesting 
things  then  take  place: 

(a)  Lysozyme  accumulates  in  the  mucous  mem- 
brane and  is  deficient  on  the  surface.  If  menthol 
is  injected  into  the  animal,  lysozyme  is  increased 
nearly  four  times  more  than  it  would  be  in  the 
normal  animal.  Menthol  withdraws  the  essential 
constituent  for  the  manufacture  of  mucous.  Lyso- 
z}Tne  accumulates  at  a point  in  the  tissues  where 
it  is  not  able  to  exert  defensive  activity. 

(b)  If  the  animal  is  given  apple  the  lysozyme 
remains  at  its  normal  level  and  the  animal  is  pro- 
tected against  a deficiency  and  against  menthol 
poisoning. 

Sometimes  one’s  own  metabolism  won’t  neutralize 
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toxins.  Upon  these  occasions  the  body  must  depend 
Ufxm  protective  foods — vitamines,  minerals,  uronic 
acid  and  certain  amino-acids. 

VII.  Pectin.  The  pectins  are  colloidal  carbohy- 
drates which,  with  the  proper  concentration  of  acid  and 
of  sugar,  form  fruit  gels.  To  form  a gel  there  must 
be  0.3-0. 7 f>er  cent  pectin,  65-70  per  cent  sugar 
(usually  sucrose)  and  a pH  of  3. 2-3. 5 per  cent. 
Commercial  pectin  is  prepared  from  apples  and 
lemons.  Upon  hydrolysis,  pectins  yield:  (a)  galac- 
tose, (b)  galacturonic  acid,  (c)  arabinose,  acetic 
acid  and  methyl  alcohol.  Pectin’s  chief  value  is  as 
a detoxifying  agent.  Pectin,  once  exposed  to  proc- 
esses necessary  for  its  extraction,  probably  does 
not  possess  the  same  value  as  in  its  natural  state. 

In  the  dehydrated  apple  the  following  are  the 
anhydride  values: 

(a)  Pectin  58.3% 

(b)  Hemi-cel- 

lulose  19.5% 

(c)  Unknown 22.2% 

Since  pectin’s  chief  value  is  as  a detoxifier  it  is 

important  to  know  the  origin  of  the  various  toxic 
materials  which  may  occur  in  the  body  from  time 
to  time.  They  are  as  follows : 

(a)  Toxins  of  metabolic  origin.  Toxins  which 
develop  during  the  female  menstrual  cycle. 

(b)  Toxins  arising  from  bacterial  decomposition 
of  foodstuffs — indole  and  skatole.  These  are  ren- 
dered harmless  before  they  are  excreted  by  the  urine. 

(c)  Toxins  entering  the  body  with  the  food,  such 
as  benzoic  acid  or  the  products  of  bacterial  decom- 
position. 

(d)  The  toxins  taken  into  the  body  in  the  shape 
of  drugs,  such  as  aspirin  or  amidopyrine. 

(e)  Toxins  produced  in  the  body  as  a result  of 
bacterial  invasion,  as  the  toxin  liberated  by  the 
diphtheria  organism. 

VIII.  The  Relationship  of  the  Diet  to  the  Self- 
Regulatory  Defense  Mechanism : 

(a)  Fresh  fruits  as  pre-meals  and  as  additions  to 
basal  diets  influence  the  human  organism  as  fol- 
lows: 

( 1 ) The  hydrogen-ion  concentration. 

(2)  The  bacterial  flora. 

(3)  The  auto-regulatory  defence  mechanism  of 
the  gastro-intestinal  tract. 

(b)  It  must  be  noted,  however,  that  fresh  fruits 
vary  considerably  as  follows: 


(1)  As  to  the  locality  from  which  they  are  pro- 
cured. 

(2)  The  variety  differences. 

(3)  Differences  in  age. 

(4)  As  to  vitamin  content. 

(c)  In  experimental  work  it  becomes  necessary 
to  use  a standardized  product.  Dehydrated  apple 
powder  is  a substance  of  known  composition.  It  is 
therefore  used  for  this  purpose. 

(d)  The  benefits  derived  from  fresh  fruits  are 
one  of  the  following : 

(1)  Hydrogen-ion  content. 

(2)  Carbohydrate  content  (organic  acids,  cellu- 
lose, hemi-cellulose,  pectins,  lignin,  etc.). 

(e)  In  the  consideration  of  hydrogen-ion  content 
the  following  must  be  considered : 

( 1 ) Organic  acids  in  the  fruit  itself.  There  may 
be  a great  many  of  these. 

(2)  Other  acids  which  may  be  produced  by  the 
enz}  mes  of  intestinal  bacteria  plus  carbohy- 
drate, such  as  lactic,  acetic,  butyric  acids, 
etc. 

(f)  Certain  interesting,  instructive  and  important 
experiments  have  been  performed  upon  man  and  ani- 
mals to  determine  the  effect  of  vitamin  A deficiency 
and  acid  depletion  in  relationship  to  lysozyme  con- 
tent of  tissues  and  secretions.  In  these  experiments 
dehydrated  apple  was  used  on  account  of  its  stabil- 
ity. Some  of  these  experiments  and  conclusions 
are  in  the  Addendum  of  this  paper  marked  “A”. 
Briefly,  the  following  facts  may  be  deduced  from 
these  experiments : 

( 1 ) In  an  acid  medium  exogenous  bacteria  lose 
their  viability. 

(2)  When  an  alkaline  buffer  solution  is  intro- 
duced into  an  acid  medium  and  it  is  changed 
to  alkaline,  bacteria  regain  their  viability. 

(3)  Seidman  and  Arnold  demonstrated  with  rats, 
which  were  vitamin-deficient,  a denser  bac- 
terial population  and  a more  alkaline  pH 
than  normal. 

(4)  Arnold,  Bergeim,  Hanzen  and  Arnold  and 
Esselen  found  the  pH  in  the  intestinal  tract 
raised  and  the  viable  Esch.  coli  decreased 
when  fruits  such  as  banana,  apple,  cran- 
berry, prunes,  etc.,  were  fed. 

IX.  Interrelationship  of  Vitamin  A and  Glycuronic 
Acid  in  Mucine  Metabolism:  Before  beginning  a 
discussion  of  this  interrelationship  it  would  be  best 
to  refute  the  allegations  of  certain  reputable  work- 
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ers  in  this  field.  In  1932  in  the  Journal  of  the 
A.M.A.,  Mendel  stated  that  apples  were  only  a fair 
source  of  vitamin  A while  oranges  were  a good 
source.  Dr.  M.  A.  Bridges  placed  apples  along 
with  foods  deficient  in  vitamin  A such  as:  bacon, 
white  cabbage,  blanched  celery,  cucumbers,  onions, 
etc.  Sherman,  in  the  fourth  edition  of  his  book 
on  “Chemistry  of  Food  and  Nutrition”  gave  apples 
a vitamin  A potency  of  fifteen  units  per  ounce. 
The  table  below  is  the  result  of  the  work  of  Ira  A. 
Manville,  M.D.,  Ph.D.,  of  the  Oregon  School  of 
Medicine.  It  disproves  the  statements  above: 

Vitamin  A 
units  per  ounce 

36 

15 

__.i 24 

14-17 

24 

12 

36 

17 

36 

34 

Diploid 


Variety 

Vitamin  A 

Vitamin 

Spitzenburg 

.34-36 

7 

Yellow  Newtown 

34 

6 

Winesap 

- 26-36 

2-3 

McIntosh 

33 

1 

Golden  Delicious 

30 

2-2.5 

Delicious 

24 

2-3 

Jonathan 

24 

1.5-2 

Stayman 

17 

2.5 

Stacking 

16 

* 

Rome  Beauty 

12 

2.5 

Lane’s  Prince  Albert  . 

* 

3 

Newton  Wonder 

3 

Cox’s  Orange  Pippin  . 

■iff 

1.5 

King  Edward 

1.5 

Worchester  Pearmain 

* 

1.5 

Triploid 

Variety 

Vitamin  A 

Vitamin 

Arkansas  Black 

36 

2 

Gravenstein 

14-17 

3.75 

Baldwin  

15 

2. 5-3.0 

Belle  de  Boskoop  

6-10 

Bramley’s  Seedling 

¥ 

6-10 

Gennet  Moyle  _ 

* 

3-6 

Reinette  de  Canada 

* 

3 

Blenheim  Orange 

* 

1. 5-3.0 

Ribston  Pippin 

* 

1. 5-3.0 

Warner’s  King  _ _ 

1. 5-3.0 

•Vitamin  value  undetermined. 


Before  the  apple  is  condemned  as  an  efficient 
source  of  vitamin  A it  should  be  remembered  that 
Sherman  assigns  a value  of  twenty  units  per  ounce 
to  the  orange.  There  are  six  varieties  of  apple  in 
the  above  table  which  exceed  this  value,  several  by 
more  than  50  per  cent. 

A deficiency  of  vitamin  A produces  certain  meta- 
plastic changes  in  the  epithelium  of  mucous  mem- 
brane: 

(a)  Xerosis,  (b)  keratinization,  (c)  desquama- 
tion, and  (d)  an  increase  of  the  number  of  des- 
quamated epithelial  cells  in  the  conjunctival  sac  and 
the  urinary  sediment  (vitamin  A deficiency). 

(b)  The  mucous  membrane  of  the  gastro-intes- 
tinal  tract  does  not  show  vitamin  A deficiency  so 
readily  but  there  are  certain  changes  which  do  in- 
dicate this  deficiency,  manifested  as  follows: 

( 1 ) jMarked  reduction  in  the  number  of  mucous 
secreting  elements. 

(2)  Increase  in  the  number  of  goblet  cells. 

(3)  Reduction  of  mucus  exposes  the  lining 
membrane  of  the  pylorus  of  the  stomacn, 
and  especially  of  the  large  intestine,  to  in- 
jury by  food  and  feces.  This  results  in 
capillary  bleeding  and  bloody  stools.  This 
is  the  earliest  evidence  of  vitamin  A de- 
ficiency. 

(c)  The  prosthetic  portion  of  the  mucine  molecule 
is  glycuronic  acid.  Failure  to  produce  mucus  might 
be  due  to  insufficient  glycuronic  acid.  It  is  prob- 
ably not  due  to  lack  of  protein. 

Other  facts  and  conclusions  relative  to  this  In- 
terrelationship of  vitamin  A and  glycuronic  acid 
will  be  found  in  the  Addendum  marked  “B”. 

X.  Pectin  as  a Detoxification  Mechanism : 

(a)  This  basis  for  pectin  lies  in  the  fact  that 
the  pectin  molecule  gives  rise  to  eight  galacturonic 
acid  molecules  and  galacturonic  acid  acts  as  a 
detoxifier  quite  as  well  as  uronic  acid. 

(b)  For  the  last  few  years  in  the  United  States 
we  have  been  feeding  raw  apple  pulp  for  the  treat- 
ment of  infantile  diarrhoeas.  Pectin  is  probably 
responsible  for  the  therapeutic  effect.  The  Ger- 
mans have  been  using  raw  apple  pulp  for  infantile 
diarrhoeas  for  ten  years.  One  of  the  reasons  for  the 
efficacy  of  pectin  as  a detoxifier  is  its  high  absorp- 
tive power. 

(c)  Malyoth  thinks  that  galacturonic  acid  acts 
similar  to  glycuronic  acid  as  a detoxifying  mech- 


Variety  of  Apple 
Arkansas  Black 

Baldwin  

Delicious  

Gravenstein 

Jonathan  

Rome  Beauty 

Spitzenburg  

Stayman  

Winesap  

Yellow  Newton 
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anism.  For  fifty  years  it  has  been  known  that 
glycuronic  acid  is  of  the  utmost  value  in  the  de- 
toxifying mechanism  of  the  body.  When  this  func- 
tion is  e.xercised  glycuronic  acid  is  never  in  a free 
state.  -A.S  has  been  stated*  previously,  it  is  always 
conjugated  with  such  material  as  mucine,  chondroitin, 
heparin,  etc.  Glycuronic  acid  is  constantly  excreted 
in  normal  urine  in  small  amounts.  These  are  al- 
ways conjugated  with  alcohols,  phenols,  ketones, 
acids,  etc. 

(d)  Other  facts  relative  to  pectin  as  a detoxifier 
are  in  the  Addendum  marked  “C”. 

XI.  Certain  General  Points: 

(a)  Cellulose,  hemi-cellulose,  pectin,  lignin  and 
the  pentose  sugars  possess  caloric  value. 

(b)  Excerpt  from  an  address  by  T.  Wingate 
Todd  to  the  American  Dietetic  Society  in  1935: 

( 1 )  “Vegetables  seem  to  have  had  a checkered 
career.  Hollingshed  remarks  that  ‘Herbs, 
fruit  and  roots’  were  plentiful  in  England  in 
the  time  of  Edward  I (1272-1307).  But 
during  the  reign  of  Henr}'  VIII  (1509-1547) 
they  were  so  scanty  that  when  Queen  Cath- 
erine ivanted  a salad  she  had  to  send  a 
messenger  to  Holland  for  the  necessary  in- 
gredients. Cultivation,  however,  was  then 
reviving  and  melons,  gourds,  carrots  were 
already  available.  In  Elizabeth’s  reign  dur- 
ing the  last  half  of  the  sixteenth  centur}', 
broccoli  was  brought  from  Italy;  cauliflower 
from  Cyprus;  cucumbers  and  spinach  from 
Flanders;  and  potatoes  from  .\merica.  Close 
hearted  cabbage  arrived  from  Holland  in 
the  seventeenth  century,  and  early  in  the 
eighteenth  century  ^Marshall  iMallard,  cap- 
tured at  Blenheim,  had  his  favorite  vegetable, 
celer\%  planted  for  his  use  while  a prisoner 
in  England.  Scotland  was  even  less  for- 
tunate. Of  common  vegetables  there  were 
scarcely  any  of  those  in  use  today.  Turnips 
were  imported.  There  were  no  onions.  Po- 
tatoes were  cultivated  only  in  the  gardens  of 
a few.  Parsnips  and  greens  were  only  used 
in  soup.  Vegetables  were  not  served  at  the 
table  at  all.  In  Queen  Elizabeth’s  reign 
very  few  of  the  foods  now  regarded  as  in- 
dispensable were  to  be  obtained  with  the  ex- 
ception of  meat,  fish,  bacon,  eggs  and  butter. 
Tea,  coffee,  and  cocoa  had  not  been  intro- 
duced.” 


(2)  To  quote  Dr.  Todd  further — speaking  of  the 
gentry  and  nobility  of  England  of  that  day 
who  led  almost  a vegetable  and  fruit-free  diet : 

(a)  “There  they  all  were,  a host  of  loutish 
persons  of  uncertain  temper,  blotchy,  un- 
lovely faces  and  staggering  blood-pressure, 
whose  physicians  cupped  them  by  the 
quart;  who,  despite  their  sagging  paunches, 
scurvy  skins,  their  self-indulgence  and 
barbaric  jokes,  knew  well  how  to  choose 
an  architect,  create  townscape  or  conduct 
a ceremonial  affair.  The  blotchy,  pimply 
faces,  swollen  hideous  noses,  eczema  and 
and  skin  diseases,  associated  with  intellec- 
tual quotients  of  no  mean  order,  were  the 
eighteenth  century  counterparts  of  what  we 
call  allergy  today.  All  these  afflictions 
arose  from  dietetic  indiscretion  and  faulty 
preparation  of  food.” 

(3)  Certain  amplifying  and  additional  general 
points  are  in  the  Addendum  marked  “D”. 

XII.  Mechanisms  that  Hinder  or  Prevent  the  .Ac- 
cess of  Bacteria  to  the  Tissues: 

(a)  A detailed  consideration  of  these  mechanisms 
is  put  in  the  Addendum  marked  “E”. 

(b)  These  mechanisms  of  first  line  defence  are 
based  briefly  upon  ( 1 ) the  presence  of  an  acid 
medium,  (2)  the  presence  and  the  availability  of 
lysoz}Tne  and  the  constancy  of  the  indigenous  bac- 
terial flora,  its  mutability  and  its  pathogenicity. 

(c)  Any  protective  food  which  is  protein-sparing, 
acid-producing  palatable  and  attractive  is  the  logical 
auxiliar}’  of  this  first  line  of  defence. 

Conclusion 

(a)  The  apple  is  valuable  in  medicine  as: 

( 1 ) A prophy  lactic  agent. 

( 2 ) A therapeutic  agent. 

(b)  The  apple  is  palatable,  attractive  in  ap- 
pearance and  widely  and  constantly  available. 

(c)  It  possesses  the  peculiar  faculty  of  being 
signally  effective  in  two  diverse  diseases — constipa- 
tion and  diarrhoea. 

(d)  It  produces  uronic  acid  which  is  (1 ) protein- 
sparing and  (2)  which  renders  toxins  less  available 
for  absorption. 

(e)  It  tends  to  render  lysozyme  production, 
maintenance,  availability  and  distribution  constant. 

(f)  It  is  one  of  the  best  producers  of  vitamin  “A” 
that  we  possess  among  the  fruits.  Six  varieties  of 
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apples  produce  50  per  cent  more  vitamin  “A”  than 
the  orange. 

(g)  In  its  prescription,  consideration  should  be 
had  not  only  for  the  variety  of  the  apple  but  its 
attributes  in  the  following: 

(1)  Vitamin  “A”  content. 

(2)  Vitamin  “C”  content. 

(3)  Pectin  content. 

(4)  Uronic  acid-producing  potentialities. 

(5)  Availability. 

(h)  Its  pectin  is  a valuable  detoxifier. 

(i)  In  the  body's  first  line  of  defence  against 
bacterial  invasion  it  is  an  invaluable  auxiliary. 

(j)  It  deserves  to  be  studied  more  e.xhaustively 
and  should  be  used  as  frequently  as  a condiment 
is  used. 

(k)  The  apple  brings  about  many  changes,  if  not 
all  the  changes,  in  the  intestinal  flora  which  were 
claimed  by  Metchnikov  for  buttermilk. 

(l)  No  table  should  be  set  without  the  apple  upon 
it  in  some  form. 


Addendum  “A” 

The  Relationship  of  the  Diet  to  the 
Self-Regulatory  IMechanism 

These  observations  and  conclusions  are  as  fol- 
lows: 

(a)  Bienstok  found  that  in  laboratory  animals  the 
upper  half  of  the  small  intestine  was  comparatively 
free  of  bacteria  compared  to  the  low'er  half. 

(b)  Gessner  drew  similar  conclusions  with  the 
human  gastro-intestinal  tract. 

(c)  Scheutz,  to  test  the  auto-sterilization  mechan- 
ism, introduced  B.  Metchnikovi  in  the  duodenum  of 
dogs.  He  found  that  the  organisms  were  killed  be- 
fore reaching  the  ileum. 

(d)  Roily  and  Liebermeister  used  B.  pyocyaneus 
in  rabbits.  They  substantiated  Scheutz’  findings. 

(e)  Van  der  Ries  concluded  that  the  defence- 
mechanism  is  one  of  auto-disinfection  and  not  auto- 
sterilization. 

(f)  Arnold  determined  in  experiments  upon  dogs 
that  there  was  a decided  interference  with  the  bac- 
teriostatic power  of  the  small  intestine  when  the 
following  took  place: 

( 1 ) The  dog  ingested  alkalinized  food. 

(2)  The  dog  ingested  a high  protein  food. 

(3)  Or  during  the  adjustment  to  a high  ex- 
ternal temperature  or  fever. 

He  further  determined  that,  in  the  small  intes- 


tine, interference  with  the  bacteriostatic  action  on 
exogenous  bacteria  is  accompanied  by  a marked  dis- 
turbance in  the  regulation  of  endogenous  bacterial 
flora.  The  duodenum  and  the  jejunum  were  the  last 
organs  to  lose  this  auto-disinfecting  power. 

When  the  upper  part  of  the  small  intestine  is 
suddenly  alkalinized,  in  the  presence  of  protein 
material  or  bile,  bacteria  may  pass  through  the 
wall  of  the  small  intestine  and  appear  for  a short 
period  in  the  thoracic  duct.  Puppies  kept  in  a hot 
room  and  fed  B.  prodigiosus  milk  showed  viable  or- 
ganisms in  their  stomachs.  If  acidified  milk  was 
fed  no  organisms  appeared. 

(g)  Nedzel,  Stonecipher  and  Arnold  adminis- 
tered saponin  to  dogs  and  studied  intestinal  changes 
in  the  distribution  of  Esch.  coli  and  the  hydrogen- 
ion  concentration.  A sudden  change  took  place  in 
the  acid-base  equilibrium  and  in  the  endogenous 
flora.  Viable  Esch.  coli  appeared  in  the  organs  of 
the  animal.  As  the  pH  increased  there  was  a de- 
crease in  the  viable  Esch.  coli  in  both  the  intestinal 
contents  and  organs. 

(h)  Nedzel  and  .Arnold  and  Johnson  and  Arnold 
found  that  exogenous  bacteria  such  as  Esch.  coli, 
when  introduced  into  the  stomach  in  the  presence 
of  free  hydrochloric  acid,  lose  their  viability.  How- 
ever, when  a buffer  alkaline  solution  such  as  sodium 
phosphate  W'as  introduced,  the  prevalent  non-viable 
bacteria  regained  their  viability. 

(i)  Johnson  and  Arnold  made  several  interesting 
observations : 

( 1 ) Suspend  test  bacteria  in  a saline,  milk  and 
phosphate  buffer  solution. 

(2)  An  acid  deficit  is  present  at  the  beginning. 
If  this  persists  at  the  end  of  one  hour, 
there  are  150,000  bacteria  per  cc. 

(3)  As  soon  as  free  HCl  is  detected  no  viable 
organisms  can  be  demonstrated. 

(4)  When  alkaline  phosphate  solution  is  added 
to  neutralize  free  acid,  viable  organisms 
reappear  and  persist  during  the  period  of 
the  acid  deficit. 

(5)  If  the  gastric  contents  are  removed  when 
free  acid  is  present,  and  the  solution  then 
neutralized,  no  viable  bacteria  can  be 
demonstrated. 

(j)  Seidman  and  Arnold  demonstrated  with  rats 
which  were  vitamin  deficient,  a denser  intestinal 
bacterial  population  and  a more  alkaline  pH  than 
normal. 


1940] 


Virginia  Medical  Monthly 


485 


(k)  Arnold  and  Bergeim,  Hanzen,  Arnold  and 
Esselen  found  the  pH  in  the  intestinal  tract  raised 
and  the  viable  Esch.  coli  decreased  when  fruits  such 
as  banana,  apple,  cranberry,  prunes,  etc.,  were  fed. 

Conclusions : 

(l)  The  apple  brings  about  many  changes,  if  not 
all  the  changes  in  the  intestinal  flora  which  were 
claimed  by  IMetchnikov  for  buttermilk. 

(2)  It  supplants  the  putrefactive  organisms  which 
are  capable  of  producing  to.xic  and  irritating  mate- 
rials. 

(3)  Evidence  appears  to  be  increasing  that  cellu- 
lose, hemi-cellulose  and  perhaps  pectin,  to  some  ex- 
tent, can  be  broken  down  in  the  intestine  with  the 
liberation  of  certain  organic  acids,  acetic,  lactic, 
butyric,  etc.,  which  may  have  specific  bactericidal 
and  bacterio-static  value. 

(4)  Any  dietary  regime  producing  an  intestinal 
reaction  favorable  to  the  growth  of  the  aciduric 
type  of  organisms  and  detrimental  to  the  develop- 
ment of  putrefactive  processes  should  be  favorably 
regarded. 

(5)  Foods  whose  residues  in  the  intestinal  canal 
can  give  rise  to  substances  inhibitory  to  gas  produc- 
tion are  important. 

(6)  Addition  of  dehydrated  apple  to  the  diet  of 
other  workers  using  other  fruits,  manifested  as  fol- 
rabbits  gives  results  similar  to  those  obtained  by 
lows : 

(a)  The  apple  increased  the  pH  in  the  intestinal 
contents. 

(b)  The  intestinal  flora  was  changed  from  one  in 
which  Esch.  coli  predominated  to  one  in  which  the 
acidophilic  type  of  organism  predominated. 

(c)  The  gas  producing  t>’pe  of  organism  was  con- 
siderably reduced. 

(d)  After  forty-two  days  of  an  apple  diet  there 
was  change  in  the  cellulose-splitting  flora  of  either 
the  Esch.  coli  or  the  acidophilic  type  of  organism. 

Addendum  “B” 

The  Interrel.ationship  of  Vitamin  A and 
Glycuronic  Acid  in  ^Iucine  Metabolism 

1 . The  sources  of  glycuronic  acid  are : 

(a)  Endogenous — synthesized  from  glycogenic 
amino  acids. 

(b)  Exogenous — present  in  food  material.  The 
presence  of  glycuronic  acid  in  foods  is  important 
because  it  can  be  provided  in  larger  quantities  and 


supplied  faster  than  that  obtained  from  endogenous 
metabolism. 

(c)  Deplete  glycuronic  acid  in  animals  by  plac- 
ing thirty-six  rabbits  on  a diet  of  oatmeal  and 
ivater : 

( 1 ) Gradually  increase  doses  of  menthol  admin- 
istration, injecting  it  three  times  a day.  As 
a result  menthol-glycuronate  is  formed.  This 
is  excreted  in  large  extent  by  the  kidney. 

(2)  When  no  more  exogenous  or  endogenous  gly- 
curonic acid  was  available  intoxication  re- 
sulted : 

(a)  .•\nimals  surviving  two  to  four  days  showed 
on  autopsy : ( 1 ) ulcers  of  the  stomach,  py- 
lorus, gall-bladder,  small  and  large  intes- 
tines. These  findings  resembled  those 
found  in  vitamin  A deficiency. 

2.  Conclusions: 

(a)  Toxins  from  any  source  causing  erosion  and 
ulceration  of  the  gastro-intestinal  tract  must  be 
conjugated  with  glycuronic  acid  for  their  detoxifica- 
tion. 

(b)  Demands  of  detoxification  take  precedence 
over  demands  of  mucine  production.  Therefore, 
when  sufficient  toxins  accumulate,  erosions  and  ul- 
cers of  the  gastro-intestinal  tract  will  follow. 

(c)  Conjugation  of  glycuronic  acid  and  toxins 
occur  in  the  liver.  Impaired  hepatic  function  will 
predispose  to  earlier  mucosal  damage. 

(d)  Cells  cannot  produce  mucus  if  there  is  vita- 
min A deficiency. 

(e)  Mucous  membranes  cannot  produce  lysozyme 
if  there  is  vitamin  A deficiency. 

(f)  It  is  not  inconceivable  that  bacteria  may  en- 
ter and  multiply  in  the  respiratory  system  or  the 
sinuses  in  vitamin  A deficiency  as  well  as  in  the 
gastro-intestinal  and  urinary  tracts. 

(g)  If  ulcerations  and  erosions  do  occur  in  the 
gastro-intestinal  tract  (a)  secondary  anemia  may 
result  or  (b)  secondary  bacterial  infections. 

(h)  The  increase  of  winter  respiratory  infections 
may  be  due  to  the  depletion  of  vitamin  A resers-es 
built  up  in  the  summer. 

Addendum  “C” 

Pectin  As  a Detoxification  Mechanism 

1.  A large  number  of  experiments  have  been  made 
in  an  attempt  to  ascertain  the  virtues  of  pectin  not 
only  as  a detoxifier  but  as  a sparer  of  protein. 
Rabbits  were  fed  oatmeal  exclusively  to  deplete  the 
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glycuronic  acid  reserves  and  then  given  menthol. 
Some  rabbits  were  given  pectin,  some  used  as  con- 
trols. The  total  average  excretion  of  uronic  acid  by 
the  pectin-fed  rabbits  was  25  per  cent  greater  than 
that  of  the  rabbits  fed  menthol  only.  But,  in  addi- 
tion to  this,  the  protein  break-down  in  the  pectin-fed 
rabbits  was  less. 

2.  From  these  experiments,  and  certain  others, 
these  conclusions  appear  to  be  justified : 

(a)  The  administration  of  preformed  uronic  acid 
provides  a better  source  of  detoxifying  material  since 
it  conserves  body  protein. 

(b)  Galacturonic  acid  is  capable  of  forming  con- 
jugation products  with  toxic  materials  in  the  same 
manner  as  glycuronic  acid. 

(c)  Pectin  in  as  small  doses  as  3 gms.  daily  exerts 
a definite  protein-sparing  action. 

(d)  Definitely  establishes  for  the  first  time  the 
nutritive  value  of  pectin  and  places  additional  im- 
portance upon  these  foods  as  good  sources  of  this 
material. 

(e)  Chondroitin  contains  glycuronic  acid  as  the 
prosthetic  portion  of  the  molecule.  Its  use  gives 

(a)  marked  increase  in  intestinal  activity,  (2)  com- 
bats menthol  intoxication. 

(f)  Mucine  has  a distinctly  laxative  effect. 

(g)  Mucine,  chondroitin  and  pectin  resemble  each 
other  chiefly  in  their  uronic  acid  components  (the 
laxative  effect  is  probably  due  to  the  protein  frac- 
tion). 

(h)  The  laxative  effect  of  hemi-cellulose  and 
pectins  may  be  due  to  their  uronic  acid  content. 

(i)  Severe  injury  in  the  gastro-intestinal  tract 
may  result  from: 

(1 ) Any  defect  in  the  body  to  conjugate  uronates 
(as  liver  injury). 

(2)  Any  reduction  in  the  intake  of  preformed, 
uronic  acid. 

(3)  Excessive  production  in  the  body  or  introduc- 
tion into  the  body  of  toxins  so  that  the  bal- 
ance between  synthesis  and  conjugation  on 
the  one  hand  and  toxin  accumulation  on  the 
other  hand  is  upset. 

(j)  Hemi-cellulose  and  pectins  have  a nutritive 
value  clearly  not  caloric. 

(k)  Sugar  acids  from  prefonned  sources  are  of 
greater  value  to  the  organism  than  those  produced  by 
synthesis.  They  are  protein  sparing. 

(l)  Sugar  acids  from  synthesis  in  the  body  repre- 


sent sacrifice  of  body  protein  and  other  essential 
precursors.  Such  sacrifice  is  self-limited. 

Addendum  “D” 

Certain  General  Points 

1.  Perhaps  if  man  lived  in  as  natural  a state  as 
animals  of  the  field  or  forest,  natural  food  materials 
would  maintain  him  in  a similar  state  of  health. 

2.  Much  of  the  dietetic  difficulty  that  man  has 
he  does  to  himself.  He  departs  from  normal  hygiene 
and  lives  upon  de-naturalized  foods.  The  essentials 
for  the  preservation  of  health  are  within  foods  them- 
selves. 

3.  As  income  rises  people  eat  more  of  the  expensive 
vitamin  containing  foods.  They  eat  more  fruits, 
eggs  and  vegetables  and  drink  more  milk.  The 
growth  of  childen  is  facilitated;  they  attain  greater 
stature.  This  is  due  to  the  fact  that  the  foods 
which  they  eat  are  rich  in  vitamins,  minerals  and 
first-class  protein  constituents. 

Addendum  “E” 

i\lECH.ANiSMS  That  Hinder  or  Prevent  the 
Access  of  B.acteria  to  the  Tissues 

1.  The  Skin: 

(a)  Acts  as  a mechanical  barrier.  It  has  a com- 
plex biological  mechanism  which  frees  it  from  the 
bacteria  continuously  impinging  upon  it. 

(1)  Colebrook  found  that  H.  streptococcus,  B. 
vulgaris,  Friedlander’s  pneumo-bacillus  and 
B.  coli  wefe  rapidly  killed  on  the  skin  of  the 
normal  hand. 

( 2 ) That  no  chemical  washing  would  remove  bac- 
teria from  the  hand. 

(3)  That  dead  skin  on  cadavers  had  lost  most 
of  its  bacterial  action  within  fifteen  minutes. 

(b)  The  mechanics  of  auto-sterilization  are  un- 
certain. It  is  probably  due  to  the  chemical  properties 
in  the  sweat. 

(c)  Fleming  noted  (1922-29-32)  micrococcus  ly- 
sodeiktious  in  tears  in  the  nasal  secretion  and  in 
many  tissues,  including  the  skin.  Lysozvme  is 
thermolabile  and  in  high  dilution  causes  lysis  of 
certain  non-pathogenic  bacteria.  It  is  also  active 
against  some  strains  of  staphylococcus  and  streptococ- 
cus of  human  origin.  In  high  concentration  it  acts, 
though  less  energetically,  on  other  pathogenic  bac- 
teria. 

Colebrook  says  that  the  role  of  lysoz}Tne  in  self- 
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disinfecting  of  the  human  skin  is  relatively  unim- 
portant. 

2.  The  Mouth,  Stomach  and  Intestinal  Tract: 

(a)  When  bacteria  get  in  the  mouth  they  adhere 
to  the  mucous  lining  epithelium  of  the  mouth  unless 
they  are  introduced  with  food. 

(b)  Mouth  bacteria  can  persist  but  a few  hours 
unless  their  biological  characteristics  permit  coloni- 
zation. Then  they  become  part  of  the  normal  flora. 

(c)  The  gastric  juice  imposes  a barrier  to  bac- 
teria going  to  the  intestine : 

(1)  Arnold  and  Brady  found  erythro  bacillus 
prodigiosus  and  Ps.  pyocyanea  when  intro- 
duced in  water  suspensions  in  the  stomach 
of  a dog,  twelve  to  eighteen  hours  after  a 
meal,  failed  to  reach  the  cecum  but,  in 
watery  suspension,  or  in  alkaline  buffered 
milk,  reached  the  cecum  in  large  numbers. 

(2)  The  part  lysozyme  plays  in  eliminating  sus- 
ceptible species  from  the  intestinal  flora  is 
difficult  to  say. 

(3)  The  intestinal  mucosa  is  permeable  to  liv- 
ing bacteria  only  under  exceptional  condi- 
tions. 

(4)  Raw  egg-albumin  is  peculiarly  potent  in  in- 
ducing passage  of  bacteria  not  only  from  the 
intestinal  lumen  to  the  lymphatics  and  blood, 
but  in  the  reverse  direction  from  the  blood- 
stream to  the  intestinal  lumen. 

3.  The  Nose,  Nasopharynx  and  Respiratory 
Tract : 

(a)  The  greater  part  of  inhaled  bacteria  are  ar- 
rested at  or  near  the  nasal  orifice. 

(b)  The  bacteria  passing  back  adhere  to  the 
mucous  film.  The  cilia  sw’eep  them  back  towards 
the  naso-  and  oro-pharynx.  Here  they  join  bacteria 
being  swept  back  by  suction  currents  from  the 
mouth. 

(c)  Arnold  was  unable  to  detect  any  bactericidal 
substance  in  nasal  mucosa. 

(d)  Lysozyme  is  known  to  be  present  in  high  con- 
centration in  the  nasal  secretions  and  it  is  altogether 
probable  that  it  plays  a part  in  freeing  the  nasal 
cavities  from  those  species  of  bacteria  against  which 
it  is  active.  The  nasal  bacteria  disappear  by  the 
same  mechanism  in  the  nose  that  they  do  in  the 
mouth. 

(e)  Calamida  and  Bartarelli  (1902)  stated  that 
the  nasal  accessory  sinuses  were  sterile. 

(f)  The  trachea  and  bronchi  contain  few,  if  any. 


living  bacteria  due  to  the  filtering  action  of  the  nasal 
passages  combined  with  the  propensity  of  bacteria 
for  adherence  to  the  mucous  walls. 

(g)  Dust  particles  containing  bacteria  reach  the 
lungs.  Exceptionally  bacteria  may  reach  the  lungs 
in  large  numbers.  The  deeply  penetrating  ones  form 
only  a small  fraction  of  the  total  inspired. 

(h)  Bacteria  usually  are  driven  from  the  vocal 
cords  by  the  cilia.  They  reach  the  deeper  bronchi 
or  lung  alveoli  and  are  removed  by  phagocytic  cells 
to  the  regional  lymph  nodes.  Whether  there  is  any 
immediate  bactericidal  mechanism  at  work  we  do 
not  know. 

4.  The  Conjunctivae : 

(a)  The  mechanical  flushing  of  the  tears  washes 
the  bacteria  out  through  the  lachrymal  duct. 

(b)  Maxey  (1919)  received  erjthro  bacillus  prodi- 
giosus from  the  nose  within  five  minutes  after  it  was 
introduced  in  the  conjunctival  sac. 

(c)  Stort  (1891)  failed  to  recover  B.  coli  from  a 
rabbit’s  conjunctiva  one  hour  after  implantation  but 
it  persisted  longer  if  the  lachrv'mal  duct  was  tied. 

(d)  The  lysozyme  content  of  the  tears  is  the 
highest  of  any  secretion  yet  examined.  A dilution 
1-40,000  may  cause  complete  lysis  of  a suspension 
of  micrococcus  lysodeikticus.  This  agent  suffices 
to  rid  the  conjunctiva  of  many  organisms  in  contact 
with  it  and  plays  a part  in  the  local  defence  of  this 
region  against  certain  pathogenic  bacteria  (Ridley, 
1928). 

5.  The  Genital  Tract: 

( 1 ) The  male  urethra  is  normally  sterile.  There 
are  a few  staphylococci  and  B.  diphtheriae  at  the 
meatus.  The  mechanical  flushing  of  the  urine  with 
an  acid  reaction  is  an  important  factor. 

(2)  The  vagina  has  marked  bactericidal  prop- 
erties due  to  the  aciduric  bacillus  of  Doderlein. 

(a)  The  bacillus  of  Doderlein  is  present  one  to 
two  days  after  birth. 

6.  The  Flora: 

( 1 ) The  flora  is  characteristic  for  individuals  over 
a long  period  of  time.  The  flora  of  the  naso-pharynx 
of  any  given  person  changes  in  certain  of  its  char- 
acters if  observations  are  carried  out  over  a suffi- 
ciently long  time.  The  B.  influenza  may  be  carried 
for  months  and  then  disappear.  One  type  of  pneu- 
mococcus may  give  place  to  another;  meningococci 
may  be  present  for  months  or  years  and  then  be  lost. 

(2)  Lf^sually  there  is  resistance  to  any  stray  in- 
vaders from  the  outside  world. 
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(3)  There  are  a series  of  mechanisms  in  nature 
of  which  we  know  but  little : 

(a)  Flora  vary  in  nature  from  one  locality  to 
another. 

(b)  Each  locality  tends  to  develop  and  maintain 
its  own  characteristic  flora. 

(c)  Flora  of  any  locality  differ  qualitatively  and 
quantitatively  from  that  of  another. 

(d)  The  flora  of  one  locality  (say  naso-pharynx) 
show  minor  but  significant  differences  as  we  pass 
from  one  person  to  another  or  study  a single  person 
over  a prolonged  period  of  time. 

(e)  The  resistance  to  colonization  of  bacteria  is 
important  in  the  body’s  first  line  of  defence  but 
the  effectiveness  cannot  be  accurately  estimated. 
After  this  line  of  defence  is  penetrated  the  body 
must  depend  upon  anti-bacterial  or  anti-toxic  im- 
munity. 
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Discussion 

Dr.  Wm.  R.  Pretlow,  Warrenton:  Dr.  Bailey’s  rather 
complete  studies  of  the  properties  of  the  apple  are  quite 
interesting  to  me.  I am  particularly  interested  in  that 
part  of  his  paper  which  deals  with  the  pharmacology  and 
chemistry  of  pectin  since  it  appears  that  this  is  the  sub- 
stance which  is  responsible  for  the  beneficial  effect  of 
apple  in  the  treatment  of  certain  intestinal  disorders. 
Apparently  this  substance  accomplishes  its  purpose 
through  several  simultaneous  actions.  Through  its  in- 
fluence upon  the  pH  of  the  bowel,  it  exerts  a bacteriostatic 
or  bactericidal  effect  upon  putrefactive  organisms.  It 
may  stimulate  the  production  of  mucus,  thus  protecting 
the  mucous  membranes  of  the  intestinal  tract  against 
further  irritation.  Through  the  liberation  of  galacturonic 
acid  it  conjugates  toxins  already  formed.  In  addition,  its 
purely  mechanical  absorption  of  toxins  and  bacteria  seems 
to  be  of  importance.  Unlike  many  drugs  which  have  been 
used  in  the  treatment  of  diarrhea,  pectin  does  not  effect 
the  normal  motility  of  the  intestinal  tract  and  is  non-toxic 
even  when  given  in  very  large  doses. 

Thus,  theoretically,  we  have  in  pectin  a substance 
ideally  suited  to  the  treatment  of  diarrheal  conditions. 
Practically,  it  measures  up  to  its  theoretical  potentialities. 
When  pectin  is  given  in  adequate  dosage,  the  number  of 
stools  is  promptly  diminished  and  normal  consistency  is 
restored.  Discomfort  and  toxemia  are  relieved  and  the 
patient  is  able  to  overcome  his  dehydration.  There  is  no 
danger  of  constipation  or  toxic  side  effects.  In  our  hands 
pectin  has  proven  much  more  effective  in  the  treatment 
of  diarrheas  than  either  scraped  or  dried  apple.  It  is 
very  important  that  adequate  dosage  be  administered. 

Winters  and  his  associates,  in  a recent  issue  of  the 
American  Journal  of  Digestive  Diseases,  published  their 
experimental  work  in  dogs  to  which  quinidine  was  ad- 
ministered in  dosage  adequate  to  produce  peptic  ulcers. 
In  control  dogs,  ulcers  were  produced,  while  other  dogs 
given  the  same  dosage  of  quinidine  but  simultaneously 
given  pectin  were  protected  against  ulcers  in,  roughly, 
90  per  cent  of  their  cases.  They  further  showed  that 
cicers  produced  by  quinidine  promptly  healed  when 
pectin  was  administered.  Thus,  it  appears  that  pectin 
may  be  found  to  have  a wider  field  of  usefulness  in  the 
treatment  of  intestinal  disorder. 

Dr.  F.  D.  Wilson,  Norfolk:  Mr.  President,  truly  an 
apple  a day  keeps  the  doctor  away.  The  story  is  going 
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around  that  a physician  in  the  South  had  a grandchild 
afflicted  with  a gastro-intestinal  upset  and  loose  bowels. 
The  treatment  was  unavailing.  Finally,  when  he  walked 
in  one  day,  he  found  a Negro  mammy  scraping  an  apple 
to  give  to  the  baby.  He  told  her  not  to  give  it  to  the  baby — 
she  would  kill  it.  She  told  him  it  had  never  yet  killed 
a child  and,  when  he  asked  if  she  had  been  using  it  be- 
fore, she  said  she  had  given  it  to  all  her  babies  sick  with 
loose  bowels.  The  doctor  then  investigated  and  himself 
began  using  it,  but  never  reported  his  results.  It  has 
been  used  in  Europe  for  some  years.  For  the  last  two 
years  I have  given  acute  infectious  diarrhea  cases  in 
children  over  two  years  old  apple  powder,  and  I have 
been  astounded  at  the  results.  I have  seen  a child  with 
from  twenty  to  twenty-five  stools  a day  given  apple 
powder  get  better  within  twenty-four  hours.  I have  given 
apple  powder  to  children  with  from  six  to  eight  stools  a 
day  and  have  seen  a drop  to  two  stools  a day  within  a 
few  days  and  then  rapid  recovery. 

Raw  apple  seems  to  be  valuable  in  these  children  over 
twelve  months  of  age.  Under  ten  months  or  a year  it 
seems  to  give  more  cramp  or  pain  in  the  intestinal  canal 
than  in  older  children  and  I have  not  used  it.  I tried  it 
but  do  not  use  it  any  more  because  it  did  seem  to  give  in- 
testinal pain.  I have  tried  the  powdered  apple  which  is 
on  the  market  and  like  it,  but  it  does  not  seem  to  give  as 
good  results  as  fresh  apple. 

I should  like  to  ask  Dr.  Bailey  to  give  his  experience 
and  also  ask  him  whether  there  is  any  difference  in  the 
behavior  of  the  various  kinds  of  apple;  whether,  for  in- 
stance, the  summer  apples  we  have  in  Virginia  would  be 
as  satisfactory  scraped  as  the  winter  apples  which  we 
put  away  and  use  all  winter.  Summer  apples,  of  course, 
do  not  keep  as  well,  and  there  may  be  a good  deal  of 
difference  in  their  action. 

My  results  with  scraped  apple  have  been  very  satisfac- 
tory and  I also  have  gotten  good  results  with  powdered 
apple. 

Dr.  W.  P.  McDowell,  Norfolk:  For  the  past  two  years 
I have  been  using  apple  in  the  treatment  of  diarrheas  in 
infants  and  children,  though  I have  had  no  experience  in 
the  use  of  apple  powder.  Each  year  we  see,  at  the 
King's  Daughters’  Children's  Clinic  in  Norfolk,  quite  a 
large  number  of  children  suffering  with  fermentative  and 
infectious  types  of  diarrhea.  It  had  been  our  custom  to 
treat  these  patients  with  a high  protein  diet.  'While  the 
results  had  been  fairly  satisfactory,  we  had  some  diffi- 
culty in  getting  these  patients  to  take  the  protein  milk. 
During  the  past  two  years  we  have  adopted  the  practice 
of  giving  these  patients  either  scraped  or  mashed  ripe 
apple  or  banana.  This  method  has  also  been  used  in  our 
private  practice  with  satisfactory  results.  Our  experience 
has  been  somewhat  different  from  that  of  Dr.  Wilson,  in 
that  we  do  not  encounter  the  difficulty  in  getting  these 
patients  to  take  the  apple  and  banana.  The  mother  is 
instructed  to  use  a ripe  apple,  core  and  peel  same  and 
grind  it  up  in  a meat  grinder  or  mash  it  with  a potato 
masher.  It  is  then  fed  to  the  patient  in  as  large  quantity 
as  the  patient  desires.  In  the  course  of  twenty-four  to 


forty-eight  hours  the  stools  will  usually  assume  a formed 
character  and  the  frequency  of  the  stools  usually  de- 
creases. 

The  essayist  has  given  us  a very  clear  and  scientific 
presentation  of  the  subject  and  I have  enjoyed  his  paper. 

Dr.  M.  B.  Hiden,  Warrenton:  Much  has  been  said 
about  the  advantage  of  the  apple  to  our  physical  being 
but  nothing  about  the  advantage  of  the  apple  to  our 
mental  being  and  I thought  I might  mention  that.  If  you 
take  the  apple  juice  when  it  is  absolutely  fresh  and  add 
sugar  to  it  in  the  proportions  of  one  and  one-half  pounds 
of  sugar  to  a gallon  of  juice,  exclude  air,  and  let  that 
ferment,  you  get  apple  wine.  That  is  absolutely  delicious. 
For  forty  cents  a gallon  you  can  get  one  of  the  finest 
wines  you  ever  drank  in  your  life.  You  can  get  good 
cider  in  my  part  of  the  State  for  twenty-five  cents  a gallon 
in  the  season,  and  sugar  costs  five  cents  a pound. 

I wonder  if  you  could  not  use  this  in  order  to  get 
people  off  liquor  and  build  up  the  intestinal  mucosa.  I 
can  assure  you  of  this;  this  apple  wine  will  certainly 
help  your  mental  attitude. 

Dr.  F.  C.  Rinker,  Norfolk:  I thoroughly  agree  with 
the  use  of  apple  products  as  they  are  made  and  used 
particularly  in  children,  as  the  pediatricians  use  them. 
But  we  have  to  think  of  the  adult,  and  there  are  certain 
types  of  cases  in  which  the  apple  is  bad,  and  I do  not 
think  we  ought  to  close  this  discussion  without  calling 
those  cases  to  your  attention.  They  are  the  cases  of 
spastic  colitis,  of  the  spastic  stomach,  and  of  duodenal 
or  gastric  ulcer.  In  those  individuals  the  apple — pure 
apple — is  damaging.  Apple  products  may  be  helpful,  but 
I would  warn  you  that  we  should  not  use  the  apple  it- 
self— the  raw  apple — in  those  particular  cases  in  adult 
life. 

Dr.  B.mley,  closing  the  discussion:  I really  think  that 
possibly  I should  make  a confession  and  take  you  back 
about  a hundred  and  fifty  years  ago  to  an  incident  de- 
scribed in  Dickens’  “Tale  of  Two  Cities.”  The  author 
described  some  of  his  characters  as  getting  stuck  in  the 
mud,  and  one  of  them  said  that  It  was  a bad  day  and 
added  that  it  was  incumbent  upon  someone  to  say  it. 
That  is  the  chief  reason  why  I presented  this  paper  today, 
because  it  seemed  incumbent  upon  someone  to  write  such 
a paper. 

I am  in  eye,  ear,  nose,  and  throat  work.  Of  course,  I 
am  absolutely  incapable  of  developing  the  general  medi- 
cal side  or  of  reviewing  any  statement  from  the  general 
medical  side;  I have  to  depend  upon  Dr.  Pretlow  for 
that.  But  I think  in  a generic  sense  the  secret  of  the  use 
of  the  apple  as  I use  it  in  my  work  is  to  know  something 
about  the  apple,  know  the  vitamin  content,  and  so  forth. 
In  the  course  of  time  we  expect  to  have  it  standardized. 
This  is  a very  green  field  and  a very  fertile  field  and  it 
has  not  ffowered  yet. 

In  answering  Dr.  Hiden,  as  to  apple  wine  for  babies, 
I might  say  that  he  knows  much  more  about  that  than  I, 
so  I shall  not  try  to  answer. 
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As  to  Dr.  Rinker’s  remark,  I do  not  think  you  should  I want  to  thank  you  for  permitting  an  eye,  ear,  nose, 
give  any  fruit  or  medicine  to  babies  indiscriminately.  and  throat  man  to  appear  before  you  on  a general  medi- 
We  have  to  depend  upon  the  general  practitioner  for  that.  cal  subject. 


RUPTURED  INTERVERTEBRAL  DISK  AND  HYPERTROPHIED 
LIGAMENTUM  FLAVA  FOLLOW-UP  STUDY.* 


Homer  L.  Skinner,  M.D.,  F.A.C.S., 

U.  S.  Marine  Hospital, 
Baltimore,  Maryland. 


This  subject  represents  one  of  the  causes  of  low 
back  and  sciatic  pain.  In  adult  life  low  back  pain 
is  one  of  the  commonest  complaints  about  which  the 
orthopedic  surgeon  is  consulted.  It  has  almost  un- 
limited possibilities  of  interpretation.  It  is  a condi- 
tion which  annually  accounts  for  the  loss  of  much 
time  from  work,  thereby  resulting  in  a tremendous 

*Read  before  the  Orthopedic  Section  of  the  Baltimore 
Medical  Society,  November  27,  1939. 

Approved  for  publication  in  the  Virginia  Medical 
Monthly  by  the  Surgeon  General,  U.  S.  Public  Health 
Service,  Washington,  D.  C.,  January  18,  1940. 


loss  of  man-power  and  a large  economic  burden. 

A simple  classification  on  a definite  pathological 
or  organic  basis  cannot  be  obtained  but  backache 
can  be  divided  into  two  rather  wide  classes:  (1)  in 
which  the  pain  is  a symptom  of  some  disease  not 
definitely  connected  with  the  spine,  and  (2)  in 
which  it  is  in  the  spine  itself.  The  treatment  of  the 
first  group  will  fall  to  the  internist,  urologist,  gynecol- 
ogist or  general  abdominal  surgeon.  The  treatment 
of  the  second  group  rightly  falls  in  the  field  of  the 
orthopedic  or  neurological  surgeon.  In  examining 
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these  patients  it  is  well  to  keep  in  mind  that  “sci- 
atica,” or  sciatic  pain,  is  a symptom  and  not  a diag- 
nosis of  a disease  entity  and  that  any  such  com- 
plaint should  impel  the  attending  physician  to  search 
diligently  for  the  causative  factor  in  the  production 
of  the  symptoms.  Hypertrophic  changes  in  the  spinal 
column  will  result  in  low  back  pain  and  even 
sciatic  pain  but  the  mere  presence  of  such  changes 
as  disclosed  by  the  X-ray  should  not  be  accepted 
forthwith  as  the  cause  of  the  patient’s  symptoms. 
Hc-pertrophic  changes,  particularly  in  individuals 
of  middle  or  advanced  age,  are  not  rare,  and  it  is 
common  to  see  extensive  changes  without  symptoms 
referable  to  the  back. 

I wall  not  make  any  attempt  to  review'  the  litera- 
ture on  the  various  causes  of  low  back  pain,  as  you 
all  are  familiar  with  the  various  factors  involved, 
nor  will  I review  the  literature  on  the  subject  at  hand 
as  no  doubt  you  have  all  read  the  many  recent 
articles.  Leaving  behind  now  these  more  or  less 
general  remarks,  I should  like  to  proceed  to  a short 
discussion  of  the  symptoms  and  diagnosis  of  pro- 
truding intervertebral  disks  before  presenting  an 
analysis  of  our  cases. 

This  condition  has  assumed  a most  important 
part  in  the  diagnosis  and  treatment  of  painful  con- 
ditions of  the  lower  part  of  the  back  during  the  past 
few  years.  Protrusions  may  and  do  occur  in  the 
cervical  and  thoracic  region  of  the  spinal  column 
but  it  appears  that  90  per  cent  or  more  occur  in  the 
fourth  and  fifth  disks. 

The  injury  which  causes  a disk  protrusion  is  not 
necessarily  severe.  The  type  of  injury  w'hich  re- 
sults in  the  fracture  of  a vertebral  body  rarely  pro- 
duces a protrusion  of  that  body's  intervertebral  disk. 
The  common  tj'pe  of  injury  is  when  the  patient  at- 
tempts to  lift  a heavy'  object  with  his  back  bent 
forward  or  when  he  suddenly  executes  a forceful  sit- 
ting position. 

The  onset  of  pain  may  be  immediate  and  he  may 
state  that  he  heard  a snapping  sound.  He  may  not 
be  able  to  straighten  from  a stooped  position  or  the 
symptoms  may  only  be  momentary  to  return  in  a few 
hours,  days  or  weeks.  If  he  does  no  further  heavy- 
work  the  pain  may  not  return  for  months.  As  a 
rule,  the  patient  is  conscious  of  a “weak  back” 
and  guards  himself  carefully.  In  some  cases  symp- 
toms are  relieved  after  a few'  weeks’  rest  but  are 
prone  to  be  intermittent.  The  pain  partakes  of  the 
characteristics  of  the  root  pain  so  commonly  asso- 


ciated with  tumors  of  the  spinal  cord — that  is,  it  is 
exaggerated  by  coughing,  sneezing  and  straining. 

I will  attempt  to  describe  a typical  case,  a patient 
who  presents  himself  for  the  diagnosis  and  treat- 
ment of  intractable  low  back  pain  and  sciatica  with 
a history  of  mild  trauma  or  strain  to  the  back, 
scoliosis  with  the  loss  of  normal  lumbar  lordosis, 
spasms  of  lumbar  muscles,  pain  on  straight  leg  rais- 
ing, diminution  or  absence  of  Achilles’  tendon  reflex, 
increase  in  total  protein  content  of  cerebrospinal  fluid 
and  a narrow'ing  of  the  intervertebral  space  along 
with  subjective  numbness  on  the  outer  side  of 


Fig.  2 


thigh,  calf  of  leg  or  foot,  with  exaggerated  pain  on 
straining  efforts.  \\’ith  these  findings  a diagnosis  of 
protruded  intervertebral  disk  can  be  made  with  a 
high  degree  of  accuracy.  L'nfortunately,  the  typical 
case  is  not  the  rule,  as  w'e  do  not  always  see  the 
typical  case  of  appendicitis. 

To  confirm  the  diagnosis  and  to  localize  the  lesion 
it  is  necessary  to  employ  a contrast  media  in  the 
spinal  subarachnoid  space  during  the  fluoroscopic  ex- 
amination of  the  spinal  column.  Figure  1 and  Fig- 
ure l-.^L  represent  the  normal  anterior  posterior  view 
and  lateral  view  of  the  spinal  canal  following 
lipiodol  injection.  It  will  be  noted  in  the  anterior 
posterior  view  that  the  axillary  folds  and  the  nerve 
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roots  show  no  depression  or  indentation.  Figure  2 
is  an  oblique  view  showing  a typical  defect  in  the 
axillary  fold  pressing  the  nerve  root  upward.  Fig- 
ure 3 represents  what  we  feel  is  a defect  from  a 
hypertrophied  ligament  and  it  will  be  noted  that 
there  is  no  definite  clear-cut  indentation  but  rather 
a long  depressed  area  between  the  lamina.  Recently 
we  have  had  a few  cases  of  bilateral  hypertrophied 
ligamentum  flava  showing  hour  glass  constriction  of 
the  cord,  which  is  represented  in  Figure  4. 


Fig.  3 


Our  series  consists  of  twenty-eight  operative  cases. 
Twenty  of  these  cases  will  be  discussed  tonight. 
The  eight  cases  not  being  presented  consist  of  two 
recently  operated  protruding  disks,  three  cases  of 
fusion  of  the  spine,  two  of  these  showing  narrow- 
ing of  lumbosacral  joint,  the  other  a narrowed  fourth 
intervertebral  space;  however,  the  two  injected  with 
contrast  media  showed  no  definite  defect.  Two  of 
these  cases  have  obtained  a good  result,  the  other 
has  only  been  operated  recently.  The  remaining  three 
cases  were  ones  with  much  more  advanced  findings 
than  described  here,  two  of  them  having  paralysis, 
the  lipiodol  defect  verj'  indefinite,  the  operative  find- 
ings showing  onlj-  marked  injection  of  cauda  equina 


nerves.  Many  complicating  factors  were  present 
in  these  cases  and  none  of  them  were  improved. 

In  presenting  the  twenty  cases  I will  divide  them 
into  groups,  according  to  the  pathology  found: 

1.  Thirteen  cases  of  protruding  intervertebral 
disk. 

2.  Four  cases  of  hypertrophy  of  ligamentum  flava. 

3.  Three  cases  of  bilateral  hypertrophy. 

In  the  protruding  disk  cases  there  was  usually 
associated  some  hypertrophy  of  the  ligament;  also 
in  a few  cases  noticeable  thickening  of  entire  pos- 
terior ligament  and  annulus  fibrosis  along  the  in- 
tervertebral space.  The  involved  nerve  root  was 
hyperemic.  One  case  was  re-operated  and  fusion 
of  the  spine  performed. 

In  the  hypertrophied  ligament  cases  the  involved 
nerve  was  hyperemic  in  one  case.  In  one  case  there 
was  associated  varicosities  of  the  veins  which  formed 
nests  and  on  inspecting  the  nerve  roots  intradurally 
there  was  a suggested  defect  as  from  protruding  disk. 
One  of  these  cases  was  re-operated  for  recurring 
pain  in  the  other  extremity. 

Summary 

The  following  is  an  analysis  of  the  signs  and 
symptoms  of  our  cases : - 

Protruding  Disk  Cases  (Thirteen  Cases) 

Average  Age  thirty-nine  years;  oldest  fifty-six 
years,  youngest  twenty  years. 

Average  Duration  of  Symptoms  three  years,  longest 
sixteen  years,  shortest  two  months. 

Pain  Aggravated  on  Straining  Efforts  nine  cases, 
69  per  cent  of  cases. 

Definite  History  of  Injury  three  cases,  23  per 
cent  of  cases. 

Pain  Relieved  in  Change  in  Posture  in  All  Cases 
two  cases  felt  better  in  standing  position.  The 
others  were  relieved  liy  rest  except  one  case  where 
pain  was  constant. 

Symptoms  Aggravated  by  Change  in  Weather 
three  cases. 

Pain  Described  as  dull,  aching  in  character  in 
three  cases;  the  others  described  pain  as  sharp, 
radiating  in  character. 

Subjective  Numbness  eight  cases,  60  per  cent  of 
cases. 

Occupation — five  seamen,  one  painter,  one  ma- 
chinist, one  longshoreman,  one  fireman,  one  truck 
driver,  one  chauffeur,  one  foreman,  one  iron  worker. 

Examination : 
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Loss  of  normal  lumbar  lordosis,  spasm  of  erector 
spinae  muscles,  lowering  of  gluteal  fold,  p>ositive 
straight  leg  raising  test — ten  cases,  77  per  cent  of 
cases. 

Tenderness  ov'er  nerve  or  sciatic  notch — seven 
cases,  54  per  cent  of  cases. 

Circumference  of  thigh  smaller — four  cases,  30 
per  cent  of  cases. 

Circumference  of  calf  smaller — one  case,  7.7  per 
cent  of  cases. 

Diminished  or  absent  Achilles’  reflex^ — three  cases, 
23  per  cent  of  cases. 


Fig.  4 


Lessened  intervertebral  space — one  case,  8 per  cent 
of  cases. 

.Arthritis  of  spine — one  case,  8 per  cent  of  cases. 

Lesion  between  fifth  lumbar  and  sacrum — nine 
cases,  69  per  cent  of  cases. 

Lesion  between  fourth  lumbar  and  fifth  lumbar — 
four  cases,  30  per  cent  of  cases. 

Reverse  Queckenstedt  test  positive — five  cases, 
38  per  cent  of  cases. 

Total  protein  not  elevated  in  any  case. 


Hypertrophied  Ligamentum  Flava  (Seven 
Cases) 

Average  Age  forty  years;  oldest  sixty-one  years, 
youngest  twenty-four  years. 

Average  Duration  of  Symptoms  eight  years;  long- 
est eleven  years ; shortest  two  years. 

Pain  Aggravated  on  Straining  Efforts  six  cases, 
86  per  cent  of  cases. 

Definite  History  of  Injury  five  cases,  seventy-one 
per  cent  of  cases. 

Symptoms  Aggravated  by  Change  of  Weather 
four  cases,  55  per  cent  of  cases. 

Subjective  Numbness  three  cases,  43  per  cent  of 
cases. 

Pain  Described  as  dull,  aching  in  lower  spine 
with  radiating. 

Pain  on  Motion — Severe  in  bilateral  cases. 

Difference  in  Chief  Complaint — These  cases  cen- 
ter complaint  of  pain  in  lower  spine  while  protruding 
disk  cases  center  complaint  to  pain  in  hip  and  leg. 

Occupation — one  chauffeur,  one  salesman,  one 
painter,  two  laborers,  two  seamen. 

Examination : 

Straight  lumbar  spine,  muscle  spasm,  positive 
straight  leg  raising  test — four  cases,  55  per  cent  of 
cases. 

Tenderness  over  nerve — ^two  cases,  28  per  cent  of 
cases. 

Circumference  of  thigh  smaller — two  cases,  28 
per  cent  of  cases. 

Circumference  of  calf  smaller — one  case,  14  per 
cent  of  cases. 

Diminished  or  absent  .Achilles’  refle.x — three  cases, 
43  per  cent  of  cases. 

Lessened  intervertebral  space — one  case,  14  per 
cent  of  cases. 

.Arthritis  of  spine- — three  cases,  43  per  cent  of 
cases. 

Lesion  between  fifth  lumbar  and  sacrum — two 
cases,  28  per  cent  of  cases. 

Lesion  between  fourth  lumbar  and  fifth  lumbar — 
six  cases,  86  per  cent  of  cases. 

Reverse  Queckenstedt  test  positive — five  cases,  71 
per  cent  of  cases. 

Total  protein  not  elevated  in  any  case. 

Follow-Up 

Of  the  protruding  intervertebral  disks,  ten  cases 
(77  per  cent)  have  been  able  to  return  to  duty.  One 
case  still  has  pain  at  the  end  of  the  spine.  Two 
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cases  have  occasional  subjective  numbness  along  the 
outer  side  of  the  foot.  One  case  has  had  two  re- 
currences of  back  pain  following  injuries.  They 
have  all  been  relieved  of  sciatic  pain. 

The  period  of  observation  has  been  eight  months 
in  four  cases,  eighteen  to  twenty-seven  months  in 
six  cases.  Of  the  three  remaining  cases  two  were 
only  followed  sixty  days;  the  other  case  has  never 
been  able  to  return  to  duty.  This  case  later  had 
fusion  of  the  spine  without  relief.  Subjectively,  he 
is  totally  disabled,  but,  objectively,  he  is  rated  as  25 
per  cent  disabled.  A large  neurotic  element  has  been 
a factor  in  this  case  before  and  after  operation. 
Needless  to  say,  he  has  not  obtained  any  relief  from 
his  pain.  Indirectly  it  was  heard  that  one  of  the 
cases  followed  only  sixty  days  was  well  and  work- 
ing but  this  was  not  confirmed. 

Of  the  hypertrophied  ligament  cases,  all  four 
have  been  able  to  return  to  work  but  not  heav}' 
labor.  They  have  more  or  less  discomfort  in  their 
back  after  working,  described  as  a tired  weak  feel- 
ing. One  of  these  cases  was  re-operated  for  pain 
in  the  opposite  leg  with  relief  and  later  had  recur- 
rence of  back  pain  in  the  thoracic  region.  These 
cases  have  been  checked  from  twenty  to  twenty-four 
months. 

The  cases  of  bilateral  hypertrophied  ligament  with 
hour  glass  constriction:  One  has  been  followed 
for  a year  and  is  working  daily.  He  states  he  has 
slight  discomfort  in  the  lower  back  at  times  but  it 
is  so  mild  compared  to  before  the  operation  that  he 
considers  himself  well.  One  case  has  not  been 
checked.  About  eight  months  after  the  operation  we 
heard  from  another  patient  that  he  was  well  and 
working  but  this  could  not  be  confirmed.  One 


case  was  relieved  for  a year  and  suffered  recurrence 
of  back  pain  following  an  injury.  Correspondence 
with  one  of  our  hospitals  states  that  his  symptoms  are 
not  severe  and  an  early  recovery  is  anticipated. 

In  conclusion,  one  can  see  that  this  does  not  offer 
100  per  cent  complete  relief;  however,  it  does  offer 
a good  chance  of  relief  from  sciatic  pain  or  radiat- 
ing pain  to  the  buttocks,  only  failing  in  one  case  out 
of  the  twenty  present.  It  is  my  opinion  that  these 
cases  should  not  continue  doing  heavy  labor  or  en- 
gage in  dangerous  occupations  where  they  are  likely 
to  suffer  an  injury  to  their  back.  It  is  also  my 
feeling  that  these  patients  have  a weak  back  to 
start  with  and  they  still  have  it  following  the  op- 
eration. The  cases  of  hypertrophied  ligamentum 
flava  admit  it  and  I sometimes  feel  that  the  cases 
of  protruding  intervertebral  disk  are  a little  hesitant 
to  tell  you  that  their  backs  are  weak  because  they 
are  so  grateful  for  relief  of  their  severe  sciatic  pain. 
This  brings  up  the  question,  should  these  backs  be 
fused,  and,  if  so,  which  ones? 

I feel  that  the  cases  should  be  fused  that  show 
congenital  weakness,  narrowing  of  the  intervertebral 
space,  slipping  of  the  articulating  facets  with  un- 
usual mobility  of  the  vertebrae.  I also  feel  that  our 
follow-up  on  these  cases  should  be  more  careful, 
especially  in  regard  to  the  type  of  exercise  they 
should  take,  their  posture  should  be  watched  and 
they  should  not  return  to  heav}^  manual  labor  with- 
in a sixty-day  period  as  we  have  allowed  them  to  do 
heretofore. 
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SULFAPYRIDINE— USES  AND  REPORT  OF  CASES.* 


R.  Henry  Temple,  M.  D., 

Kinston,  North  Carolina. 


The  introduction  of  any  new  method  of  treatment 
or  specific  form  of  therapy  has  always  been  accepted 
with  a considerable  feeling  of  doubt  by  the  medical 
profession  until  sufficient  time  has  elapsed  to  prove 
its  real  worth.  This,  however,  has  not  been  entirely 
true  in  the  instance  of  sulfapyridine.  The  outstand- 

*Read as  part  of  a Symposium  on  Sulfapyridine  before 
the  Seaboard  Medical  Association  of  Virginia  and  North 
Carolina,  at  Virginia  Beach,  Va.,  December  12-14,  1939. 


ing  results  obtained  from  the  start  convinced  the 
medical  profession  of  its  merit. 

Since  May,  1938,^  a series  of  articles  has  appeared 
in  the  medical  literature,  presenting  conclusive  evi- 
dence of  the  value  of  sulfapyridine,  also  known  as 
M.  & B.  693,  and  as  Dagenen.  Drs.  Evans  and 
Gaisford^  were  the  first  to  use  the  drug  in  the  treat- 
ment of  disease  in  humans.  They  treated  200  cases 
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of  pneumonia  with  excellent  results.  Encouraging 
results  were  also  noted  by  Waller®  in  thirty-nine  cases 
of  lobar  pneumonia,  but  mention  was  made  of  cases 
which  were  resistant  to  sulfapyridine. 

The  clinical  pharmacology  of  sulfapyridine 
(which  is  a w'hite,  crystalline  powder,  practically 
odorless  and  tasteless)  when  administered  orally 
shows  it  to  be  absorbed  fairly  rapidly  from  the  gas- 
tro-intestinal  tract,  although  not  in  such  constant 
amounts  as  sulfanilamide.'*  Within  a short  time  after 
administration  sulfapyridine  may  be  detected  in  the 
blood  by  means  of  a test  in  which  it  is  transformed 
into  a colored  dye  substance,  and  then  compared 
with  known  standards  in  a colorimeter.  The  method 
used  by  my  technician,  who  did  all  tests  including 
hospital  cases,  is  the  procedure  by  Marshall  and 
Litchfield.®  The  method  is  appended f to  this  paper. 
.\11  chemicals  and  solutions  were  supplied  by  Van 
Pelt  and  Brown,  of  Richmond,  Virginia.  The  method 
can  also  be  applied  to  sulfanilamide  free  and  con- 
jugated. Acetylation  of  the  drug  occurs  and  many 
observers  feel  that  the  hematuria  that  sometimes  oc- 
curs when  the  drug  is  given  is  due  to  the  stone  for- 
mation in  the  kidney  pelvis  and  parenchyma  of  the 
acetylated  compound,  and  not  due  to  acute  nephritis.® 
The  blood  concentration  of  free  sulfapyridine  fol- 
lowing oral  administration  of  a given  dose  cannot  be 
predicted  with  the  same  accuracy  as  is  possible  with 
sulfanilamide.  With  average  effective  therapeutic 
doses  the  blood  levels  of  free  sulfapyridine  in  the 
following  reported  cases  are  between  three  to  ten 
milligrams  per  100  cc.  of  blood.  In  general,  it  is 
found  that  sulfapyridine  levels  are  lower  than  sul- 
fanilamide in  the  blood  with  the  same  dosage.^  In 
the  series  reported,  negroes  seemed  to  run  three  to 
four  milligrams  higher  blood  concentration  than 
whites  on  the  same  dosage. 

The  toxic  reactions  encountered  with  sulfapyri- 
dine, as  compared  with  sulfanilamide,  are  sufficient 
to  require  careful  dosage  of  the  drug  and  close  ob- 
servation of  the  patient.  Nausea  and  vomiting  are 
the  most  constant  and  frequent  side-effects.  No  seri- 
ous constitutional  effects  have  been  reported  as  a re- 
sult of  this  untoward  reaction,  aside  from  the  obvious 
loss  of  body  fluids  and  salts.  Very  few  gastro- 
intestinal upsets  were  seen  in  this  series  of  107  cases 
reported  in  this  paper.  Cyanosis  was  noted  in  prac- 
tically all  cases  in  the  series ; it  was  somewhat  alarm- 
ing in  the  first  few  cases;  if  in  doubt  as  to  cause  of 
cyanosis,  as  in  cases  of  pneumonia,  o.xygen  is  used 


routinely.  In  other  diseases,  cyanosis  alone  as  a 
toxic  symptom  should  be  disregarded — vertigo,  head- 
ache, malaise,  mental  depression,  and  occasionally 
excitement  severe  enough  to  be  classed  as  a toxic 
psychosis  is  encountered.  These  symptoms  respond 
immediately  to  a reduced  dosage  or  discontinuance  of 
the  drug.  Severe  toxic  effects  of  utmost  importance 
include  acute  hemolytic  anemia  and  neutropenia. 
Unless  daily  blood  counts  and  hemoglobin  determi- 
nations are  made  these  serious  reactions  may  not  be 
detected.  However,  in  the  reported  cases  a practice 
was  made  of  doing  a leucocyte  count,  differential 
count,  and  hemoglobin  determination  twice  weekly 
where  patients  manifested  any  toxic  signs  or  symp- 
toms. The  literature  cautions  against  toxic  hepatitis, 
anuria  with  uremia,  and  various  blood  dyscrasias 
that  require  immediate  transfusion  of  blood. 

Most  of  the  cases  in  private  practice  cannot  afford 
the  laborator)"  work  that  is  desired  for  a complete 
study.  However,  a point  \vas  made  to  take  a quanti- 
tative sulfapyridine  blood  concentration  at  the  end 
of  the  third  or  fourth  day  before  reducing  the  drug 
to  a maintenance  dose;  also  a complete  urinalysis. 
The  patients  reported  were  all  seen  at  least  every 
other  day,  and  many,  much  more  often.  To  date  no 
difficulties  have  arisen  from  any  severe  toxic  effects 
while  using  sulfapyridine;  nevertheless,  it  is  recom- 
mended that  the  following  diagnostic  procedures  be 
employed  in  cases  receiving  sulfapyridine.® 

First:  Before  starting  treatment,  make  a complete 
blood  count  and  urinalysis. 

Second:  In  cases  of  pneumonia  the  sputum  should 
be  t}q)ed,  as  the  use  of  serum  is  often  advisable  in 
late  cases  or  in  cases  w’here  response  to  Sulfapyridine 
is  negligible  in  the  first  thirty-six  hours.  Also  blood 
culture  should  be  taken  where  possible  before  sul- 
fapyridine therapy  is  instituted,  as  later  cultures  may 
be  worthless  because  of  the  drugs  bacterio-static  ef- 
fect. 

There  are  no  hard  and  fast  rules  with  regard  to 
the  amount  of  the  drug  administered.  However,  it 
is  important,  first,  that  the  drug  be  administered 
early  in  the  disease;  secondly,  that  a relatively  large 
amount  of  the  drug  be  administered  in  the  first  dose; 
and,  thirdly,  that  a satisfactory  maintenance  dose  be 
given.  The  following  schedule  was  used  in  all  adult 
patients  in  the  cases  to  be  reported:  An  initial  dose 
of  two  grams  was  given,  followed  by  one  gram  every 
four  hours,  day  and  night,  in  severe  cases  of  pneu- 
monia and  hospitalized  patients,  until  results  were 
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obtained,  regardless  of  the  disease  treated;  of  course, 
in  the  less  serious  cases  the  patient  was  not  disturbed 
at  night.  Blood  level  determinations  are  the  best 
index  for  dosage  and  should  range  between  three  to 
seven  milligrams  per  cent,  but  in  many  instances 
clinical  response  has  to  be  relied  upon  to  serve  as  a 
guide  in  dosage.  Infants  and  children  require  a pro- 
portionately smaller  dosage.®  iSIore  recent  reports 
seem  to  indicate  that  repeated  small  doses  at  two 
hour  inten'als  lessen  the  nausea  and  vomiting  in 
nearly  all  patients  who  have  shown  this  reaction  with 
larger  doses  at  less  frequent  intervals. 

Report  of  Cases 

Fourteen  cases  of  whooping  cough  were  treated 
with  sulfapyridine;  with  fourteen  control  cases 
treated  with  gold  tribromate  and  pertussis  antigen. 
Sedation  and  symptomatic  treatment  were  given  in 
both  groups.  The  sulfapyridine  group  had  no  com- 
plications, the  duration  of  illness  was  shortened  from 
one  to  two  weeks,  there  w’as  no  increase  in  vomiting, 
and  the  cough  was  much  diminished.  An  excellent 
opportunity  for  study  was  given  in  a family  of  six, 
including  the  mother  and  father;  the  children  ranged 
from  ages  six  months  to  nine  years.  The  infant  was 
given  sulfapyridine,  and  the  ages  were  alternated  as 
to  treatment.  The  response  was  gratifying  in  the 
sulfapyridine  group,  so  much  so  that,  after  half  the 
family  were  well  in  a little  over  two  weeks,  a demand 
was  made  for  sulfapyridine  treatment  in  the  other 
three. 

Thirty-one  cases  of  gonorrhea  were  treated  with 
sulfapyridine  with  almost  dramatic  results.  The 
toxicity  of  the  drug  was  not  nearly  so  marked  as 
sulfanilamide  used  in  previous  cases.  Usually  the 
discharge  cleared  in  from  five  to  ten  days,  though 
four  cases  required  two  weeks.  Two  cases  did  not 
respond  to  sulfapyridine  treatment,  and  one  of  these 
cases  is  still  under  treatment  with  an  epididymitis. 
The  criteria  for  cure  in  this  series  of  cases  is  the  ab- 
sence of  organisms  or  leucocytes  in  a centrifuged 
specimen  of  urine  voided  after  a night’s  rest,  and  a 
prostati6  smear  showing  no  organisms  and  less  than 
ten  leucocytes  per  high  powered  field  three  weeks 
after  sulfapyridine  had  been  discontinued.  The  dos- 
age of  sulfapyridine  is  the  same  as  the  daily  dosage 
previously  mentioned,  but  the  total  amount  is  much 
higher  as  the  time  required  in  treatment  is  longer 
than  most  other  diseases.  The  initial  dosage  of  two 
grams,  followed  by  one  gram  every  four  hours  while 


patient  is  not  asleep,  is  kept  up  until  the  discharge 
has  disappeared.  The  dose  is  cut  in  half  for  ten 
days,  then  discontinued.  The  case  previously  men- 
tioned as  still  under  treatment  has  had  a tremendous 
amount  of  the  drug,  a total  of  150  grams  being  in- 
gested during  treatment.  I believe  now  it  is  wise  to 
discontinue  the  drug  if  discharge  has  not  cleared 
after  two  weeks  of  treatment.  None  of  the  thirty-one 
cases  had  any  toxic  effects  other  than  nausea  and 
vomiting.  The  patient  that  had  ISO  grams  of  sul- 
fapyridine showed  a low  grade  anemia  with  a color 
index  of  0.68.  With  this  limited  experience,  it  seems 
that  sulfapyridine  is  much  more  effective  than  sul- 
fanilamide in  the  treatment  of  gonorrhea.  I have 
only  read  one  report  on  the  use  of  sulfapyridine  in 
gonorrhea,  and  wonder  if  other  physicians  are  find- 
ing it  as  successful  in  treating  gonorrhea.^® 

Five  cases  of  lobar  pneumonia  in  adults  were  also 
treated  with  sulfapyridine  alone,  and  two  cases  with 
the  drug  plus  specific  serum. 

Case  1.  L.  B.,  a twenty-four-year-old  negro  man, 
was  seen  on  the  fifth  day  of  an  acute  illness.  Fie  gave 
a past  history  of  luetic  infection  six  years  ago  with 
inadequate  treatment.  Sputum  typed  and  showed 
Type  V pneumococci  infection.  The  physical  exami- 
nation revealed  pneumonia  involving  right  low'er  and 
middle  lobes  and  left  lower  lobe.  Sulfapyridine  was 
started  within  six  hours.  On  the  second  and  third 
day  after  medication,  which  were  the  seventh  and 
eighth  day  of  the  illness,  he  was  afebrile.  An  un- 
eventful recovery  was  made  wdth  no  complications 
and  no  toxic  reactions  to  sulfapyridine. 

Case  2.  J.  K.,  a forty-eight-year-old  negro  man, 
was  seen  on  the  third  day  of  the  disease.  Sputum 
showed  Type  I organisms.  Blood  culture  and  Was- 
sermann  were  both  positive.  Physical  examination 
revealed  consolidation  of  the  lower  right  lobe.  Pa- 
tient was  e.xtremely  toxic  and  restless,  with  a tem- 
perature of  106.4°  Farenheit.  An  aortic  murmur, 
both  systolic  and  diastolic,  was  noted  with  the  apex 
beat  fifteen  centimeters  from  the  mid-sternal  line. 
Sulfapyridine  in  usual  dosage  was  started  along 
with  digitalis  in  doses  of  four  and  one-half  grains 
daily.  Patient  became  afebrile  on  the  seventh  day 
of  the  disease,  which  was  the  fourth  day  after  medi- 
cation was  started;  in  twenty-four  hours  the  fever 
dropped  from  the  high  level  of  106.4°  Farenheit 
down  to  102.6°  Farenheit.  The  drug,  through  a 
mistake  of  the  attendant,  was  discontinued  on  the 
fifth  day  of  medication,  with  a recrudescence  of  the 
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illness.  The  drug  was  then  continued  until  sixty- 
eight  grams  were  given.  .Anti-luetic  treatment  was 
given  during  convalescence  and  continued  for  four 
months,  when  patient  suffered  an  attack  of  coronary 
occlusion  and  immediate  death. 

Case  3.  A..  S.,  a white  woman  twenty-eight  years 
old,  was  seen  on  the  third  day  of  illness  with  pneu- 
monia involving  entire  left  lower  lobe.  When  seen, 
the  sputum  showed  Type  XVIII  pneumococci.  Blood 
culture  was  sterile  and  White  Blood  Cells  18,200. 
Sulfapyridine  was  started  and  continued  until  thirty 
grams  were  administered.  There  was  a quick  re- 
sponse to  the  drug  and  no  reactions  occurred. 

Case.  4.  A forty-two-year-old  white  woman  was 
seen  the  day  following  an  acute  onset.  The  sputum 
showed  Type  III  organisms,  and  blood  culture  was 
negative.  The  white  cells  were  16,200;  Sulfapyri- 
dine was  started  promptly  and  because  of  an  exten- 
sive pulmonary  involvement  was  continued  until  sev- 
enty-five grams  had  been  administered.  .Although  the 
temperature  did  not  drop  until  the  tenth  day,  the 
severe  toxemia  was  quickly  controlled.  The  tem- 
perature did  not  become  normal  until  the  drug  was 
cut  to  two  grams  daily.  There  was  no  gastro- 
intestinal disturbance,  or  any  evidence  of  agranu- 
locytosis. Cyanosis  did  persist  to  a marked  degree 
throughout  intake  of  the  drug. 

Case  5.  A thirty-four-year-old  white  man  was  ad- 
mitted to  the  hospital  on  the  third  day  of  illness. 
Physical  examination  and  X-ray  revealed  involve- 
ment of  the  left  upper  lobe;  the  sputum  showed  Type 
II  pneumococci;  blood  culture  was  negative,  and  the 
leucocyte  count  was  22,000.  Sulfapyridine  was  given 
until  fifty  grams  were  taken,  with  quick  and  positive 
response  in  twenty-four  hours,  and  patient  was 
afebrile  in  forty-eight  hours.  No  toxic  manifesta- 
tions were  noted. 

Case  6.  W.  C.  W.,  a white  man  fifty-seven  years 
of  age,  was  seen  on  the  third  day  of  illness.  He  was 
immediately  hospitalized.  X-ray  and  physical  ex- 
amination showed  extensive  involvement  of  both  lung 
fields.  Sputum  was  typed  and  revealed  Type  II 
pneumococci.  Patient  was  desperately  ill,  very  rest- 
less, comatose;  Kernig  and  Babinski  signs  were  posi- 
tive. Spinal  tap  was  performed  and  a purulent  fluid 
which  also  showed  Type  II  pneumococci  was  ob- 
tained. Urinalysis  showed  urine  packed  with  pneu- 
mococci. Culture  of  sediment  positive  for  Type  II 
pneumococci.  Sulfapyridine  was  started  immediately 
after  admission,  and  10,000  units  of  specific  serum 


given  intravenously  every  four  hours.  Patient  died 
on  sixth  day  of  illness  after  having  received  80,000 
units  of  specific  serum  and  twenty  grams  of  sul- 
fapyridine. .A  blood  determination  showed  a very 
low  concentration  of  sulfapyridine  in  this'  case — only 
three  miligrams  per  cent.  Since  this  case  a report  by 
Modes,  Gimbel,  and  Burnett,  of  Baltimore,^^  on  the 
treatment  of  pneumococci  meningitis  has  shown  that 
the  blood  level  can  be  raised  in  such  cases  by  giving 
70  cc.  of  5 per  cent  solution  of  sodium  sulfapyridine^^ 
intravenously  daily  along  with  oral  medication.  I 
have  not  had  the  opportunity  of  trying  this  method, 
but  it  seems  a valuable  procedure  in  gastro-intestinal 
toxemia  and  comatose  patients. 

Case  7.  To  me,  this  case  alone  seems  to  give  evi- 
dence that  we  now  have  available  therapeutic  agents 
more  effective  in  treatment  of  pneumonia  than  any 
previously  used.  This  fifty-nine-year-old  white  man, 
D.  AA^,  was  admitted  to  hospital  on  the  fifth  day  of 
a very  acute  illness.  The  sputum  showed  Type  III 
pneumococci  and  the  blood  contained  thirty  Type  III 
organisms  per  cubic  centimeter.  The  leucocyte  count 
was  only  5,250.  Sulfapyridine  was  started  as  soon 
as  clinical  diagnosis  of  pneumonia  was  made,  fol- 
lowed in  four  hours  by  the  intravenous  injection  of 
100,000  units  of  rabbit  serum,  and  twelve  hours  later 
another  100,000  units  of  additional  serum  intraven- 
ously. The  toxemia  and  septicemia  were  quickly 
controlled.  The  leucocyte  count  rose  to  13,500  dur- 
ing the  period  sulfapyridine  was  used,  and  due  to 
the  grave  prognosis  seventy-five  grams  of  the  drug 
was  given.  The  only  toxic  manifestation  was  hic- 
cups of  four  days  duration. 

In  forty-two  cases  of  mixed  broncho-pneumonia 
and  acute  bronchitis  in  children — all  under  five  years 
of  age,  with  temperatures  ranging  from  102°  Faren- 
heit  to  105.6°  Farenheit — the  results  were  more  spec- 
tacular than  in  any  other  disease  treated  with  sul- 
fapyridine. The  dosage  here  is  important  as  it  is 
difficult  to  determine  the  concentration  of  the  drug. 
These  were  the  only  cases  in  which  blood  concentra- 
tion was  not  determined.  .A  dosage  schedule  was 
carried  out  as  follows: 

For  children  under  six  months,  one-fourth  of  a 
0.5  gram  tablet,  crushed  and  made  into  individual 
papers  with  five  grains  of  sodium  bicarbonate,  to  be 
given  every  four  hours  day  and  night. 

Children  from  six  months  to  one  year  were  given 
one-half  of  a 0.5  gram  tablet  with  soda.  From  one  to 
two  years,  one  0.5  gram  tablet  every  six  hours  day 
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and  night.  From  two  to  six  years,  one  0.5  gram 
tablet  every  four  hours,  followed  by  a soda  mint 
tablet. 

Physicians  all  know  that  most  children  have  na- 
ture on  their  side;  however,  the  way  the  upper  respi- 
ratory infections,  including  lar)Tngitis,  laryngotrache- 
itis,  and  pharyngitis  clear  up  in  two  to  three  days 
on  sulfapyridine  medication  is  remarkable  when  in 
winters  before  this  past  one  the  infants  and  small 
children  responded  so  very  slowly  to  symptomatic 
treatment  alone.  I will  admit  these  patients  w’ere 
studied  very  poorly  as  to  the  laboratory  work  and  a 
definite  diagnosis.  Included  in  these  cases  were  com- 
plications consisting  of  otitis  media,  rhinitis,  and 
tonsillitis.  The  multiple  prescriptions  for  sjanpto- 
matic  treatment  were  prescribed  for  all.  Probably 
very  few  lives  were  saved  out  of  this  series  of  cases, 
but  the  monetary  reward  was  large,  as  many  parents 
commented  on  how  quickly  the  children  recovered 
when,  in  seasons  before,  the  illness  continued  for 
w'eeks  on  end,  and,  best  of  all,  not  a single  myringo- 
tomy w’as  performed  on  any  of  the  cases,  while  in  the 
winters  before  bulging  ear  drums  were  extremely 
common. 

Tw'o  cases  of  typhus  fever  w’ere  treated  wdth  sul- 
fapyridine with  moderate  success: 

Case  1.  White  male,  aged  thirty-nine,  acute  onset 
of  tw'o  days  duration.  Toxic,  temperature  104°  Faren- 
heit,  pulse  124,  respiration  thirty,  and  two  chills 
daily  with  drenching  sweats.  A diagnosis  of  malaria 
w^as  made,  but  no  improvement  in  three  days  on 
Atabrine  and  quinine  necessitated  a blood  serum  ag- 
glutination. Regular  dosage  of  sulfapyridine  was 
given  immediately  after  discontinuing  malaria  treat- 
ment. In  five  days  the  patient  was  afebrile  and  the 
dosage  was  reduced  to  half.  An  uneventful  recovery 
was  made. 

Case  2.  B.  R.,  white  male,  aged  twenty-eight,  acute 
onset  of  four  days  duration.  Malaise  of  two  weeks 
duration.  Very  toxic,  temperature  105°  Farenheit, 
pulse  130,  respiration  twenty-four,  two  to  three  chills 
daily  with  three  to  four  drenching  sweats.  Malaria 
diagnosed  and  treated  for  four  days.  Agglutination 
tests  positive  for  typhus  in  dilution  of  one  to  320 
complete,  and  partial  one  to  640.  Agglutination 
tests  made  one  month  later  showed  still  stronger  ag- 
glutination complete  in  one  to  640  and  partial  one  to 
1,280.  Quite  a severe  hematuria  developed  eight 
days  after  sulfapyridine  was  given,  which  cleared  up 
in  five  days  after  the  medication  was  stopped.  The 


patient  had  a stormy  course,  but  made  a complete 
recovery. 

One  case  of  undulant  fever  was  treated  with  sul- 
fapyridine : 

C.  H.,  white  male,  thirty-one  years  of  age.  Ill- 
ness of  six  weeks  duration.  Complicated  by  biliar}’ 
cirrhosis,  nephritis  and  chronic  alcoholism.  Serum, 
300  cc.  citrated  blood,  given  daily,  as  also  regular 
sulfapyridine  dosage.  The  patient  seemed  to  im- 
prove and  became  afebrile  in  five  days  after  treat- 
ment began.  Then,  two  days  following,  he  had  chill, 
hematuria,  aneuria  and  uremia  set  in  and  patient 
died  in  twenty-four  hours. 

Nine  cases  of  pyelitis  with  various  etiology  were 
treated  wdth  sulfapyridine.  Centrifuged  specimens  of 
urine  with  sediment  stained  by  Gram’s  method  were 
performed  on  each  case.  Bacillus  coli  accounted  for 
four,  four  were  Gram  positive  staphylococcus,  and 
one  a mixed  infection.  No  cultures  were  done.  Fifty 
grams  of  sulfapyridine  were  given  each  case,  fol- 
lowing regular  dosage  schedule,  with  all  cases  show- 
ing complete  clearing  in  ten  days.  No  urological 
studies  or  X-ray  examinations  were  done  on  any  of 
these  cases. 

One  case  of  subacute  bacterial  endocarditis  was 
treated  with  sulfapyridine: 

L.  W.,  a negro  female,  age  nineteen.  Onset  four 
months  ago.  Bedridden  since  onset.  Had  a positive 
Wassermann.  Was  given  100  grams  of  sulfapyridine 
following  500  grains  of  sulfanilamide.  Patient  be- 
came afebrile  in  ten  days  after  treatment  began. 
Little  laboratory  work  was  done  except  for  three 
blocxl  cultures  which  were  returned  positive  for  strep- 
tococcus viridans.  Patient  still  under  treatment  for 
luetic  infection.  Mitral  systolic  murmur  persists 
and  more  than  likely  the  improvement  is  a remission 
that  often  occurs  in  bacterial  endocarditis. 

Certainly,  the  results  with  sulfapyridine  in  the 
treatment  of  the  above  reported  cases  seems  in  most 
instances  gratifying.  However,  such  a small  hetero- 
geneous series  of  cases  without  control  cases  is  hard 
to  evaluate  properly.  But  it  does  seem  that  sulfapy- 
ridine and  its  related  compounds  w’ill  take  their 
place  in  chemotherapy.  Only  time  will  tell  if  these 
new  chemicals  will  be  able  to  maintain  their  posi- 
tion in  the  treatment  of  disease. 

The  sulfapyridine,  pneumonia  antitoxins,  and 
pertussis  antigen  used  were  all  manufactured  by 
Lederle  Laboratories,  Incorporated,  of  New  York. 
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Appendix 

Procedure  for  Sui.fapyridine  DeterminationI' 
Reagents: 

(1)  A solution  of  trichloroacetic  acid  containing  15 
gm.  dissolved  in  water  and  diluted  to  100  cc. 

(2)  A 0.1  per  cent  solution  of  sodium  nitrite. 

(3)  A solution  of  dimethyl-a-naphthylamine  containing 
1 cc.  in  250  cc.  of  95  per  cent  alcohol.  This  solution 
should  be  kept  in  a dark  colored  bottle. 

(4)  A solution  of  saponin  containing  0.5  gm.  per  liter. 

(5)  4 N hydrochloric  acid. 

(6)  AIM  phosphate  buffer  containing  sulfamate. 
Sodium  dihydrogen  phosphate  (NaH^PO^H.,©)  13.8  gm., 
ammonium  sulfamate  0.5  gm.,  water  100  cc. 

(7)  A 2 M phosphate  buffer  containing  sulfamate. 
Sodium  dihydrogen  phosphate  27.6  gm.,  ammonium  sul- 
famate 0.5  gm.,  water  100  cc. 

(8)  A stock  aqueous  solution  of  sulfanilamide  con- 
taining 200  mg.  per  liter.  Standard  solutions  of  various 
strengths  are  readily  prepared  from  this.  Three  stand- 
ards are  suggested — 1,  0.5  and  0.2  mg.  per  cent. 

Numbers  6 and  7 are  not  necessary  unless  you  desire 
to  determine  the  total  amount  of  sulfanilamide,  which 
means  both  free  and  conjugated  forms.  Numbers  1, 
2,  3,  4,  6,  and  8 are  the  ones  necessary  for  determining 
free  sulfanilamide. 

To  prepare  standard  solution  containing  trichloroacetic 
acid  solution  for  use  in  the  blood  method,  5,  2.5  and  1 
cc.  of  the  stock  solution  plus  18  cc.  of  trichloroacetic  acid 
are  diluted  to  100  cc. 

Two  cc.  of  oxalated  blood  are  measured  into  a flask  and 
diluted  with  30  cc.  of  saponin  solution.  After  complete  lak- 
ing  (2  minutes),  add  with  continuous  shaking  8 cc.  of  the 
trichloroacetic  acid  solution.  Allow  to  stand  for  5 min- 
utes. Filter.  Measure  10  cc.  of  filtrate  into  a small  flask 
or  test  tube.  Add  1 cc.  of  freshly  prepared  sodium  nitrite 
solution  and  shake.  After  standing  3 minutes,  add  1 cc. 
of  IN  solution  of  sodium  dihydrogen  phosphate  contain- 
ing 0.5  per  cent  of  ammonium  sulfamate.  After  stand- 
ing 2 minutes,  add  5 cc.  of  the  alcoholic  solution  of 
dimethyl-alpha-naphthyamine.  Allow  to  stand  for  10 
minutes,  during  which  time  the  color  develops.  Make 
colorimetric  determination.  Ten  cc.  of  diluted  standard 
treated  likewise  for  comparison. 

To  determine  the  total  sulfanilamide,  free  plus  con- 
jugated, place  10  cc.  of  blood  filtrate  in  a 15xl50-mm. 
test  tube,  graduated  at  10  cc.,  add  0.5  cc.  of  4N  hydro- 


chloric acid  and  heat  in  a boiling  water  bath  for  60 
minutes,  cool,  add  water  to  10  cc.,  and  follow  the  same 
procedure  as  in  determining  free  sulfanilamide  except 
that  in  place  of  the  1 M buffer  containing  sulfamate,  a 
2 M buffer-sulfamate  is  used.  The  difference  between 
the  values  obtained  before  and  after  hydrolysis  gives  us 
the  amount  of  conjugated  material,  calculated  as  sul- 
fanilamide. With  blood  levels  above  5 mg.  per  cent,  a 
correction  of  ten  per  cent  should  be  added  when  a 1 :20 
dilution  is  employed.  With  values  below  5 mg.  per  cent 
no  correction  is  needed. 

Calculations: 

Reading  Standard  x 0.1  x 100  x 1.25  = mg.  sulfapyridine 
Reading  unknown  .5  per  100  cc. 

The  factor  1.25  allows  for  the  lower  color  value  (0.8) 
of  sulfapyridine  per  mg.  as  compared  to  sulfanilamide 
in  the  standard. 

Sulfanilamide  is  the  more  convenient  standard  be- 
cause it  is  more  stable.  This  factor  may  vary  slightly 
with  different  preparations  of  the  drug  and  should  be 
determined  in  each  laboratory  from  the  average  of  sev- 
eral comparisons  of  sulfanilamide  and  sulfapyridine. 
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TUBERCULOSIS,  A REVIEW  AND  LOCAL  STUDY— 

A Five-Year  Study  of  Clinic  Patients  in  a City  of  34,500  Population.* 

Thomas  X.  Hunnicutt,  Jr.,  M.D.,  Associate  A.C.P., 

Newport  News,  Virginia. 


Tuberculosis,  a disease  which  has  been  recognized, 
treated,  and  studied  since  the  time  of  Hippocrates, 
in  the  4th  Century  B.  C.,  still  remains  one  of  the 
greatest  health  and  economic  problems  of  today. 
For  this  disease  is  still  the  chief  cause  of  death  in 
the  so-called  prime  of  life,  or  the  ages  between 
fifteen  and  forty-five.  Its  treatment,  in  spite  of  mod- 
ern methods,  is  a long  drawn-out  process  which 
vitally  disturbs  the  economic  status  of  not  only  the 
person  affected  but  usually  of  the  whole  family 
group.  In  fact,  it  is  because  of  this  economic  strain 
that  the  states  have  practically  taken  over  the  care 
of  patients  with  tuberculosis.  The  tuberculosis  sani- 
toria  are  some  of  our  finest  institutions,  but  there 
are  certainly  too  few  of  them. 

The  old  name — consumption — was  a descriptive 
term  of  what  had  happened  to  a patient  with  the 
disease  and  the  diagnosis  was  made  usually  too 
late  to  aid  the  person  so  affected.  It  was  Sylvius 
(F.  de  le  Boe)  who  first,  in  the  seventeenth  (17th) 
century  gave  us  the  correlation  between  tubercles 
found  in  the  lung,  and  the  disease.  This  contribu- 
tion was  followed  by  Laennec’s  invention  of  the 
stethoscope  which  was  the  first  aid  to  early  diag- 
nosis. But  it  was  not  until  Villemin  in  1865  proved 
that  the  disease  could  be  inoculated,  and  seventeen 
(17)  years  later  when  Koch  discovered  the  tubercle 
bacillus,  that  any  real  progress  was  made.  Yet, 
today,  how  many  patients  are  diagnosed  literally 
as  consumptives  because  they  have  been  just  about 
consumed  by  tuberculosis  before  they  are  diagnosed 
or  any  treatment  whatsoever  is  begun ! 

During  the  past  decade  a wealth  of  papers  on 
tuberculosis  has  been  published.  The  knowledge 
gleaned  from  these  is  well  worth  summarizing  be- 
cause these  various  studies  have  brought  to  light 
many  interesting  and  important  facts  which,  if  ap- 
plied, will  lead  to  the  eventual  eradication  of  this 
disease.  There  is  still  a difference  of  opinion  among 
the  men  who  devote  all  their  energies  to  the  treat- 

*Read  before  the  forty-fourth  annual  meeting  of  the 
Seaboard  Medical  Association  of  Virginia  and  North 
Carolina,  at  Virginia  Beach,  Va.,  December  12-14,  1939. 
This  paper  was  also  read  before  the  Warwick  County 
Medical  Society,  November,  1939. 


rnent  of  tuberculosis,  but  when  analyzed  these  differ- 
ences are  usually  not  significant  or  important. 

We  now  know  that  tuberculosis  is  caused  by  the 
tubercle  bacillus  and  not  by  bad  air,  poor  food,  in- 
adequate shelter,  or  just  being  “run  down”,  nor  is 
it  inherited.  The  bacillus  gets  into  the  body  through 
the  mouth  or  nose  and  its  first  effect  is  on  the  neu- 
trophils. These  take  up  the  bacilli  but  are  destroyed 
by  its  polysaccharide  toxin.  The  monocytes  then 
come  to  the  rescue  and  ingest  the  dead  neutrophils 
along  with  the  tubercle  bacilli  contained  in  them. 
The  bacilli  are  not  toxic  to  the  monocytes,  but  they 
cause  these  cells  to  be  converted  into  epithelial-like 
cells.  Alyers^  states  that  the  phosphatide  content  of 
the  tubercle  bacillus  is  responsible  for  this.  The 
bacilli  may  die  here,  but  many  live  and  multiply. 
The  lymphocytes  are  next  attracted  to  the  site  of 
this  early  forming  tubercle,  , and,  quoting  from 
Myers’  paper:  “The  waxes  of  the  tubercle  bacilli 
stimulate  the  proliferation  of  fibroblasts  while  their 
acetone-soluble  fats  cause  an  increase  in  all  local 
connective  tissue  cells.  This  results  in  the  laying 
down  of  fibrous  tissue  around  the  periphery’  of  the 
tubercle.” 

The  tubercle  thus  formed  may  be  located  in  any 
portion  of  the  lungs,  but  it  is  usually  in  the  mid  or 
upper  sections  of  the  lungs.  IMiller^  states  in  his 
outstanding  monograph  that  tubercles  are  found 
most  often  in  the  regions  of  the  final  divisions  of 
the  bronchial  tree.  It  is  in  this  region  that  the 
bronchial  artery  terminates  as  a nutrient  vessel 
and  the  pulmonary  artery  takes  over.  This  is  re- 
garded as  significant  and  probably  due  to  a retarda- 
tion of  the  circulatory  force  at  this  point.  The 
value  of  this  observation  has  not  been  proven  as 
yet,  but  it  may  throw  further  light  on  the  final  clue 
to  many  unanswered  questions  concerning  resistance 
to  tuberculosis. 

From  the  above  it  is  seen  that  the  first  victory 
over  tuberculosis  is  won  fairly  easily  by  the  body, 
for  during  this  period  there  is  no  appreciable  dam- 
age to  the  well-being  of  the  individual.  However, 
many  bacilli  remain  alive  in  the  tubercle  and  it  is 
stated  by  Sweany^  that  tliese  fibrous  cajjsules  and 
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even  those  with  lime  salts  in  them  may  break  down 
at  any  time,  setting  free  viable  tubercle  bacilli. 

Up  to  now  it  is  not  possible  to  diagnose  the  dis- 
ease as  such  and  individuals  harboring  these  first 
tubercles  are  unaware  of  any  symptoms,  for  there 
are  none;  neither  are  signs  appreciable.  However, 
the  protein  of  the  killed  bacilli  causes  a sensitiza- 
tion of  the  body  tissues  in  about  six  (6)  weeks. 
It  is  this  sensitization  to  the  tuberculoprotein  which 
gives  us  the  first  diagnostic  test,  the  tuberculin  test. 
This  important  discovery  by  Von  Pirquet  fell  into 
relative  disrepute  because  “too  many  reactors  were 
found.”  Little  significance  was  placed  on  the  fact 
that  children  over  twelve  years  of  age  were  positive 
because  it  was  held  that  most  of  the  population  be- 
came infected  (sensitive  to  tuberculoprotein)  at  this 
age  or  certainly  before  reaching  maturity.  Now, 
however,  this  criticism  cannot  be  made,  for  many 
studies  give  incidences  as  low  as  10  per  cent;^  and, 
frequently  less  than  30  per  cent  positive  reactors 
nre  found  in  large  series  of  high  school  students. 
“In  the  State  of  IMinnesota  actual  observation  has 
shown  that  in  only  approximately  one  per  cent 
(1%)  of  children  and  young  adults  do  tuberculins 
become  positive  each  year.”  There  are  still  centers 
of  population,  as  in  New  York,  Philadelphia,  and 
Baltimore  as  well  as  on  the  lower  peninsula,  where 
the  incidence  of  positive  tuberculins  remains  very 
high,  too  high. 

It  is  now  known  that  the  tuberculin  test  will 
screen  out  all  unsuspected  cases  of  tuberculosis  and 
will  after  a latent  period  of  at  most  seven  (7) 
weeks®  pick  up  practically  all  persons  who  have 
become  infected  with  tubercle  bacilli.  This  is  very 
important  for  the  pathology  and  invasion  of  the 
bacillus  is  entirely  different  when  once  the  tissues 
become  sensitized  to  tuberculoprotein.  Before  this 
sensitization  takes  place,  as  pointed  out  above,  in- 
fection never  results  in  illness  or  clinical  tuberculosis 
because  the  body  .takes  care  of  it,  but  in  the  effort 
something  is  lost  and  that  probably  is  the  cause  of 
the  destructive  lesions  in  reinfection  or  adult  tuber- 
culosis, namely,  sensitivity.  The  first  infection  or 
primary  tuberculosis  never  requires  treatment  and 
apparently  always  heals.  An  illustration  often  used 
in  talking  to  lay  audiences  is  that  of  two  pieces  of 
cloth,  one  dampened  with  water,  the  other  with  oil, 
and  comparing  the  result  of  dropping  a lighted 
match  on  each.  The  first  may  be  scorched  where 
the  match  lands,  but  it  will  not  burn  (compared 


to  fibrotic  tubercles  in  the  lung  parenchyma,  calcified 
nodes,  enlarged  hilum  glands,  and  the  tracheo- 
bronchial adenopathy  of  primary  tuberculosis).  The 
second,  however,  stands  a good  chance  of  being 
burned  and  destroyed  (compared  to  reinfection  or 
adult  tuberculosis  with  infiltration,  frequently  out 
of  proportion  to  invasion,  tissue  destruction,  casea- 
tion, and  cavitation). 

In  summarizing  a conception  of  pulmonary  tuber- 
culosis infection,  it  is  important  to  define  the  types 
now  recognized.  The  term  childhood  tuberculosis 
has  been  discarded  and  replaced  by  the  term  pri- 
mary tuberculosis.  By  this  term  one  means  all  of 
the  morbid  processes  following  the  first  invasion  of 
the  tubercle  bacilli  up  to,  and  including,  the  de- 
velopment of  sensitivity  to  tuberculoprotein  and  the 
healing  of  the  first  lesions.  Soper®  and  others  have 
pointed  out  that  primary  tuberculosis  also  occurs 
frequently  in  adults  and  that  the  reaction  and  course 
is  the  same  as  in  children. 

Clinical  tuberculosis  or  adult  tuberculosis  is 
classified  as  reinfection  tuberculosis  because  the  dis- 
ease we  commonly  speak  of  as  pulmonary  tuberculo- 
sis is  always  due  to  reinfection.  This  may  be  ac- 
complished in  one  of  two  ways — exogenous  (bacilli 
inhaled  from  the  outside)  or  endogenous  (by  a 
breaking  down  of  the  primary  lesions  and  the  free- 
ing of  viable  bacilli). 

Once  established,  reinfection  tuberculosis  usually 
occurs  as  a small  infiltration  at  or  near  the  apex 
of  the  lungs.  The  symptoms  are  those  of  a mild 
cold,  plus  anorexia,  loss  of  weight,  and  fatigue. 
Signs  may  be  absent  but  usually  a few  rales  can 
be  heard  in  a very  restricted  area,  after  an  expira- 
tory cough.  There  is  no  sputum  until  the  lesion 
ulcerates.  The  X-ray  findings  are  missed  unless 
the  films  are  light  and  sharp;  usually  only  a small 
softly-mottled  area  one  to  two  centimeters  in  diam- 
eter is  found.  This  type  of  case  is  classified  as 
minimal  tuberculosis  and  the  lesion  at  this  point 
may  absorb,  fibrosis  encircle  it,  and  complete  heal- 
ing take  place.  On  the  other  hand,  the  lesion  may 
progress  slowly  or  rapidly  with  caseation,  liquefac- 
tion and  excavation. 

It  is  very  important  to  ascertain  in  these  minimal 
lesions  whether  they  are  fibroid  and  productive 
(healing)  or  if  they  are  inflammatory  and  exudative 
(progressing).  This  often  requires  serial  films. 
The  progressive  lesions  soon  cause  to  develop  more 
profound  symptoms  and  an  increase  in  bronchial 
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discharges  (indicative  of  necrosis  and  ulceration 
into  a bronchus  and  the  beginning  of  cavity  forma- 
tion). Hemoptysis  and  the  findings  of  bacilli  in 
the  sputum  are  always  indicative  of  cavities.  The 
absence  of  these  symptoms,  though,  does  not  rule 
out  cavities.  Of  course,  the  finding  of  cavities  by 
films  is  of  unquestionable  value  and  when  they  are 
found  no  larger  than  4 cm.  in  diameter  in  only 
one  lobe,  the  case  is  classified  as  moderately  ad- 
vanced. With  the  further  progression  of  the  dis- 
ease and  the  spread  to  other  areas  of  the  lung  the 
cases  are  classified  as  far  advanced. 

■•\s  can  be  seen  from  the  above,  “excavation  is 
the  beginning  of  progressive  pulmonary  tuberculo- 
sis and  the  prevention  or  closure  of  the  cavity  is  the 
most  important  single  feature  of  clinical  recovery. 
Otherwise,  contamination  of  other  parts  of  the 
lung  eventually  is  inevitable.”" 

The  usual  course  of  tuberculosis  is  that  of  pro- 
gression caused  by  the  breaking  down  of  the  walls 
of  tubercles  and  contamination  of  adjacent  fresh 
areas  in  the  lung;  this  is  called  bronchogenic  spread. 
Occasionally  there  will  occur  a hematogenous 
spread  which  usually  results  in  a rapidly  fatal 
miliary  tuberculosis  or  the  involvement  of  other 
organs.  This  type  of  disease  is  not  common;  ap- 
parently it  is  due  to  one  of  two  factors:  (1)  that 
of  a total  lack  of  resistance,  and  (2)  that  of  the 
unfortunate  circumstance  when  a large  number  of 
'ubercle  bacilli  are  evacuated  directly  into  a large 
blood  vessel  by  the  ulceration  of  a tubercle. 

The  complete  story  of  healing  or  resistance  in 
tuberculosis  is  not  known,  but  it  is  a fact  that  pro- 
gression takes  place  most  often  in  young  adults, 
adolescent  girls,  at  the  termination  of  a pregnancy, 
and  under  poor  environmental  conditions.  The  ob- 
servation that  negroes  are  more  susceptible  to  tuber- 
culosis is  not  borne  out  by  studies  when  whites  and 
blacks  are  compared  under  the  same  living  and 
economic  conditions.  Also,  many  have  questioned 
the  premise  of  constitutional  predisposition;  they 
state  with  rationale  that  the  general  debility  seen 
frequently  before  the  “breakdown”  might  be  due 
to  the  early  influence  of  tuberculotoxins.  It  is  well 
known  that  certain  people  under  unfavorable  con- 
ditions do  not  necessarily  have  more  tuberculosis 
than  others,  namely,  the  Jews  in  Europe;  in  fact, 
they  have  a great  deal  less.® 

From  the  foregoing  review  it  can  be  seen  that 
the  present-day  conception  of  tuberculosis  is  ver}'^ 


clear.  Of  course,  there  are  still  unanswered  ques- 
tions which  make  the  story  as  yet  incomplete,  but 
with  this  picture  as  a background,  it  was  decided 
to  analyze  the  findings  in  a recent  period  at  the  local 
tuberculosis  clinic. 

During  the  past  five  (5)  years  it  has  been 
my  privilege  to  be  associated  with  the  Newport 
News  Tuberculosis  Association  as  their  clinician. 
This  organization  is  unique  in  the  fact  that  it 
w'as  and  still  is  fostered  by  several  local  public- 
spirited  women  and  not  by  the  State.  They  de- 
pend on  their  income  from  the  sale  of  seals  and 
occasional  gifts.  This  is  not  a part-pay  clinic,  for 
no  funds  are  solicited  or  accepted  from  patients. 
In  the  period  from  1934  to  1939,  4,382  examina- 
tions w'ere  made,  which  included  physicals  restricted 
to  the  chest,  tuberculins,  fluoroscopies,  and  pneumo- 
thorax refills.  Most  of  the  patients  seen  in  the 
regular  monthly  clinics  were  recruited  among  known 
contacts  by  the  visiting  nurses.  Health  Department, 
and  city  physician.  Local  physicians  referred  the 
next  largest  group,  and  others  came  in  either  as  a 
result  of  early  diagnosis  campaigns  in  the  schools 
and  civic  clubs  or  on  the  recommendation  of  old 
patients.  E.xcept  for  indigents,  only  patients  re- 
ferred by  physicians  were  accepted  and  a report  was 
always  sent  to  the  family  or  referring  doctor.  There- 
fore, the  majority  of  the  patients  had  a poor  eco- 
nomic status  with  its  attendant  inadequate  and 
low  standard  living  conditions. 

In  1934  it  was  decided  to  do  more  tuberculin  test- 
ing in  order  to  have  under  observation  those  persons 
most  likely  to  develop  the  disease,  and  in  this  way 
these  cases  might  be  diagnosed  earlier  and  treat- 
ment started  before  they  were  far  advanced.  Also, 
the  question  of  tracking  down  open  cases  could  be 
solved  in  part  by  finding  unsuspected  reactors  among 
unknown  contacts. 

It  has  been  demonstrated  that  tuberculin  testing 
is  the  most  efficient  method  as  well  as  the  least 
costly  for  detecting  tuberculosis  in  large  groups.® 
Concerning  X-ray  surveys,  it  has  been  shown  that 
“they  are  expensive,  may  confuse  non-specific  infec- 
tions, and  certainly  in  children  the  disease  is  so 
rare  in  communicable  form  as  to  make  them  un- 
justified. The  money  spent  in  these  surveys  was 
necessary,  but  with  the  above  fact  determined,  it 
now  seems  a waste  of  funds.” 

The  purifieo  protein  derivative^®  has  been  used 
rather  than  old  tuberculin,  because  in  several 
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comparative  studies  P.P.D.  was  found  to  pick  up 
more  reactors,  give  more  uniform  results,  and  pro- 
duce fewer  four  plus  reactions  (vesiculation  and 
necrosis)  than  the  old  tuberculin.  This  test  is 
made  in  tablets  of  two  (2)  strengths,  the  first  be- 
ing 0.0002  mgs.,  and  the  second  0.05  mgs.  These 
two  strengths,  when  diluted,  compare  respectively 
with  the  0.1  mg.  and  1.  mg.  strengths  of  old  tuber- 
culin. 

Tlie  majority  of  tho  tests  were  done  on  contacts 
of  the  clinic  patients  and  every  effort  was  made 
to  test  all  known  contacts  of  open  cases,  especially 
those  under  twelve  years  of  age. 


older  cases  came  from  a more  select  group  (the 
high  schools).  In  the  entire  group  41  per  cent 
were  positive,  which  is  much  higher  than  one  would 
expect  in  a community  of  less  than  35,000. 

Table  No.  2 shows  white  high  school  seniors; 
\ou  will  note  again  the  expected  larger  percentage 
of  positives  in  the  contact  group.  However,  when 
the  group  is  considered  as  a whole,  you  will  note 
38  per  cent  of  this  fairly  large  series  of  496  persons 
are  positive  reactors,  which  is  considerably  higher 
than  is  reported  in  other  sections  of  the  country 
and  which  demonstrates  a condition  here  that  is 
extremely  bad,  because  it  is  from  this  group  of  re- 


Table  1 

ALL  TUBERCULINS  1934  TO  1939 

Total  tested 9S4 

Tests  read 897 


6 months  to  15  years 

15  years 

to  22  years 

—306— 

—591— 

Pos.  44%  Neg.  56% 

Pos.  40% 

Neg.  60% 

Contacts 

No  Known  Contacts 

Contacts 

No  Known  Contacts 

173 

133 

111 

480 

56% 

44% 

19% 

81% 

Pos.  Neg. 

Pos.  Neg. 

Pos.  Neg. 

Pos. 

Neg. 

no  63 

24  109 

69  42 

170 

310 

63%  37% 

18%  82% 

62%  38% 

35% 

65% 

Total  Pos.  41% — Total  Neg.  59% 


Table  No.  1 shows  the  results  of  954  tuberculins 
done  in  the  past  five  years.  Actually  only  897  were 
read  due  to  the  fact  that  some  did  not  return  in 
forty-eight  hours.  You  will  note  that  in  the  con- 
tacts the  percentage  of  positive  reactors  is  about  the 
same,  both  in  the  younger  as  well  as  the  older  group. 

Table  2 

TUBERCULINS— WHITE  HIGH  SCHOOL 
1938-1939 
Total  Tests — 496 
Ages  14-22 

Contacts  No  Known  Contacts 


99  397 

20%  80% 


Pos. 

Neg. 

Pos. 

Neg. 

48 

51 

141 

256 

49% 

51% 

Pos. 

Neg. 

36% 

64% 

38% 

62% 

In  the  no-known-contact  groups,  age  increased  the 
percentage  of  reactors,  because  they  mix  in  with  the 
general  public  more  and  there  is  greater  opportunity 
for  contamination.  Disregarding  contact,  you  will 
note  that  there  was  a larger  percentage  of  positives 
in  the  younger  group.  These  came,  for  the  most 
part,  from  the  lower  economic  sections,  whereas  the 


actors  that  you  may  expect  to  find  the  active  cases 
of  tuberculosis  during  the  next  decade.  This,  too, 
can  be  considered  a select  group. 

• Table  3 

TUBERCULINS— COLORED  HIGH  SCHOOL 
1937 

Total  Tests — 44 
15  years  to  21  years 


Contacts 

No  Known  Contacts 

3 

41 

7% 

93% 

Pos. 

Neg. 

Pos. 

Neg. 

3 

0 

16 

25 

100% 

0% 

397o 

61% 

Pos.  Neg. 

43%  57% 

Table  No.  3 shows  a total  of  forty-four  tuberculin 
tests  done  on  the  seniors  of  the  colored  high  school: 
their  percentage  of  reactors  is  higher  than  the  white 
high  school,  but  the  proportion  is  not  much  larger 
when  one  considers  the  fact  that  our  colored  people 
have  three  times  as  much  tuberculosis. 

Table  No.  4 shows  the  result  of  ninety-two  (92) 
tuberculins  done  in  a colored  trade  school;  this 
survey  was  advised  because  of  the  finding  of  an 
active  case  in  the  school.  Strangely,  their  percent- 
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Table  + 

TUBERCULINS— COLORED  DEAF  AND 
BLIND  SCHOOL 
1939 

Total  Tests — 100  (92  read) 

6 years  to  24  years 

TESTS  DONE  BECAUSE  ONE  ACTIVE,  OPEN  CASE 
FOUND  AND  THE  NATURE  OF  SCHOOL 
MAKES  CONTACT  PROBABLE. 

All  Considered  Contacts 
92  (100%) 

Positive  Negative 

30  62 

33%  67% 

age  of  reactors  was  lower  than  either  the  white  or 
colored  high  schools.  This  can  be  explained  prob- 
ably by  the  fact  that  most  of  their  students  came 
from  country  districts  where  there  had  been  little 
chance  for  them  to  have  come  in  contact  with  tuber- 
culosis previously;  also,  their  average  age  was  less 
than  that  in  the  high  school  group. 

The  tuberculosis  death  rate  in  the  community  is 
unusually  high,  due  in  part  to  the  large  proportion 
of  negroes  living  under  poor  hygienic  and  economic 
conditions.  They  comprise  44  per  cent  of  the  popu- 
lation. The  yearly  combined  death  rate  here  as 
compared  with  the  rest  of  the  State  and  the  country 
as  a whole  is  showm  in  Table  No.  5. 


Table  5 

NEWPORT  NEWS  DEATH  RATES  PER  100,000 
COMPARED  WITH  VIRGINIA— U.S.A. 


Newport  News 

Virginia 

United  States 

1934 

105.0 

79.6 

53.3 

1935 

138.0 

74.0 

51.7 

1936 

123.0 

78.0 

55.0 

1937 

98.0 

72.5 

53.6 

1938 

108.0 

73.2 

49.0 

Roughly,  our  death  rate  is  twice  that  of  the  na- 
tional rate  and  one-half  again  greater  than  that  of 
the  State  of  Virginia. 


Table  No.  6 presents  the  death  rates  in  Newport 
News  by  races;  this  shows  that  the  colored  have 
about  three  times  the  rate  as  the  whites.  The  white 
death  rate  here  is  still  higher,  however,  than  that 
of  the  rest  of  the  country,  but  it  demonstrates  def- 
initely why  our  total  rate  is  so  high. 

The  lower  figures  show  the  number  of  deaths  by 
races  and  sex.  There  seems  to  be  no  adequate  ex- 
planation for  the  sequence.  Also,  bearing  out  the 
observation  of  others  that  children  under  fifteen 
years  of  age  rarely  die  of  tuberculosis,  there  were 
only  eight  deaths  (4  per  cent)  in  this  five-year 
study.  It  has  been  stated  that  childhood  (five  to 
fifteen  years)  is  the  “island  of  safety”  where  pul- 
monary tuberculosis  is  concerned. 

Graph  A 

DEATHS  FROM  FIVE  MAJOR  CAUSES  IN 
VIRGINIA  IN  1938 

BETWEEN  THE  AGES  OF  15  AND  45 


Graph  A shows  the  number  of  deaths  between  the 
ages  of  fifteen  and  forty-five  from  five  (5)  major 
causes  in  Virginia  during  1938.  You  will  note  that 
tuberculosis  killed  more  than  pneumonia  and  heart 
disease  combined.  This  was  taken  from  the  Vir- 
ginia State  Board  of  Health  Bulletin,  1939. 


Table  6 

NEWPORT  NEWS  DEATHS  FROM  TUBERCULOSIS  BY  RACE  AND  SEX 

Colored  White 


Year 

Total 

Per  100,000 

Total 

Per 

100,000 

1934 

26 

156 

9 

54 

1935 

34 

204 

12 

72 

1936 

33 

198 

8 

48 

1937  _ - 

25 

150 

9 

54 

1938 

27 

162 

9 

54 

1934 

1935 

1936 

1937 

1938 

Total 

Colored  Female 

- 13 

21 

18 

14 

23 

89 

Colored  Male 

13 

13 

15 

11 

4 

56 

White  Male 

4 

10 

4 

7 

6 

31 

Femalp 

5 

2 

4 

2 

3 

16 



— 

— 

— 

TOTAL 

35 

46 

41 

34 

36 

192 

Number  of  Death 

s under  15  years — 8 (4%) 

1940] 


Virginia  Medical  Monthly 


505 


On  a scale  map  of  the  city  have  been  located 
by  dots  the  residences  of  as  many  persons  as 
could  be  found  who  died  of  tuberculosis  during  this 
five  (5)  year  study.  A total  of  173  were  plotted 
out  of  a possible  192.  You  will  note  that  the  dots 
tend  to  group  together  in  two  (2)  areas.  It  is  from 
these  places  that  most  of  our  cases  come,  for  the 
adage  that  “Tuberculosis  Breeds  Tuberculosis”  is 
certainly  brought  out  in  this  map.  Local  slum  clear- 
ance commissions  should  be  interested  in  this  type 
of  chart,  for  it  is  in  these  areas  that  their  work  is 
paramount. 


allergic  field  It  is  known  that  when  anergy,  or  ab- 
sence of  the  allergic  reaction,  is  manifested,  the  pa- 
tient has  relative  resistance  or  is  at  the  other  ex- 
treme, practically  moribund.  Also,  it  has  been  noted 
that  a mild  or  moderate  allergic  reaction  may  be 
present  in  persons  with  a high  resistance;  while 
those  with  hyper-allergic  reactions  show  no  resist- 
ance; in  fact,  these  hyper-allergic  persons  frequent- 
ly have  the  fastest  progression  shown  by  large  in- 
filtrated areas  in  the  lungs,  seemingly  out  of  propor- 
tion to  infection.  The  importance  of  lowering  this 
hyper-allergic  state  or  even  to  the  production  of 


The  treatment  of  tuberculosis  remains  essentially 
the  same  as  promulgated  by  Trudeau  and  others 
more  than  fifty  (50)  years  ago,  namely,  rest.  There 
is  no  chemical  pharmacological  preparation,  serum 
or  vaccine  of  any  proven  value  in  the  cure  of  this 
disease.  Many  have  been  suggested  and  tried  but 
none  stood  the  test  and  each  in  turn  was  discarded. 
Recently  that  seemingly  miracle  drug,  sulfanilamide, 
has  been  reported  on.  Further  studies  may  condemn 
its  use;  it  is  too  new  for  judgment  at  this  time. 
By  far  the  most  promising  field  is  in  immunolog)'. 
You  have  all  seen  films  of  patients  who  had  exten- 
sive pathology,  but  they  got  well,  wdiereas  others 
with  just  as  much  or  even  less  involvement  went 
steadily  down  hill.  It  is  generally  accepted,  though, 
that  humans  have  no  true  immunity  to  tuberculosis, 
for  sufficient  infection  will  always  cause  the  disease. 
But  it  is  also  known  that  some  have  more  resistance 
to  the  disease  and  its  progression,*  and  many  believe 
that  the  secret  of  this  increased  resistance  is  in  the 


anergy  suggests  itself  as  reasonable  and  practical, 
but  how  can  this  be  done? 

In  the  handling  of  the  clinic  patients  all  efforts 
are  made  to  get  the  active  cases  into  a sanatorium, 
for,  no  matter  how  persuasively  or  clearly  instruc- 
tions for  his  care  are  given,  the  tuberculous  patient 
learns  more  in  a few  weeks  under  regimentation  in 
an  institution.  This  education  is  considered  funda- 
mental, for,  “once  a tuberculous  patient  always 
one”.  If  it  is  impossible  to  get  them  away,  the 
visiting  nurses  carry  on  this  education.  Another 
reason  for  hospitalization  is  that,  now  with  modem 
methods  — pneumothorax,  phrenicotomies,  pneumo- 
lysis, and  thoracoplasties — this  is  necessary.  Once 
established,  pneumothorax  refills  are  carried  out 
easily  when  the  patient  returns  home.  Another 
reason  for  early  sanatorium  care  is  the  prevention 
of  those  people  with  positive  sputa  spreading  the 
disease  far  and  wide.  After  the  patient  returns 
from  the  sanatorium,  follow-up  work  is  done  by  the 
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Lissociation  nurses  and  they  are  examined  at  regular 
intervals  in  the  monthly  diagnostic  clinics.  Pneu- 
mothorax refills  are  carried  out  at  similar  weekly 
clinics.  In  spite  of  all  this,  the  death  rate  has  been 
lowered  but  little,  and  this  shows  that  the  need, 
while  being  met  in  part,  is  still  a problem  with  us. 

In  closing,  I would  like  again  to  refer  to  the 
map,  the  original  this  time.  On  it  you  will  note, 
besides  the  173  circles,  372  triangles;  these  locate 
the  residence  of  children  with  positive  tuberculins. 
Tou  will  observe  that  while  the  dots  tend  to  coalesce 
in  two  main  areas,  these  triangles  are  scattered  with- 
out respect  to  any  region.  These  triangles  do  not 
show  well  on  the  photograph  of  the  city  map,  but  I 
can  assure  you  that  they  are  scattered  about  fairly 
evenly  in  contra-distinction  to  the  circles  representing 
deaths.  Some  of  these  positive  reactors  will  certainly 
develop  reinfection  or  clinically  active  tuberculosis, 
and  they  should  be  followed  consistently  in  order  to 
assure  them  early  diagnosis  and  a chance  to  get  well. 

The  purpose  of  this  survey  was  not  only  to  show 
that  the  lower  peninsula  has  a great  deal  of  tuber- 
culosis, but  that  the  problem  while  in  part  being 
met  is  still  of  prime  importance,  for  tuberculosis 
still  remains  the  greatest  cause  of  death  in  people 
between  the  ages  of  fifteen  and  forty-five. 

Note:  The  author  desires  to  acknowledge  the  assistance 
of  Dr.  G.  Colbert  Tyler,  City  Health  Officer,  in  locating 
the  residences  of  the  tuberculous  deaths. 
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Medical  Arts  Building. 

Discussion 

Dr.  C.  Lydon  Harrell,  Norfolk:  Dr.  Hunnicutt  has 
given  us  a very  interesting  and  valuable  paper.  His 
discussion  of  the  literature  on  the  etiology  of  tuberculo- 
sis is  fairly  complete.  The  primary  infection  occurs  in 
childhood,  while  the  secondary  or  reinfection  occurs  in 
adult  life.  There  are  two  schools  of  thought  on  this  sub- 
ject. On  the  first,  or  primary  infection,  all  practically 
agree.  As  to  the  second,  there  is  some  diversity  of 
opinion.  There  are  many  who  believe  that  all  tubercu- 
losis in  the  adult  is  a direct  result  of  a previously  healed 
tuberculous  lesion,  or  tubercle,  breaking  down  and  dis- 
charging living  tubercle  bacilli  in  the  lymph  or  blood 
stream,  thus  causing  a reinfection,  or  endogenous  infec- 
tion. 

There  are  a few  who  teach  that  adult  tuberculosis  is 
exogenous  in  origin.  They  practically  disregard  the  pri- 
mary or  childhood  infection,  but  say  it  is  a new  infection 
as  a result  of  coming  in  contact  with  some  one  that  has 
the  disease. 

I list  myself  among  the  first  school  of  thought,  not 
from  any  scientific  work  I have  conducted,  but  from 
clinical  observation.  Those  who  break  down  with  clini- 
cal tuberculosis  do  so  as  a result  of  a reinfection  within 
their  own  body,  as  a result  of  the  rupture  of  an  old 
tubercle  that  has  been  dormant  for  years.  I am  mindful 
of  the  fact  that  exogenous  infection  can  and  does  occa- 
sionally take  place.  Take,  for  instance,  a young  girl  in 
the  rural  district  that  has  never  been  in  intimate  contact 
with  a tuberculous  case.  Put  her  in  a hospital  nursing; 
she  gets  an  overwhelming  infection  and  breaks  down 
with  a clinical  case  of  adult  tuberculosis.  This  is  not  only 
an  exogenous,  but  may  also  be  a primary  infection. 
Such  cases  are  rare. 

The  whole  story  of  the  etiology  of  tuberculosis  has  yet 
to  be  told.  Why  is  it  that  when  young  children  become 
infected,  many  of  them  die  of  tuberculous  meningitis? 
Yet  a tuberculous  fatality  between  five  and  fifteen  is  rare. 
We  used  to  see  a good  deal  of  tuberculous  adenitis  and 
tuberculosis  of  the  bones  between  five  and  fifteen  years 
of  age;  with  the  pasteurization  of  milk  and  tuberculin 
testing  of  cows  these  have  almost  become  extinct.  At  the 
same  time,  from  this  group  comes  the  largest  percentage 
of  tuberculin  reactors.  Why  is  it  in  a family  of  three  to 
four  children,  reared  under  similar  conditions,  one  will 
develop  active  clinical  tuberculosis,  while  the  others  re- 
main in  good  health?  This  often  happens.  Why  is  it 
that  you  seldom  see  both  husband  and  wife  break  down 
with  clinical  tuberculosis?  Often  they  have  lived  to- 
gether for  months,  yes,  and  years,  before  the  discovery. 
1 cannot  recall  a dozen  instances  in  my  twenty-eight  years 
of  experience  where  both  husband  and  wife  developed 
tuberculosis  after  they  were  married,  unless  they  had  the 
disease  before.  These  and  many  other  questions  remain 
to  be  answered,  but  we  must  continue  to  teach  the  con- 
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tagiousness  of  the  disease  until  the  correct  answer  is 
found. 

I believe  that  a certain  degree  of  immunity  is  estab- 
lished by  primary  infection.  As  this  immunity  spends 
itself,  environment  and  unwholesome  living  play  an 
active  part  in  developing  the  disease  once  the  seed  has 
been  planted. 

Dr.  Hunnicutf’s  studies  on  tuberculin  testing  of  children 
are  very  interesting  and  informative.  My  experience 
with  P.  P.  D.,  and  that  is  limited  to  a few  cases,  indicates 
it  is  very  sensitive.  I still  use  old  tuberculin,  giving 
three  doses.  I often  use  the  Volmer  patch  test  in  small 
children. 

In  addition  to  tuberculin  testing,  the  writer  would  like 
to  see  a survey  made  of  the  slum  districts  of  our  cities. 
I feel  that  in  these  districts  you  will  find  your  greatest 
number  of  tuberculous  cases.  I believe  that  environment 
and  unwholesome  living  play  a vital  part  in  the  actual 
development  of  tuberculosis. 

I prefer  the  term  “no  known  contact”  to  “non-contacts.” 
They  must  get  this  infection  from  some  source.  In  slide 
number  2 his  percentage  of  positive  reactors  to  non- 
contacts was  almost  as  high  as  his  contacts,  36  per  cent 


against  49  per  cent.  In  slide  number  3 he  reports  100 
per  cent  positive  reactors  in  known  contacts  among 
colored  children  fifteen  to  twenty-one  years  of  age.  I do 
not  recall  reading  any  previous  reports  above  80  to  85 
per  cent. 

In  April,  of  this  year,  Dr.  W.  L.  Harris  gave  the  tu- 
berculin test  to  1,019  colored  high  school  children.  In 
the  City  of  Norfolk  he  used  the  Volmer  patch  test.  308, 
or  30.2  per  cent,  were  found  positive.  The  positive  re- 
actors were  also  X-rayed.  Seven  cases  were  found  to 
have  active  clinical  tuberculosis  and  eighteen  were  sus- 
picious. 

All  of  this  is  valuable  information.  But  the  greatest 
good  can  be  obtained  by  re-examining  these  children. 
Many  of  the  non-reactors,  are  going  to  become  positive; 
some  of  the  positive  reactors  will  become  negative.  A 
small  percentage  will  develop  active  clinical  tuberculosis. 
The  most  important  question  for  us  to  determine  is  the 
difference  between  tuberculous  infection  and  tuberculous 
disease.  The  only  way  this  can  be  done  is  by  frequent 
examination  and  X-raying  the  suspicious  cases.  Tuber- 
culin testing  will  not  diagnose  nor  determine  clinical 
activity. 


EOSINOPHILIA. 

A Report  of  an  Atypical  Case. 


Ramon  D.  Garcin,  Jr.,  M.D.,* 

Richmond,  Virginia. 


The  number  of  eosinophiles  to  be  found  in  any 
normal  blood  stream  varies  from  2 per  cent  to  5 per 
cent.  When  as  high  as  8 per  cent  or  10  per  cent  is 
noted,  an  explanation  should  be  sought.  This  in- 
crease in  the  percentage  of  eosinophiles  results  in  a 
condition  known  as  eosinophilia  which,  when  present 
to  a marked  degree,  is  suggestive  of  trichinosis,  and 
anchylostomiasia  or  amoeba  colis.  This  condition 
occurs  also  in  varying  degrees  in  bronchial  asthma, 
emphysema,  and  phthisis  with  cavities;  and  diseases 
of  the  bones,  such  as  sarcoma  and  myelogenic  leu- 
caemia; in  some  diseases  of  the  nervous  system,  such 
as  neurasthenia,  hysteria,  and  certain  psychoses; 
chlorosis;  diseases  of  the  skin,  such  as  eczema  and 
pemphigus;  and  in  lithaemic  or  uric  acid  diathesis; 
during  convalescence;  and  in  the  acute  febrile  infec- 
tions, except  measles  and  scarlatina,  and  many  other 
causes  too  numerous  to  mention  here,  but  with 
which  the  profession  is  familiar.  The  presence 
of  this  condition  is  determined  by  differential  blood 
count  establishing  the  proportion  of  eosinophiles  to 

*Formerly  associate  attending  physician  Kings  County 
Hospital,  Brooklyn,  N.  Y. 


the  total  leucocyte  count.  Attempts  have  been  made 
to  create  a disease  group  in  relation  to  which  an 
eosinophilia  should  be  considered  as  pathognomonic, 
but  this  effort  of  foreign  observers  has  not  met  suc- 
cessfully the  test  of  clinical  experience. 

The  report  which  follows  varies  markedly  from 
any  noted  in  the  literature  to  date,  and  for  this  reason 
it  has  been  deemed  advisable  to  record  this  case. 

P.  R.,  aged  thirty-one,  by  occupation  a chauf- 
feur, was  admitted  to  the  male  medical  service  of 
Kings  County  Hospital  on  October  14,  1929,  com- 
plaining of  diarrhea  and  general  weakness.  Three 
months  prior  to  his  admission  the  patient  had  eaten 
fresh  pork  late  in  the  evening.  He  experienced  no 
difficulty  that  night  but  about  the  middle  of  the  fol- 
lowing day  diarrhea  began;  his  eyes  became  puffy 
and  by  evening  his  w'hole  face  was  swollen,  the  diar- 
rhea persisting.  He  sent  for  his  family  physician 
who  made  a diagnosis  of  “ptomaine  poisoning”. 
Within  forty-eight  hours  his  face  had  resumed  its 
normal  contour,  but  the  diarrhea  persisted  (ten  to 
fifteen  stools  in  a twenty-four-hour  period)  until  ad- 
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mission.  The  patient’s  appetite  remained  good  and 
he  said  he  felt  fine  except  for  general  weakness,  but 
during  this  period  he  had  lost  thirty-five  pounds  in 
weight. 

His  past  history  gave  no  serious  illnesses  or  op- 
erations of  any  nature.  However,  four  years  prior 
to  admission  he  had  had  a similar  attack  of  diar- 
rhea, though  milder,  at  which  time  a diagnosis  of 
tapeworm  was  made.  He  was  treated  for  this,  and 
in  three  days’  time  claims  to  have  passed  the  worm. 
He  had  no  further  trouble  along  this  line  until  ad- 
mission. He  had  never  had  any  muscular  pains  or 
genito-urinary  or  gastro-intestinal  simptoms.  His 
hal)jts  were  always  regular. 

Family  history:  He  was  the  third  child  of  four 
sons  and  three  daughters.  His  mother  and  father 
and  all  his  brothers  and  sisters  were  living  and  well. 
He  was  married  and  had  one  child,  a daughter,  who 
was  also  living  and  well. 

Physical  examination  : The  patient  was  a well- 
developed  white  male,  thirty  years  of  age.  He  talked 
with  a huskiness  of  voice;  his  tongue  protruded  in 
a mid-line  with  a slight  fibrillary  tremor;  his 
pharnyx  was  slightly  congested  with  evidence  of 
post-nasal  drip.  There  was  no  adenopathy  noted. 
His  reflexes  were  present,  active,  and  equal,  and  the 
remainder  of  his  physical  examination  was  entirely 
negative.  His  admission  temperature  was  100°  F., 
his  pulse  84  and  respiration  22. 

Due  to  the  patient’s  run  down  condition,  he  was 
placed  on  a high  caloric  general  diet  while  medical 
observation  and  laboratory  studies  were  made.  His 
stool  was  pea-soup  in  character  and  they  averaged 
twelve  to  fifteen  in  each  twenty-four-hour  period. 
The  results  of  the  laboratory  work  were  as  follows: 

1 . Stools 

Repeated  stool  examinations  failed  to  show 
any  signs  of  amoeba,  parasites,  or  ova.  No  seg- 
ment of  tapeworm  was  noted.  All  reports,  how- 
ever, contained  the  notation  that  there  was  present 
occult  blood,  mucus,  fat  droplets,  B.  coli  and 
many  Gram  negative  bacteria. 

2.  Urinalysis 

Repeated  urinalyses  failed  to  show  any  patho- 
logic findings. 

.5.  Blood  Study 

A.  Chemistr)' 

Sugar 84  mgm  per  100  cc. 

Urea  25  “ “ “ “ 

Creatinin 1 “ “ “ “ 


B.  Wassermann  test  was  negative. 


C.  Admission  Blood  Count 

White  blood  corpuscles 28,100 

Red  blood  corpuscles 4,672,000 

Hemoglobin 90%  Sahli 

Differential 

Polymorphonuclear  leukocytes 11% 

Small  lymphocytes 19% 

Eosinophils 70% 

4.  Sputum  Examination 


Repeated  sputum  examinations  were  negative 
for  tubercle  bacilli,  elastic  fibers,  or  any  evidence 
of  the  presence  of  actinomycosis. 

5.  Biopsy  of  muscular  tissue  taken  from  deltoid 
and  trapezii  showed  no  evidence  of  trichinosis. 

6.  Sigmoidoscopic  examination  made  by  the  proc- 
tologist was  reported  as  follows:  “An  eight-inch 
proctoscope  easily  passed  to  sigmoid-rectal  junc- 
tion. The  mucous  membranes  appear  normal, 
and  no  ulcerations  are  noted.” 

7.  Nose  and  throat  examination  was  made  by  the 
rhino-lar}-ngologist,  who  reported  as  follows: 
“Tonsils  are  small  and  chronically  inflamed. 
Left  tonsil  shows  small  abscess  (?)  of  the  medial 
superior  aspect.  Laryngoscopic  examination 
shows  a swelling  and  thickening  of  the  mucous 
membranes  underlying  structure  in  the  right  an- 
terior epiglottic  fold,  plus  extension  into  ventricu- 
lar space  at  the  right  side  with  the  same  marked 
thickening  of  the  mucous  membranes  and  under- 
lying structure.” 

8.  Roentgen  Examinations 

A.  “X-ray  of  the  chest  shows  no  evidence  of  pul- 
monary or  pleural  pathology.” 

B.  G.  I.  series  and  barium  enema  study  of  the  di- 
gestive tract  were  reported  together  as  follows : 
“No  evidence  of  any  abnormality  noted 
throughout  the  G.  I.  tract.” 

Comparative  blood  studies  during  the  patient’s 
stay  in  the  hospital  and  at  various  intervals  up  to 
the  present  time  may  be  noted  in  the  accompanying 
chart. 

One  week  after  admission  to  the  hospital  the  pa- 
tient was  seized  with  a marked  digestive  upset  ac- 
companied by  nausea  and  vomiting.  The  vomitus 
contained  a moderate  quantity  of  free  fresh  blood. 
No  cause  for  this  could  be  ascertained.  Ten  days 
after  admission  the  patient  developed  tenderness  to 
touch  in  the  precordial  region  which  extended 
superiorly  to  the  left  shoulder,  and  posteriorly  to  the 
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•Counts  were  made  semi-annually — but  as  they  were  about  same — have  not  been  recorded  here, 
t Counts  were  made  before  and  after  regular  meal  containing  both  pork  and  beef. 
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angle  of  the  left  scapula.  No  definite  masses  were 
noted,  but  biopsy  made,  result  previously  noted. 
Three  weeks  after  admission  the  patient  developed 
acute  upper  respiratory  infection  accompanied  by 
productive  cough.  This  was  the  first  time  any  spu- 
tum was  obtainable  for  examination. 

Treatment  of  this  patient  consisted  of  high  caloric 
general  diet  and  systematic  treatment  until  the  oc- 
currence of  the  digestive  upset  noted  above.  He  was 
then  placed  on  a high  caloric  liquid  diet.  After  re- 
maining on  same  for  three  days,  it  was  noted  that  his 
diarrhea  had  been  markedly  checked,  which  was  on 
the  tenth  day  after  the  intercostal  muscular  tender- 
ness previously  noted.  It  was  thought  that  in  spite 
of  a negative  biopsy,  trichinosis  had  not  been  defi- 
nitely ruled  out,  and  the  patient  was  put  on  a course 
of  neo-salvarsan,  given  intravenously.  By  this  time 
his  diarrhea  was  almost  completely  cured  and  his 
eosinophilia  markedly  reduced.  However,  as  his 
w'eakness  persisted  he  was  again  placed  on  a general 
diet  and  within  twenty-four  hours  his  diarrhea  mani- 
fested itself  again.  The  meal  taken  preceding  the 
re-establishment  of  this  condition  consisted  of  a 
baked  potato,  roast  beef  with  gravy,  carrots  and 
green  peas,  milk  and  custard.  This  gave  rise  to  the 
possibility  that  the  patient’s  condition  might  pos- 
sibly be  due  to  an  allergic  manifestation  to  some  food, 
and  with  this  in  mind  he  was  referred  to  the  allergy 
clinic  for  skin  tests. 

This  proved  most  satisfactory,  as  the  report  from 
these  tests  showed  the  patient  to  be  markedly  allergic 
to  pork,  moderately  so  to  beef,  and  slightly  so  to  lamb. 
When  these  three  items  were  eliminated  from  his  diet, 
he  recovered  rapidly  and  w’as  discharged  from  the 
hospital  on  November  26,  1929.  He  was  immunized 
to  these  in  Kings  County  Hospital  .Mlerg}^  Clinic,  by 
subcutaneous  insection  method  of  using  the  specific 
protein. 

His  case  has  been  continually  w’atched  from  that 
time  to  the  present  with  no  recurrences  of  previous 
manifestations.  He  re-entered  the  hospital  on  April 
10,  1930,  when  a tonsillectomy  was  performed.  He 
was  in  good  physical  condition  and  was  discharged 
the  next  day.  His  recovery  was  uneventful. 

He  is  now  completely  desensitized  to  pork,  beef, 
and  lamb,  and  includes  ,these  in  his  diet  the  same 
as  any  normal  person,  and  he  experiences  no  diffi- 
culty after  eating  any  of  these.  The  only  response  to 
be  noted  is  the  variation  in  his  eosinophile  count. 
(See  Chart.)  2618  East  Broad  Street. 


Correspondence 

Work  for  Refugee  Physicians. 

To  THE  Editor; 

The  American  Neurological  Association,  in  its 
Executive  Session  at  the  W’estchester  Country  Club, 
Rye,  New  York,  on  June  7,  1940,  unanimously 
passed  the  following  resolution  and  directed  its  Sec- 
retary to  send  copies  of  this  resolution  to  the  Secre- 
tary of  each  State  Board  of  Medical  Examiners  and 
to  the  editors  of  the  Journal  of  the  A.M.A.  and  of 
each  State  Medical  Journal; 

Whereas  official  statistics  indicate  that  the  immigra- 
tion of  refugee  Physicians  is  numerically  small  represent- 
ing in  its  totality  less  than  .6  per  cent  of  the  practicing 
physicians  of  this  country; 

And  Whereas  such  an  influx  of  physicians  from  abroad 
cannot  adversely  affect  the  economic  welfare  of  American- 
physicians  if  the  emigres  are  distributed  widejy  to  those 
sections  of  the  land  in  which  they  are  needed; 

And  Whereas  information  gathered  from  govern- 
mental and  private  investigations  indicates  that  there 
are  at  least  2,000  communities  in  this  land  in  need  of 
immediate  medical  staffing  which  in  large  part  cannot 
be  supplied  by  the  graduates  of  our  own  medical  schools; 

And  Whereas  many  of  the  demands  for  physicians 
come  from  states  in  which  it  has  become  impossible, 
either  by  reason  of  legal  enactments  or  because  of  regu- 
lations of  the  State  Boards,  for  the  refugee  physician  to 
take  his  medical  license  examinations; 

And  Whereas  there  now  exists  in  New  York  a com- 
petent agency  for  diverting  the  unfit  among  the  refugee 
physicians  into  non-medical  fields  thus  making  it  possible 
only  for  those  who  are  fit  in  training  and  in  personality 
to  be  considered  for  examinations; 

Now  Therefore  Be  It  Resolved  that  the  State  Boards 
of  Medical  Examiners  in  the  United  States  shall  create 
a uniform  policy  with  regard  to  refugee  physicians  so 
as  to  make  possible  the  wide  distribution  of  these  phy- 
sicians to  those  places  where  they  are  needed  throughout 
the  land ; 

And  Further  that  these  uniform  changes  in  the  regu- 
lations of  our  State  Boards  shall  be  in  the  direction  of 
the  recommendations  made  by  Dr.  David  L.  Edsall  in  his 
article  on  “The  Emigre  Physician  in  American  Medicine” 
(Journal  of  the  A.M.A.,  March  23,  1940,  Volume  114, 
pages  1068-1073)  ; 

And  Finally  that  the  Committee  for  Resettlement  of 
Foreign  Physicians  of  the  National  Refugee  Service,  Inc., 
165  West  46th  Street,  New  York  City,  shall  be  utilized 
as  a clearing  house  for  information  in  regard  to  available 
emigre  physicians  for  specific  placements. 

Henry  Alsop  Riley,  M.D.,  Secretary, 

American  Neurological  Association. 
New  York,  N.  Y., 

July  3,  1940. 
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Public  Health  Statistics 

I.  C.  Riggin,  M.  D., 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  June, 
1940,  compared  with  the  same  month  in  1939  and 
for  the  period  of  January  to  June,  1940,  compared 


with  the  same  period  in  1940,  follows: 

June  June 
1940  1939 

Typhoid  and  Paratyphoid  Fever  16  28 

Jan.- 

JUNE 

1940 

68 

Jan.- 

JUNE 

1939 

104 

Diarrhea  and  Dysenterv. 

96 

652 

447 

1,209 

Measles 

993 

1,715 

3,121 

10,178 

Scarlet  Fever 

112 

41 

1,013 

732 

Diphtheria 

25 

30 

288 

369 

Poliomyelitis 

3 

1 

9 

10 

Meningitis 

8 

4 

46 

37 

Undulant  Fever 

1 

2 

8 

12 

Rocky  Mountain  Spotted 

Fever  6 

12 

9 

15 

Tularaemia  _ _ . 

- _ 3 

3 

28 

30 

Tuberculosis  and  Pregnancy 

The  percentage  of  tuberculosis  in  pregnant  women 
is  small  compared  to  the  number  found  in  surveys 
made  in  industrial  and  other  groups.  However,  there 
is  no  group  in  which  the  diagnosis  of  tuberculosis  is 
so  important  because  of  the  possible  effect  on  the 
pregnancy,  and  the  danger  of  infection  in  the  new 
born  baby. 

The  detection  of  latent  and  active  minimal  lesions 
by  physical  examination  is  difficult.  It  is  believed 
that  every  prenatal  case  should  have  an  X-ray  ex- 
amination of  the  chest  before  the  fourth  month  of 
pregnancy.  The  management  of  these  cases  is  diffi- 
cult and  there  should  be  very  close  cooperation  be- 
tween the  physician  and  the  obstetrician.  Pregnancy 
is  no  contra-indication  for  collapse  therapy,  and 
many  of  these  patients  will  go  to  a safe  conclusion 
with  a unilateral  or  a bilateral  pneumothorax  or 
thoracoplasty. 

There  is  much  difference  of  opinion  regarding  the 
management  of  prenatal  cases.  The  following  sug- 
gestions are  made  by  the  State  Department  of  Health 
as  a guide  for  the  care  of  the  tuberculous  case : 

1.  12th  and  16th  week  of  pregnancy: 

Therapeutic  abortion  is  advised  for  active 
pulmonary  tuberculosis  past  the  moderately 
advanced  stage  unless  the  patient  can  have  in- 
tensive sanatorium  treatment  with  all  the  ad- 
vantages of  skilled  care,  or  the  equivalent  care 


at  home  by  a physician  skilled  in  the  treat- 
ment of  tuberculosis  and  collapse  therapy. 

2.  16th  to  28th  week  of  pregnancy: 

.Artificial  interruption  should  rarely  be  un- 
dertaken except  in  active  cases  in  which  the 
patient  is  rapidly  growing  worse. 

3.  28th  to  40th  week  of  pregnancy: 

Nothing  can  be  done  to  improve  the  situa- 
tion. Watchful  waiting  policy  must  be  fol- 
lowed regardless  of  increasing  severity  of  tu- 
berculous infection.  Intervention  is  almost 
sure  to  result  in  a rapid  fatal  termination. 

4.  At  or  near  full  term : 

Make  labor  as  easy  as  possible. 

-Avoid  long  fatiguing  labor. 

Alorphine  for  sedation. 

Rupture  of  membranes  may  be  indicated  as 
soon  as  cervix  is  sufficiently  dilated. 

Episiotomy  and  low  forceps  may  reduce 
strain  on  patient. 

•Avoid  ether.  Gax-o.xygen  or  local  anes- 
thesia may  be  of  value. 

Many  investigators  report  e.xcellent  results  in  the 
institution  of  pneumothorax  immediately  before  or 
after  delivery  in  the  far  advanced  case.  The  de- 
creased abdominal  pressure  following  delivery  pro- 
duces a lowering  of  the  diaphragm  and  a consequent 
reexpansion  of  the  lungs.  This  can  be  prevented  by 
a partial  collapse  on  the  affected  side. 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 
Lederle  Laboratories,  Inc. 

Staphylococcus  Antitoxin  “Globulin-Lederle-Modified.” 
Winthrop  Chemical  Co.,  Inc. 

Diodrast  Sterile  Solution  (35  per  cent,  weight/volume) 

30  cc. 

Atabrine  Dihydrochloride. 

Tablets  Atabrine  Dihydrochloride  (Sugar  Coated), 
0.1  Gm.  (lJ/2  grains). 

Tablets  Atabrine  Dihydrochloride  0.1  Gm.  (1J4 
grains) . 

Tablets  Atabrine  Dihydrochloride  0.05  Gm. 
grain). 

Ampules  Atabrine  Dihydrochloride  Powder  0.2  Gm. 
with  Ampules,  10  cc.  size,  Sterile  Distilled  Water. 
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John  Wyeth  & Brother,  Inc. 

Silver  Picrate  Jelly  0.5  per  cent — Wyeth. 

Soluble  Trituration  Silver  Picrate  20  per  cent  with 
Boric  Acid  80  per  cent. 

Sulfapyridine — Wyeth. 

Tablets  Sulfapyridine — Wyeth,  0.5  Gm  (7.7  grains). 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  inclusion  in  New  and  Nonofficial 
Remedies: 

Chorionic  Gonadotropin  (Follutein). — The  water- 

soluble  gonadotropic  substance  obtained  from  the  urine 
of  pregnant  women.  This  preparation  is  standardized 
in  international  units.  One  international  unit  equals 
0.1  milligram  of  a standardized  powder  (see  Council 
Report,  J.A.M.A.,  113:2418,  December  30,  1939).  Its 
use  is  recommended  in  the  treatment  of  cryptorchidism 
where  there  are  no  anatomic  lesions  causing  obstruction 
of  the  testicular  descent.  The  diagnosis  of  an  anatomic 
lesion  can  often  be  made  in  this  manner  where  this  ther- 
apy fails;  thus  the  surgical  treatment  of  cryptorchidism 
may  be  instituted  at  an  early  age.  Injections  should  not 
be  prolonged  after  six  to  eight  weeks  if  no  descent  is 
obtained,  since  excessive  therapy  may  result  in  undesirable 
responses  of  precocious  puberty  and  possibly  other  harm- 
ful reactions.  The  diagnosis  of  cryptorchidism  should 
not  include  those  cases  which  have  been  termed  pseudo- 
cryptorchids,  in  which  the  testes  are  maintained  in  the 
inguinal  canal  as  the  result  of  reflex  muscular  spasm. 
Chorionic  gonadotropin  therapy  in  other  disorders  is 
still  considered  experimental  because  of  the  lack  of  suffi- 
cient published  data. 

Follutein — Squibb. — A nonproprietary  brand  of  chori- 
onic gonadotropin  (follutein) — N.N.R.  Both  follutein 

and  chorionic  gonadotropin  are  nonproprietary  terms. 
The  product  is  supplied  in  the  following  dosage  forms: 
V'ials  Follutein — Squibb,  500  International  Units,  Vials 
F'olluetin — ^Squibb,  1,000  International  Units  and  Vials 
Follutein — Squibb,  5,000  International  Units.  E.  R.  Squibb 
& Sons,  New  York,  N.  Y.  (J.A .M.A June  8,  1940,  p. 
2307.) 

Benzedrine  Sulfate  Ampules,  10  mg.,  1 cc. — Each  cubic 
centimeter  contains  10  mg.  of  benzedrine  sulfate  (New 
and  Nonofficial  Remedies,  1940,  p.  233)  in  sterile  water 
made  isotonic  with  sodium  chloride.  Smith,  Kline  & 
French  Laboratories,  Philadelphia,  Pa. 

Ephedrine  Alkaloid — Squibb. — A brand  of  ephedrine — 
U.S.P.  (New  and  Nonofficial  Remedies,  1940,  p.  235). 
It  is  supplied  in  the  following  dosage  forms:  Ephedrine 
Compound  Inhalant — Squibb,  solution  of  ephedrine  alka- 
loid containing  ephedrine  alkaloid — Squibb  1.0  Gm.,  cam- 
phor 0.6  Gm.,  menthol  0.6  Gm.  and  oil  of  thyme  0.3  cc. 
dissolved  in  light  mineral  oil  base  to  make  100  Gm.; 
Ephedrine  Inhalant  Plain — Squibb,  1 per  cent  solution  of 
ephedrine  alkaloid  in  a lilac  scented  mineral  oil  base. 
E.  R.  Squibb  & Sons,  New  York,  N.  Y. 

Ephedrine  Sulfate — Squibb. — A brand  of  ephedrine  sul- 


fate— U.S.P.  (New  and  Nonofficial  Remedies,  1940,  p. 
240).  It  is  marketed  in  the  form  of  capsule  grain 
and  grain.  E.  R.  Squibb  & Sons,  New  York,  N.  Y. 

Ampoules  Sterile  Solution  Caffeine  with  Sodium  Ben- 
zoate, 0.5  Gm.  (7J4  grains)  2 cc. — Each  2 cc.  contains 
caffeine  with  sodium  benzoate — U.S.P.  (New  and  Non- 
official Remedies,  1940,  p.  168)  0.5  Gm.  (7J4  grains)  in 
distilled  water.  The  Upjohn  Co.,  Kalamazoo,  Mich. 

Hypodermic  Tablets  Caffeine  with  Sodium  Benzoate, 
0.065  Gm.  (1  grain). — Each  tablet  contains  caffeine  with 
sodium  benzoate — U.S.P.  (New  and  Nonofficial  Remedies, 
1940,  p.  168)  0.065  Gm.  (1  grain).  The  Upjohn  Co., 
Kalamazoo,  Mich. 

Amniotin  in  Oil,  5,000  International  Units. — Each  cubic 
centimeter  contains  5,000  international  units  of  estrogenic 
substance  (New  and  Nonofficial  Remedies,  1940,  p.  764). 
E.  R.  Squibb  & Sons,  New  York,  N.  Y. 

Propaganda  for  Reform 

Comparative  Value  of  Serum  Therapy  and  Chemo- 
therapy in  Pneumococcic  Pneumonia. — A detailed  discus- 
sion of  the  value  of  the  various  types  of  pneumococcus 
serums  in  comparison  with  the  value  of  sulfapyridine  in 
the  treatment  of  pneumococcic  pneumonia.  The  clinical 
evidence  furnished  thus  far  establishes  the  efficacy  of 
both  serotherapy  and  the  new  chemotherapy  in  lowering 
the  death  rate  from  pneumococcic  pneumonia.  The  rela- 
tive value  of  the  two  methods  and  the  indications  for 
their  employment,  as  well  as  for  the  combined  use  of  the 
two,  await  further  clinical  studies.  (J.  A.  M.  A.,  Feb- 
ruary 24,  1940,  p.  662.) 

The  Effect  of  Quick  Freezing  on  the  Nutritive  Values 
of  Foods. — At  the  request  of  the  Council  on  Foods  of  the 
American  Medical  Association,  Dr.  Mary  Swartz  Rose 
has  prepared  a review  of  available  evidence  on  the 
nutritive  value  of  quick-frozen  foods.  Dr.  Rose  reports 
that  quick  freezing  is  a mode- of  food  preservation  which 
affords  the  consumer  fresh  material,  free  from  inedible 
waste  and  held  in  cold  storage  until  delivery.  The  num- 
ber of  micro-organisms  in  foods  is  greatly  reduced  by 
quick  freezing.  Extensive  studies  indicate  that  there  is 
little  danger  from  foods  frozen  and  held  in  storage  at 
temperatures  below  32  F.,  but  refreezing  of  products 
once  defrosted  is  not  a safe  practice.  Vitamin  A values 
in  foods  are  conserved  by  quick  freezing.  Vitamin  Bj 
(thiamin)  is  not  affected  by  the  freezing  but  considerable 
loss  may  occur  in  the  processes  of  preparing  food  for 
quick  freezing  such  as  blanching  of  vegetables.  To  con- 
serve vitamin  Bj,  the  blanching  time  should  be  as  short 
as  is  compatible  with  a product  satisfactory  in  other  re- 
spects. Little  if  any  loss  of  vitamin  G (riboflavin)  has 
been  observed  in  the  quick-frozen  vegetables  investigated. 
Vitamin  C (ascorbic  acid)  in  fruits  appears  to  be  con- 
served by  quick  freezing  and  storage  at  low  temperatures. 
Loss  of  vita'nin  C in  vegetables  depends  partly  on  the 
completeness  of  the  destruction  of  the  ascorbic  acid  oxi- 
dase in  the  blanching  process  and  partly  on  the  conditions 
under  which  the  vegetable  is  allowed  to  thaw.  Loss  in 
thawing  can  be  avoided  by  cooking  without  defrosting. 
Partly  on  the  basis  of  Dr.  Rose’s  report  the  Council  has 
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voted  to  give  consideration  to  quick-frozen  vegetables 
and  fruits  with  a view  to  inclusion  in  the  list  of  accepted 
loods.  (J.A.M.A..  April  6,  1940,  p.  1,356.) 

Contraindications  to  Estrogen  Therapy. — Malignant 
growths  of  the  mammary  gland  and  the  uterus  have  been 
induced  in  rodents  with  estrogens  by  numerous  investi- 
gators. Some  physicians,  however,  have  doubted  that  the 
therapeutic  administration  of  estrogens  in  the  human 
being  could  result  in  the  development  of  similar  malig- 
nant growths.  It  has  been  pointed  out  that,  theoretically, 
tremendous  dosages  of  estrogens  might  be  required  to 
induce  human  cancer,  when  calculated  according  to  body 
weight.  No  doubt  estrogens  have  been  used  intensively 
for  relatively  too  short  a time  to  warrant  the  conclusion 
that  mere  absence  of  reports  from  the  literature  justified 
a disregard  for  the  possible  consequences  of  estrogenic 
therapy.  Recently  two  significant  reports  have  appeared 
which  should  indicate  the  possible  dangers  of  administra- 
tion of  estrogens;  one  reports  a case  of  mammary  cancer 
following  prolonged  use  of  estrogens,  and  the  other  re- 
ports the  appearance  of  carcinoma  of  the  cervix  in  three 
patients  among  forty-three  who  were  treated  with  estro- 
gens for  kraurosis  vulvae  and  senile  vaginitis.  The 
Council  on  Pharmacy  and  Chemistry  and  The  Journal 
have  repeatedly  warned  against  the  indiscriminate  and 
prolonged  use  of  estrongens  and  have  emphasized  the  pos- 
sible occurrence  of  mammary  carcinoma  in  patients  who 
are  susceptible  to  the  development  of  such  malignant 
growths.  It  would  be  unwise  to  consider  that  there  is 
safety  in  using  small  doses  of  estrogens,  since  it  is  quite 
possible  that  the  same  harm  may  be  obtained  through 
the  use  of  small  doses  of  estrogen  if  they  are  maintained 
over  a long  period.  While  there  appears  little  or  no 
evidence  to  indicate  that  normal  women  may  develop  such 
malignant  growths,  it  would  be  well  for  the  physician  to 
realize  that  this  is  by  no  means  an  impossibility  in  pa- 
tients who  have  a personal  or  familial  history  of  genital 
or  mammary  cancer.  It  has  been  reported  that  the  new 
synthetic  estrogen  diethylstilbestrol  is  far  more  active 
than  the  natural  estrone  and  estradiol  in  the  production 
of  uterine  and  extra-uterine  fibroids  in  guinea  pigs. 
There  is  no  evidence,  however,  that  it  is  more  carcino- 
genic than  these  substances.  {J.A.M.A.,  April  20,  1940, 
p.  1,560.) 

Heparin. — As  a result  of  the  rapidly  developing  in- 
formation concerning  this  substance  during  recent  years, 
heparin,  from  being  a rather  unique  anticoagulant  with 
limited  laboratory  application,  has  become  a promising 
clinical  adjunct.  With  a highly  purified  product  now 
available,  organic  chemists  have  made  progress  in  estab- 
lishing the  chemical  structure  of  the  heparin  molecule. 
The  isolation  of  relatively  pure  heparin  has  led  to  an 
extensive  examination  of  the  relationship  of  this  anti- 
coagulant to  the  problem  of  thrombosis,  particularly,  by 
Best  and  his  collaborators  at  Toronto.  It  was  demon- 
strated that  heparin  greatly  inhibits  the  formation  of 
thrombi  produced  in  animals  by  mechanical  or  chemical 
trauma  to  the  intima  of  large  exposed  veins.  The  ability 
to  produce  coronary  thrombosis  in  dogs  by  means  of 
sodium  ricinoleate  was  also  greatly  diminished  in  heparin- 


ized animals,  as  compared  to  control  dogs  which  did  not 
receive  heparin.  These  successful  experiments  have 
stimulated  the  use  of  pure  heparin  in  clinical  cases  of 
thrombosis  and  remarkable  results  have  been  reported  at 
the  Toronto  General  Hospital  and  in  Stockholm.  Heparin 
has  been  employed  postoperatively  with  a high  degree  of 
success.  Although  it  is  somewhat  difficult  to  evaluate 
post-operative  treatment  for  the  prevention  of  thrombosis, 
more  direct  evidence  of  the  value  of  heparin  may  be 
obtained  in  the  treatment  of  an  existent  thrombus.  Strik- 
ing claims  have  been  made  in  the  Swedish  clinics  for 
the  value  of  heparin  in  the  treatment  of  thrombosis 
in  the  main  trunk  of  the  central  vein  of  the  retina,  and 
subsequent  definite  return  of  visual  acuity  has  been  re- 
ported. Similar  efficacious  results  with  heparin  are  re- 
ported in  vascular  surgery.  Future  clinical  work  may 
definitely  establish  the  value  of  heparin  in  clinical  throm- 
bosis, coronary  thrombosis,  thrombosis  of  the  large  veins 
and  thrombophlebitis.  (7.  A.  M.  A.,  May  25,  1940,  p. 
2118.) 


Book  Announcements 

The  Newer  Nutrition  in  Pediatric  Practice.  By 
I.  NEWTON  KUGELMASS,  B.S.,  M.A.,  M.D.,  Ph.D., 
Sc.D.,  Attending  Pediatrician,  Broad  Street  Hos- 
pital and  Heckscher  Institute,  New  York;  Consult- 
ing Pediatrician,  Lynn  Memorial  Hospital,  Mon- 
mouth Memorial  Hospital  and  Muhlenberg  Hos- 
pital, New  Jersey;  etc.  Philadelphia.  J.  B.  Lippin- 
cott  Company.  1940.  Octavo  of  xi-1,155  pages. 
183  Illustrations.  Cloth.  Price,  $10.00. 

The  title  of  this  new  volume  on  nutrition  is  an 
exact  statement  of  what  is  found  in  its  contents.  The 
author  has  clearly  and  systematically  presented  the 
subject  in  such  a way  as  to  make  it  meet  the  every- 
day needs  of  the  pediatric  practitioner. 

The  volume  is  divided  into  three  sections.  Sec- 
tion one  presents  Nutritional  Physiology.  There  is 
an  explanation  of  nutritional  growth  from  the  stand- 
point of  body  metabolism  in  every  detail.  This  leads 
logically  to  a discussion  of  the  organic  nutrients — 
protein,  carbohydrates,  fats  and  vitamins — and  then 
come  the  twelve  minerals  so  necessary  for  the  for- 
mation of  new  tissues  in  the  maintenance  of  active 
metabolism  during  growth.  Finally,  acid-base  me- 
tabolism, which  must  be  constantly  borne  in  mind 
when  treating  infants,  is  discussed.  Each  of  these 
elements  is  reviewed  from  the  standpoint  of  its 
source,  the  amount  needed  by  the  body,  and  symp- 
toms of  excess  or  deficiency  which  might  be  found. 

Section  two  deals  with  Nutrition  In  Health.  Food 
requirements,  necessary  formulas  and  feeding  be- 
havior problems  are  taken  up  with  regard  to  the  new- 
born, the  infants,  and  the  older  child.  In  doing  this 


514 


Virginia  Medical  Monthly 


[August, 


the  author  has  admirably  worked  out  standards  of 
measurement,  nutritional  indices  and  assessments 
which  will  ser\'e  as  aids  in  detecting  abnormalities 
or  deficiencies. 

Section  three  takes  up  Nutrition  In  Disease.  These 
are  in  order.  Digestive,  Deficiency,  Metabolic,  Al- 
lergic, Infectious  and  Regional  diseases.  And  these 
discussions  are  not  technical  treatises  from  a research 
laboratorj",  but  clear  practical  discussions  followed 
by  page  after  page  of  excellent  diets  to  serve  as  guides 
in  each  condition. 

As  Dr.  Kugelmass  states,  “The  caliber  of  the 
child’s  growdh  and  development  is  determined  by  the 
adequacy  of  his  nutrition  under  normal  and  patho- 
logic condition.”  The  purpose  of  this  book  seems  to 
be  to  give  a clear  knowledge  of  the  nutritional  needs 
of  the  normal  child,  and  to  furnish  means  by  which 
it  is  possible  for  one  to  recognize  the  sub-clinical  as 
well  as  the  obvious  evidences  of  excess  or  deficiency 
of  these  body  requirements.  Such  information  is  in- 
valuable to  ever}’  Pediatrician. 

Leta  J.  White,  M.D. 

Textbook  of  Nervous  Diseases.  By  ROBERT  BING, 
Professor  of  Neurology,  University  of  Basel,  Swit- 
zerland. Translated,  and  Enlarged  by  WEBB  HAY- 
MAKER, Assistant  Clinical  Professor  of  Neurology 
and  Lecturer  in  Neuro-Anatomy,  University  of  Cali- 
fornia. From  the  Fifth  German  Edition.  St.  Louis. 
The  C.  V.  Mosby  Company.  1939.  Octavo  of  838 
pages.  With  207  Illustrations  Including  Nine  in 
Color.  Cloth.  Price,  $10.00. 

Neurology  as  a specialty  has,  in  this  country  at 
least,  been  so  taken  over  by  the  neurosurgeon,  the 
pediatrician,  the  orthopedist,  and  the  internist  that 
most  neurologists  in  self-defense  have  evolved  into 
neuropsychiatrists.  As  far  as  the  former  neurologists 
are  concerned,  this  may  be  just  as  well,  but  as  for 
the  patient  who  happens  to  suffer  with  a neurological 
condition,  he  is  unfortunate  indeed  should  he,  as  a 
majority  of  them  undoubtedly  do,  fall  into  the  hands 
of  someone  not  especially  trained  in  neurology.  It  is, 
therefore,  good  that  adequate  neurological  textbooks 
may  still  be  published.  There  yet  remains,  however, 
the  question  as  to  whether  many  physicians  trained 
in  some  other  specialty  or  many  modern  medical 
undergraduates  will  read  and  adequately  study  such 
a valuable  and  profound  work  as  that  of  Bing  and 
Haymaker.  Let  us  hope  that  at  least  they  will  turn 
to  this  book  for  reference.  If  they  consult  it  they 
will  be  repaid  by  its  thorough  description,  its  apt  il- 
lustrations, and  its  sensible  arrangement  of  disease 
and  syndrome. 


For  a quarter  of  a century  or  more — since  the 
monumental  work  of  Sir  William  Gower — there  has 
been  a dearth  of  good  textbooks  of  neurology,  and  the 
work  under  discussion  is  certainly  one  of  the  most 
satisfactory,  if  not  the  best  textbook,  which  has  ap- 
peared. With  the  experience  of  having  taught 
neurology  as  professor  for  twenty-six  years,  I have 
learned  that  a satisfactory  textbook  on  the  subject 
must  fulfill  two  requirements:  first,  it  must  be  so 
arranged,  expressed,  and  inclusive  that  it  should  aid 
the  professor  in  his  lectures  to  the  extent  of  enabling 
him  to  give  them  with  order,  clearness,  and  force; 
second,  it  must  impart  to  the  student  not  only 
knowledge  but  it  should  stimulate  his  interest  and 
inspire  his  effort.  Bing  and  Haymaker’s  textbook 
meets  these  two  requirements  to  a laudable  extent. 

The  authors  of  this  textbook  have  not  confined 
their  description  of  nervous  diseases  to  their  own  ex- 
periences; far  from  it — they  have  searched  the  litera- 
ture of  the  world  and  brought  their  deductions  down 
to  concrete,  up-to-date,  usable  form.  A teacher  of 
undergraduate  or  graduate  neurology  can  make  no 
mistake  in  recommending  Bing  and  Ha}Tnaker’s  text- 
book to  his  students  or  in  obtaining  it  for  himself. 

Beverley  R.  Tucker,  M.D. 

Essentials  of  the  Diagnostic  Examination.  By  JOHN 
B.  YOUMANS,  B.  A.,  M.  S.,  M.  D.,  Associate 
Professor  of  Medicine  and  Director  of  Postgraduate 
Instruction,  Vanderbilt  University  Medical  School. 
New  York.  The  Commonwealth  Fund.  1940.  417 
pages.  Cloth. 

The  scope  of  this  book  is  exactly  what  its  title 
implies.  While  it  is  in  no  sense  a textbook,  as  stated 
in  its  preface,  yet  it  is  unique  in  its  approach  to 
physical  diagnosis  from  the  general  practitioners 
viewpoint. 

The  three  fundamental  approaches  to  physical 
diagnosis,  i.e.  history  taking,  physical  examination, 
and  laboratory  tests,  are  well  integrated  into  a small 
pocket  edition. 

Although  the  subjects  of  histor}'  taking  and  physi- 
cal examination  are  well  covered  and  often  sum- 
marized in  chart  form,  the  main  value  of  this  book 
to  the  general  practitioner  probably  lies  in  the  fact 
that  certain  laboratory  procedures,  often  necessary 
to  a complete  examination,  are  described.  The  tests 
in  general  are  simple,  reliable,  and  accurate.  In 
many  cases  they  might  be  incorporated  into  the  gen- 
eral practitioners  examination  where  the  services  of  a 
technician  are  not  readily  available. 

Edw.  E.  Haddock,  M.D. 
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Editorial 


War  and  Medicine. 

It  has  long  been  known  that  the  success  of  an  army 
involves  more  than  the  efficiency  of  its  Ordnance 
Department.  Years  ago  it  was  maintained  that  an 
army  moves  on  its  stomach.  That  was  a tribute  to 
the  Quartermaster  Department.  General  Forrest  is 
said  to  have  remarked  that  success  in  war  depended 
upon  “Getting  there  fustest  with  the  mostest  men.” 
That  was  a tribute  to  the  Engineering  and  Quarter- 
master Departments.  Perhaps  in  the  final  analysis, 
even  more  importance  should  be  attached  to  the  serv- 
ice of  the  Medical  Department. 

The  duties  of  the  military  surgeon  include  more 
than  the  care  of  the  wounded  and  their  transporta- 
tion to  a position  of  safety.  The  treatment  of  the  sick 
of  an  army  is  an  even  more  necessary  though  less 
dramatic  function.  But  of  greater  value  than  either 
are  those  prophylactic  and  sanitary  measures  which 
have  to  be  thought  out  and  executed  before,  as  well  as 
while,  the  army  is  in  the  field. 

That  the  success  of  an  army  depends  on  the  health 
of  the  soldiers  is  an  old  story.  It  was  pestilence  and 
not  the  sword  that  annihilated  the  conquering  host  of 
Sennacherib  when  it  came  down  like  a wolf  on  the 
fold.  It  was  disease  as  much  as  the  arrows  of 
Montezuma  that  harassed  Cortez  and  his  Conquista- 
dores.  It  was  sickness  and  the  breakdown  of  the 
Medical  Department  that  harried  and  decimated  our 
forefathers  in  the  Revolutionarj'  War.  And  so  it  has 


always  been.  In  our  own  Civil  War  the  ratio  of 
death  from  disease  to  death  from  wounds  was  3.4-1, 
in  the  Spanish  American  \Var  7-1,  and  in  the  World 
War  2-1. 

In  modem  w'ar  with  these  facts  before  them  and 
with  a marvellously  expanded  body  of  scientific 
knowledge  at  their  disposal,  military  surgeons  have 
done  a better  job.  Mussolini  sent  his  legions  into 
Ethiopia  only  after  the  most  careful  preparation  on 
the  part  of  his  medical  department.  It  is  stated  that 
never  before  have  so  many  troops  conducted  a cam- 
paign in  a country  where  communicable  diseases  were 
prevalent  and  fatal,  with  so  little  infection  of  their 
own  forces.  In  recognition  of  this  accomplishment 
the  physician  responsible  for  these  successful  prophy- 
lactic measures  was  honored  as  an  aftermath  of  the 
war  with  the  highest  military  rank  that  could  be  con- 
ferred upon  a soldier. 

The  present  European  War  has  now  been  in  prog- 
ress almost  a year.  One  wonders,  in  spite  of  the  fact 
that  little  is  heard  on  the  subject,  how  large  a part 
medical  departments  are  playing  and  what  new  prob- 
lems have  been  met  and  conquered. 

It  is  important  to  recall,  in  order  to  keep  the 
record  straight,  and  to  mitigate  as  best  we  may  our 
horror  at  another  holocaust,  that  tremendous  contri- 
butions to  medical  knowledge  have  issued  from  war, 
and  that  the  experience  gained  by  medical  men  in 
contact  with  wounds  and  disease  on  a huge  scale  has 
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been  turned  to  good  effect,  not  only  in  a better  or- 
ganization of  the  medical  and  sanitary  corps  of 
armies  but  in  a better  approach  to  problems  of  vast 
importance  in  civilian  medicine  as  well. 

The  World  War,  while  it  put  a quietus  on  a certain 
sort  of  medical  research  then  in  progress,  on  the 
whole  did  more  for  the  advancement  of  medical 
knowledge  than  any  other  one  single  factor  within 
the  last  generation.  The  war  was  of  tremendous  edu- 
cational value  to  doctors.  It  sent  thousands  of  them 
to  school  again,  presented  them  with  new  problems 
and  challenged  the  best  that  was  in  them  and  in  the 
medical  profession  as  a w’hole. 

The  w'ar  presented  the  opportunity  for  the  mass 
study  of  rare  and  hitherto  poorly  understood  diseases. 
The  Flanders  epidemic  of  infective  jaundice  was 
identified  with  a similar  outbreak  in  Japan  and 
shown  to  be  due  to  the  Leptospira  icteroides.  Para- 
typhoid fever  was  recognized  more  frequently  than 
ever  before.  Cerebrospinal  meningitis  became  epi- 
demic both  in  England  and  in  this  country,  and  ad- 
vances were  made  particularly  in  an  appreciation  of 
its  epidemiology  and  the  significance  of  early  bac- 
teremia. The  pandemic  of  influenza  stimulated  an 
enormous  amount  of  investigative  work  of  lasting 
value.  Scurvy  in  Iraq,  tjqihus  in  Servia,  deficiency 
diseases  in  Central  Europe,  dysentery  in  the  Gal- 
lipoli Peninsula,  trinitrotoluene  poisoning  in  muni- 
tions workers  and  tetrachlorethane  poisoning  among 
aeroplane  makers,  epidemic  encephalitis,  trench  fever 
and  trench  nephritis  constituted  an  array  of  old  dis- 
eases in  new  guises,  as  well  as  diseases  never  before 
recognized,  which  served  as  a constant  stimulus  to 
medical  acumen. 

Nor  should  we  forget  the  field  of  mental  disease 
where  shell  shock,  for  example,  afforded  the  oppor- 
tunity of  testing  the  validity  of  some  of  the  Freudian 
theories  of  morbid  psychology  based  on  mental  con- 
flicts and  the  repression  of  painful  experiences.  It  is 
doubtful  if  there  was  a single  specialty  of  medicine 
which  did  not  derive  some  benefit  from  the  experi- 
ences of  the  war.  Certainly  cardiology  did.  Ortho- 
pedics did.  Surgery  did.  In  fact,  neurosurgery  had 
its  birth  at  this  time  and  many  of  the  best  known 
specialists  in  this  field  today  acknowledge  the  war  as 
the  impetus  that  propelled  them  into  their  present 
work. 

On  all  sides  it  is  being  asked  what  new  facts  of 
interest  to  medicine  have  been  develojied  in  the  pres- 
ent war.  What  type  of  wounds  are  being  encount- 


ered? Is  shellshock  more  or  less  frequent?  What 
has  been  learned  of  the  new  science  of  the  hygiene  of 
aeronautics?  Can  the  human  mechanism  stand  the 
terrific  speed  of  the  most  modern  planes ; the  violent 
changes  of  atmospheric  pressure  that  result  when  it 
is  hurtled  through  space,  now  up,  now  down,  and  the 
intense  nervous  strain  of  acute  fear  and  chronic 
anxiety? 

In  the  bureaus  of  statistics,  convalescent  camps 
and  hospitals  for  the  care  of  the  permanently  dis- 
abled which  will  follow  in  the  wake  of  this  war,  the 
answer  will  be  found  by  some  future  student  of  the 
subject. 

Young  Doctors  Wanted  by  the  Army. 

Several  years  ago  we  published  in  these  columns 
excerpts  from  an  article  in  the  Military  Surgeon  by 
Captain  Harry  Armstrong  in  which  the  author  ac- 
curately predicted  the  type  of  warfare  now  going  on 
in  Europe,  warned  against  medical  unpreparedness 
in  our  own  country  and  outlined  the  ramifications  of 
adequate  medical  military  preparation  here.  He 
showed  how  a proper  preparedness  plan  would  in- 
tegrate the  Public  Health  Service,  the  State  Health 
Departments,  the  medical  schools,  the  medical  so- 
cieties and  the  individual  doctor  in  a comprehensive 
scheme  of  coordinated  effort.  He  estimated  that  it 
w’ould  require  47,000  doctors  on  active  military  serv- 
ice to  meet  the  demands  of  two  armies  in  the  field. 
That  is  one-third  of  the  entire  medical  profession  in 
this  country. 

The  present  emergency  is  being  met  by  the  Sur- 
geon General’s  office  with  appeals  sent  to  medical  so- 
cieties as  well  as  to  doctors  at  large  for  physicians  to 
join  the  Medical  Reserve  Corps  of  the  Army.  There 
is,  apparently,  no  lack  of  doctors  who  would  be  in- 
terested in  joining  as  majors  and  colonels,  but  ap- 
plicants for  the  positions  of  first  lieutenant  are  seem- 
ingly slow  in  presenting  themselves.  There  are  also 
movements  on  foot  here  and  there  designed  to  safe- 
guard the  interest  of  those  doctors  who  enlist  in  the 
military  service  by  protecting  them  against  the  loss 
of  their  patients  while  they  are  on  active  duty  and  by 
compensating  them  for  financial  loss  during  their 
absence.  When  one  looks  at  the  scale  of  pay  the 
army  is  now,  for  example,  offering  to  its  lieutenants 
and  captains  in  the  Medical  Corps,  one  is  inclined  to 
think  that  the  majority  of  doctors  who  enter  the 
military  service  will  be  better  paid  than  they  were 
before  they  left  home.  It  is  said  that  to  equip  an 
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army  in  this  country  costs  twenty  times  as  much  as  to 
equip  an  army  in  Europe,  and  one  can  well  under- 
stand that  when  one  knows  the  schedule  of  pay  now 
obtaining  in  all  arms  of  the  United  States  military 
service. 

We  are  inclined  to  believe  that  a compulsory  selec- 
tive military  training  is  the  only  fair  and  satisfactory 
solution  of  our  military  problem.  Under  its  provisions 
the  medical  profession  would  naturally  fall.  Who 
should  go  and  who  should  remain  at  home  and  under 
what  conditions,  would  be  more  equitably  decided 
under  this  plan  than  under  any  other  and  there 
would  be  less  likelihood  of  unfairness  to  those  who 
through  patriotism  are  moved  voluntarily  to  sacrifice 
economic  security  for  God  and  country. 

The  New  Premarital  Examination  Law. 

By  this  time  all  physicians  in  the  State  of  Virginia 
are  aware  of  the  fact  that  on  August  1,  1940,  Vir- 
ginia’s new  premarital  examination  law  becomes  ef- 
fective. The  State  Department  of  Health  has  pre- 
pared a brochure  which  it  is  sending  to  the  physi- 
cians of  the  State.  It  contains  all  the  necessary  in- 


formation concerning  the  operation  of  the  law  and 
the  obligation  of  the  medical  profession  under  it.  In 
brief  the  statute  provides  that  both  parties  contem- 
plating marriage  must  submit  to  serological  examina- 
tions for  syphilis,  that  any  standard  serological  test 
is  acceptable,  and  that  any  licensed  physician  may 
initiate  the  examination,  but  that  only  laboratories 
approved  by  the  State  Department  of  Health  may 
perform  the  tests.  It  provides  further  that  the  ap- 
plication for  a marriage  license  must  be  made  within 
thirty  days  of  the  time  when  the  blood  is  taken  for 
examination.  The  law  does  not  exclude  syphilitics 
from  marriage.  It  does  make  it  mandatory,  however, 
for  physicians  to  inform  both  parties  of  the  results 
of  their  examinations,  and  it  requires  in  the  case  of  a 
positive  blood  that  the  physician  repeat  the  test  and 
extend  his  examination  to  a complete  physical  sur- 
vey of  the  case. 

The  necessary  reporting  of  the  examinations  has 
been  simplified  as  much  as  possible.  All  that  is  re- 
quired is  that  the  physician  make  out  two  cards,  one 
of  which  he  must  mail  to  the  State  Health  Depart- 
ment, and  the  other  he  must  give  to  the  patient. 


Proceedings  of  Societies 


Alexandria  Medical  Society. 

Officers  of  this  Society  for  the  present  year  are: 
President,  Dr.  H.  A.  Latane;  vice-president.  Dr. 
James  W.  Love;  and  secretary-treasurer.  Dr.  Samuel 
H.  Williams.  .Ml  are  of  .Mexnadria. 

Botetourt  County  Medical  Society. 

At  a meeting  of  this  Society  on  July  15,  Dr.  E.  B. 
Morgan  of  Fincastle  was  elected  president  for  the 
ensuing  year  and  Dr.  L.  A.  Micou  of  Eagle  Rock  was 
re-elected  secretary. 

The  Dickenson-Buchanan  County  Medical 
Society 

Held  its  annual  meeting  at  Grundy,  June  19,  at 
which  time  Dr.  J.  C.  Moore  of  Keen  Mountain  was 
elected  president,  and  Dr.  J.  C.  Trivett  of  Page  was 
named  vice-president.  Dr.  T.  C.  Sutherland  of  Haysi 


was  re-elected  secretary-treasurer,  and  delegates  were 
named  to  the  annual  meeting  of  the  State  Society. 

The  Rockingham  County  Medical  Society 

Recently  reorganized  and  voted  to  hold  meetings 
quarterly  in  February,  May,  August  and  November. 
The  new  officers  elected  at  that  time  are:  President, 
Dr.  Howard  Armstrong  of  Harrisonburg;  vice- 
president,  Dr.  Charles  Watson  of  Broadway;  and 
secretary-treasurer.  Dr.  G.  G.  Tanner  of  Grottoes. 

Tazewell  County  Medical  Society. 

.'^t  a called  meeting  of  the  Tazewell  County  Medi- 
cal Society  on  July  18,  the  following  officers  were 
elected:  President,  Dr.  J.  P.  Williams  of  Richlands; 
vice-presidents,  Drs.  Rufus  Brittain  of  Jewell  Ridge 
and  W.  A.  Seawell  of  Raven;  and  secretary-treasurer, 
Dr.  Mary  Elizabeth  Johnston  of  Tazewell. 
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News  Notes 


Additional  Delegates  to  the  State  Meeting. 

As  we  go  to  press,  many  members  are  preparing  to 
leave  home  for  the  joint  meeting  of  the  Medical  So- 
ciety of  Virginia  with  the  West  Virginia  State  Medi- 
cal Association.  It  is  our  plan,  if  possible,  to  pub- 
lish minutes  of  the  meeting  in  the  next  issue  of  the 
Monthly. 

Names  of  additional  delegates  to  the  meeting,  since 
the  list  published  in  the  July  number  are: 

Delegate  County  Alternate 

Elizabeth  City 
Dr.  Frank  A.  Kearney 

Nansemond 

Dr.  J.  M.  Habel,  Jr.  Dr.  O.  R.  Yates 

Rockingham 

Dr.  C.  E.  Conrad  Dr.  J.  C.  Harshbarger 

Tazewell 

Dr.  Mary  Elizabeth  Johnston  Dr.  Rufus  Brittain 
Warwick 

Dr.  E.  L.  Alexander 
Dr.  A.  A.  Creecy 

This  leaves  only  five  societies  which  have  not 
named  delegates  but  it  is  hoped  they  may  yet  be 
represented. 

Symposium  on  Industrial  Health  to  be  Held 
in  Richmond. 

The  symposium  on  industrial  health  at  the  Medi- 
cal College  of  Virginia,  Richmond,  under  the  aus- 
pices of  the  department  of  preventive  medicine  on 
September  12  and  13,  is  being  held  at  a very  op- 
portune time.  With  the  stepping  up  of  industrial 
production  due  to  the  rearmament  program,  it  will  be 
necessar)'  that  every  employee  be  in  the  best  possible 
physical  condition.  Dr.  Fishbein  in  an  editorial  in 
the  July  6 Journal  of  the  American  Medical  Asso- 
ciation says,  “The  skilled  worker  becomes  of  im- 
portance equal  to  that  of  the  man  under  arms;  his 
indispensability  grows  as  it  becomes  difficult  or  im- 
jxissible  to  replace  him,”  and,  “important  is  the  task 
of  guarding  the  existing  supply  of  competent  and 
skilled  workers  against  preventable  disability.” 
Speaking  of  the  physicians  employed  by  private  in- 
dustry, he  says,  “They  are  a body  of  specialists  in 
industrial  practice  whose  equipment  has  progressed 
far  beyond  the  relative  immaturity  of  twenty-five 
years  ago.” 


It  is  around  these  physicians  in  industry  that  the 
symposium  program  is  built.  In  this  group  will  be 
the  medical  director  of  duPont’s,  the  medical  con- 
sultant for  General  Motors,  the  medical  advisor  for 
several  large  industries  in  Marrdand,  an  industrial 
physician  in  Akron,  Ohio,  one  of  the  leading  au- 
thorities on  lead  poisoning  in  the  United  States,  and 
the  assistant  medical  director  of  the  Metropolitan 
Life  Insurance  Company.  Peripheral  vascular  and 
heart  diseases  will  be  handled  by  eminent  people  in 
these  two  fields. 

The  bureaus  of  the  Federal  government  will  be 
represented  by  Dr.  Lela  E.  Booher,  chief.  Foods  and 
Nutrition  Division,  Bureau  of  Economics,  Depart- 
ment of  Agriculture,  and  by  Mr.  J.  J.  Bloomfield, 
sanitary  engineer  of  the  Public  Health  Service. 

The  State  Health  Department  is  represented  by 
its  Bureau  of  Industrial  Hygiene  demonstrating  in- 
struments used  in  surveying  plants. 

Organized  medicine  will  be  represented  by  Dr. 
Hugh  Trout,  president  of  the  Medical  Society  of 
Virginia,  and  Dr.  C.  M.  Peterson,  secretarj'.  Council 
on  Industrial  Health,  American  Medical  Association. 

An  industrialist  from  Philadelphia  will  appear  on 
the  night  program  to  tell  w’hat  employee  health  means 
to  industry.  On  the  same  program  with  him  will  be 
Dr.  Victor  G.  Heiser,  author  of  “An  American  Doc- 
tor’s Odyssey.” 

A nominal  registration  fee  of  $5.00  is  charged  for 
this  symposium. 

Medical  College  of  Virginia  News. 

Mr.  T.  D.  Rowe,  assistant  professor  of  pharmacy, 
has  been  granted  a year’s  leave  of  absence  for  study 
this  year.  Mr.  J.  M.  Early  will  take  Mr.  Rowe’s 
place  w'hile  he  is  on  leave. 

Dr.  J.  A.  Reese,  assistant  professor  of  phar- 
macognosy, has  resigned  to  accept  the  deanship  of 
the  school  of  pharmacy  at  the  University  of  Kansas. 
Dr.  L.  A.  Kaufman  has  been  appointed  to  succeed 
Dr.  Reese. 

President  W.  T.  Sanger  attended  the  Institute  for 
Administrative  Officers  of  Higher  Institutions  at  the 
University  of  Chicago,  July  10  and  11. 
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The  Public  Works  Administration  has  made  an 
additional  grant  of  $141,121.00  to  the  new  hospital 
project  for  equipment;  this  brings  the  total  grant 
for  this  project  to  $1,144,800.00. 

Dr.  John  S.  Howe  has  reported  for  duty  as  as- 
sistant professor  of  pathology,  succeeding  Dr.  Paul 
Kimmelstiel  who  has  accepted  a position  at  Char- 
lotte, North  Carolina. 

Mr.  Lynn  D.  Abbott  has  been  appointed  research 
associate  in  biochemistry  and  will  report  September 
1.  Mr.  Abbott  will  replace  Dr.  E.  L.  Outhouse, 
resigned. 

Dr.  Louise  Leland  Clarke  of  Chester  and  Dr. 
Gordon  D.  Hall  of  Dumbarton  were  named  admit- 
ting treatment  physicians  in  the  out-patient  clinic  of 
the  College,  effective  July  1.  They  will  continue  to 
practice  in  their  respective  communities  when  not  on 
duty  at  the  clinic. 

News  from  University  of  Virginia,  Depart- 
ment of  Medicine. 

A Postgraduate  Course  on  Recent  Advances  in  In- 
ternal Medicine  sponsored  by  the  Department  of 
Internal  Medicine  of  the  University  of  Virginia  and 
the  Department  of  Clinical  and  Medical  Education 
of  the  Medical  Society  of  Virginia  was  held  at  the 
Medical  School  from  June  17  to  22.  The  list  of  those 
giving  lectures  and  holding  clinics  included  the  fol- 
lowing members  of  the  Faculty  of  the  University  of 
Virginia  Medical  School:  Dr.  L.  T.  Royster,  Pro- 
fessor of  Pediatrics;  Dr.  W.  E.  Bray,  Professor  of 
Clinical  Pathology;  Dr.  Alfred  Chanutin,  Professor 
of  Biochemistry;  Dr.  James  R.  Cash,  Professor  of 
Pathology;  Dr.  T.  J.  Williams,  Professor  of  Ob- 
stetrics and  Gynecology;  Dr.  D.  C.  Smith,  Professor 
of  Dermatology  and  Syphilology;  Dr.  H.  B.  Mul- 
holland.  Professor  of  Practice  of  Medicine;  Dr.  J. 
E.  Wood,  Jr.,  Professor  of  Practice  of  Medicine; 
Dr.  C.  B.  Morton,  Professor  of  Clinical  Surgery 
and  Gynecology;  Dr.  George  M.  Lawson,  Professor  of 
Preventive  Medicine  and  Bacteriology;  Dr.  Andrew 

D.  Hart,  Professor  of  Clinical  Medicine;  Dr. 

E.  M.  Landis,  Professor  of  Internal  Medicine;  Dr. 
D.  C.  Wilson,  Associate  Professor  of  Psychiatry  and 
Neurology;  Dr.  W.  W.  Waddell,  Jr.,  Associate  Pro- 
fessor of  Pediatrics;  Dr.  Samuel  A.  Vest,  Jr.,  Asso- 
ciate Professor  of  Urology;  Dr.  Staige  D.  Blackford, 
Assistant  Professor  of  Medicine;  Dr.  Oscar  Swine- 
ford,  Jr.,  Assistant  Professor  of  Medicine;  Dr.  E.  C. 


Drash,  Assistant  Professor  of  Surgery  and  Gynecol- 
ogy; Dr.  J.  M.  Meredith,  Assistant  Professor  of 
Neurological  Surgery;  Dr.  George  Cooper,  Jr.,  As- 
sistant Professor  of  Roentgenology;  Dr.  Byrd  S. 
Leavell,  Instructor  in  Medicine;  and  Dr.  C.  G. 
Holland,  Jr.,  Instructor  in  Neurology  and  Psychia- 
try. Twenty-one  physicians  registered  for  the  course. 

News  from  Duke  University  School  of  Medi- 
cine and  Duke  Hospital. 

On  July  1,  Dr.  Paul  G.  Reque  was  appointed  In- 
structor in  Dermatology  and  Syphilology,  and  Miss 
Ruth  E.  Barker  as  Instructor  in  Medical  Social 
Service. 

On  July  15,  the  new  addition  to  the  hospital  was 
opened  for  full  use,  with  113  beds  for  private  and 
semi-private  patients,  and  offices  and  examining 
rooms  for  the  Medical  and  Surgical  Private  Diagnos- 
tic Clinics.  The  wards  in  the  new  addition  have  been 
named  as  follows:  Surgical — Cushing;  Obstetrical 
and  Gynecological — Williams  and  Holmes;  Surgical 
Children — Matas;  Medical — Minot;  and  Psychiatric 
— Meyer. 

Dr.  W.  D.  Kendig, 

Kenbridge,  w'as  recently  elected  one  of  the  directors 
of  the  Bank  of  Lunenburg. 

Dr.  Eugene  M.  Landis, 

Of  the  U^niversity  of  Virginia,  was  elected  secre- 
tary of  the  American  Society  for  Clinical  Investiga- 
tion at  its  recent  annual  session. 

American  Gynecological  Society. 

Dr.  Fred  Adair  of  Chicago  presided  at  the  annual 
meeting  of  this  Society  held  the  middle  of  June  at 
Seignoiry  Club,  Montebello,  Canada.  At  this  time. 
Dr.  J.  C.  Litzenberg  of  Minneapolis  was  elected 
president  for  the  coming  year,  and  Dr.  Richard  W. 
TeLinde  of  Baltimore  was  re-elected  secretary.  Dr. 
M.  P.  Rucker,  the  only  Virginia  member,  was  among 
those  in  attendance. 

Dr.  Riggin  Re-Appointed  State  Health  Com- 
missioner. 

Governor  James  H.  Price  has  just  re-appointed 
Dr.  I.  C.  Riggin  as  State  Health  Commissioner  of 
Virginia  for  another  term  of  four  years.  Dr.  Riggin 
has  filled  this  position  most  acceptably  and  the  medi- 
cal profession  feels  that  he  merits  this  appointment. 
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Dr.  J.  Bolling  Jones  on  State  Board  of 

Health. 

Governor  Price  also  announced  the  appointment  of 
Dr.  J.  Bolling  Jones  of  Petersburg  as  a member  of 
the  State  Board  of  Health,  succeeding  F.  W.  Darling 
of  Hampton. 

Dr.  William  Durwood  Suggs, 

Richmond,  successfully  completed  the  requirements 
for  certification  by  the  American  Board  of  Obstetrics 
and  Gynecology  at  the  recent  meeting  of  the  Board 
at  Atlantic  City,  June  9. 

Married. 

Dr.  .'\rthur  Morton  Smith  of  Charlottesville  and 
Miss  Elizabeth  Wood  Borst  of  White  Plains,  June  22. 

Dr.  Brown  Hutcheson  Carpenter  of  Danville  and 
Miss  Mary  Harrison  Vaughan  of  South  Boston, 
June  29. 

Dr.  William  Benjamin  Hoover,  for  the  past  three 
years  resident  physician  at  St.  Elizabeth’s  Hospital, 
Richmond,  and  Miss  Sallie  Frances  Perdue  of  Rich- 
mond, June  22. 

Dr.  Galen  Glide  Craun,  class  of  ’40,  Medical  Col- 
lege of  Virginia,  and  Miss  Beulah  Genevieve  Spen- 
cer of  Dayton,  June  21.  They  are  now  located  at 
Huntington,  W.  Va.,  where  Dr.  Craun  is  an  intern 
in  the  Chesapeake  and  Ohio  Hospital. 

Dr.  James  Fendall  Parkinson,  who  has  just  com- 
pleted his  internship  at  Grace  Hospital,  and  Miss 
Sarah  Frances  Williams  of  Scottsville,  July  3.  Dr. 
Parkinson  has  located  at  Chester  for  practice. 

Dr.  Julien  Herman  Meyer,  class  of  ’37,  Medical 
College  of  Virginia,  who  has  since  been  connected 
with  hospitals  in  Baltimore,  and  Miss  Dorothy  Rose 
Kahn  of  Richmond,  July  14.  They  will  make  their 
home  in  Roanoke. 

Dr.  Harvey  Ernest  Jordan,  Jr.,  son  of  Dr.  and 
Mrs.  Jordan  of  the  University  of  Virginia,  and  Miss 
Janet  Robinson  of  Hampton,  July  13.  Dr.  Jordan 
has  been  serving  an  internship  at  the  Cincinnati 
General  Hospital  during  the  past  year. 

Motion  Pictures  for  Medical  and  Lay  Audi- 
ences. 

The  U.  S.  Public  Health  Service  announces  that 
several  motion  picture  films  are  available  for  short 
time  loans,  the  borrower  to  pay  transportation  charges 
both  ways.  Those  listed  are:  A New  Day  (film  on 
pneumonia);  Choose  to  Live  (film  on  cancer);  and 
With  These  Weapons  (film  on  syphilis).  Requests 


for  these  should  be  addressed  to  the  Division  of 
Sanitary  Reports  and  Statistics,  U.  S.  Public  Health 
Service,  Washington,  D.  C.  Two  films  on  Syphilis 
of  the  Central  Nervous  System  and  on  Syphilis,  Its 
Nature,  Prevention  and  Treatment  may  be  borrowed 
from  the  Division  of  Venereal  Diseases  of  the  same 
Department,  and  the  film  on  Three  Counties  .\gainst 
Syphilis  is  on  loan  for  the  Public  Health  Service  by 
the  Division  of  Motion  Pictures,  Department  of  .Ag- 
riculture, Washington,  D.  C. 

Dr.  R.  T.  Hawks, 

Carson,  has  been  re-elected  a member  of  the  Prince 
George  County  School  Board  for  another  term  of 
four  years,  making  a continuous  service  on  the  Board 
since  September,  1922. 

The  Neuropsychiatric  Society  of  Virginia 
Met  in  June  at  St.  .Albans  Sanatorium,  Radford, 
at  which  time  papers  were  presented  by  Dr.  D.  L. 
Harrell,  Jr.  of  Petersburg  on  “The  First  100  New 
Admissions  to  the  Petersburg  State  Colony;  Dr. 
James  N.  Williams  of  Richmond  on  “An  Interpreta- 
tion of  Drawings  Made  by  Maladjusted  Children; 
Drs.  John  C.  Palmer  and  James  P.  King  of  Radford 
on  “Experiences  with  Insulin  and  Aletrazol  in  the 
Treatment  of  80  Patients”;  and  by  Dr.  Frank  .A. 
Strickler  of  Roanoke  on  “Some  Interesting  Neuro- 
logical Cases”.  Following  a business  session,  the 
members  enjoyed  a trip  to  Claytor  Lake  and  a steak 
fry  on  Draper’s  Mountain. 

Dr.  L.  W.  Hulley,  Jr., 

Class  of  ’39,  Medical  College  of  Virginia,  who 
has  been  interning  at  the  Aledical  Center,  Jersey 
City,  N.  J.,  announces  his  change  of  address  to  61 
Harvard  .Avenue,  New  Brighton,  Staten  Island, 

N.  Y. 

Chief  Surgeon  to  the  State  Prison  System. 

Dr.  Francis  I.  Bloise,  who  has  been  practicing  in 
.Alexandria  since  1934  and  has  been  connected  with 
the  surgical  staff  of  the  .Alexandria  Hospital,  has 
accepted  the  position  as  chief  surgeon  to  the  State 
Prison  System  in  Virginia,  on  a full  time  basis.  He 
will  have  headquarters  in  Richmond  with  other  phy- 
sicians serving  under  him  on  a part  time  basis.  The 
full  time  status  of  a surgeon  for  the  State  Prison 
System  was  made  possible  by  the  General  Assembly  of 
1940,  following  a survey  which  disclosed  the  need  for 
improvement  in  health  conditions. 
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The  American  Board  of  Ophthalmology 

Announces  that  there  will  be  only  one  written  ex- 
amination during  1941  and  this  will  be  held  in 
various  cities  throughout  the  country  on  March  8. 

Candidates  enrolled  in  the  Preparatory  Group  who 
have  been  advised  that  they  will  be  eligible  for  ex- 
amination during  1941  should  make  application  AT 
ONCE  to  take  this  written  examination.  This  must 
be  on  the  regular  blanks  provided  for  the  purpose 
and  must  be  received  in  the  Board  Office,  6830 
Waterman  .\venue,  St.  Louis,  Missouri,  before  De- 
cember 1,  1940. 

special  oral  and  clinical  examination  will  be 
held  on  the  Pacific  Coast  during  1941  providing 
there  will  be  enough  candidates  to  warrant  it.  Ap- 
plications for  this  examination  should  be  filed  before 
September  1,  1940,  so  that  the  Board  may  complete 
necessary  arrangements. 

Dr.  Reuben  F.  Simms 

Of  Richmond  has  been  named  tail  twister  of  the 
local  Lions’  Club  and  also  chairman  of  the  committee 
on  health  and  welfare. 

Assistant  Surgeons  in  Navy. 

.Announcement  has  been  made  of  the  appointment 
of  Dr.  Charles  F.  Hudson  of  Richmond  and  Dr. 
Richard  B.  Williams  of  Charlottesville  as  assistant 
surgeons  in  the  U.  S.  Navy,  with  rank  of  lieutenant 
(junior  grade).  Dr.  Hudson  is  a graduate  of  the 
Medical  College  of  Virginia  and  Dr.  Williams  of 
the  University  of  Virginia,  both  in  the  classes  of 
1939. 

The  American  Otological  Society  Suggests 

That  Deafness  and  Other  Hearing  Defects 

Should  be  Definitely  Defined. 

WHERE.4S,  accurate  definition  of  terms  relating  to  audi- 
tory function  is  important  for  medico-legal  as  well  as  for 
society  and  educational  purposes  the  American  Otological 
Society, 

Now  Therefore  Resolves  that  the  term  “deafness” 
should  be  reserved  for  loss  of  useful  hearing;  lessor  de- 
grees of  auditory  loss  should  be  designated  as  hearing 
impairment,  hearing  defectiveness,  hearing  deficiency  or 
malaudition. 

Be  It  Resolved  Further  that  the  American  Otological 
Society  hereby  requests  that  the  existing  Committee  of  the 
Council  on  Physical  Therapy  of  the  American  Medical 
Association  proceed  forthwith  to  the  formulation  of 
standards  for  the  evaluation  of  deafness  and  hearing  im- 
pairment including  tinnitus  and  vertigo  in  order  that 
such  standards  may  be  set  up  for  the  guidance  of  Com- 


missions, Courts,  Insurance  Examiners  and  other  medico- 
legal agencies  and  that  copies  of  these  resolutions  be  sent 
to  the  editors  of  the  Journal  of  the  American  Medical 
Association  and  to  each  State  Medical  Journal,  and 

Be  It  Resolved  Further  that  the  American  Otological 
Society  suggests  to  the  Committee  on  Medical  Education 
and  Hospitals  and  on  Physical  Therapy  of  the  Amer- 
ican Medical  Association  and  to  the  Associated  Medical 
Colleges,  the  improvement  of  instruction  to  medical  grad- 
uate students  in  the  fundamentals  of  the  detection, 
amelioration  and  prophylaxis  of  hearing  defects  and 
further  suggests  that  information  on  these  subjects  be 
made  available  to  the  committee  on  Graduate  Education 
of  the  several  State  Medical  Societies. 

Dr.  William  W.  Seward, 

Surry,  a graduate  from  the  Medical  College  of 
Virginia,  in  the  class  of  1897,  who  has  been  in  the 
active  practice  of  medicine  for  almost  forty-three 
years,  recently  announced  his  retirement  from  the 
practice  of  his  profession. 

The  American  Congress  of  Physical  Therapy 

Will  hold  its  annual  scientific  and  clinical  session 
September  2 to  6,  inclusive,  at  Hotel  Statler,  Cleve- 
land, Ohio.  This  year  there  will  be  a departure  from 
the  usual  arrangements  in  that  the  mornings  will  be 
devoted  to  an  instructional  seminar  with  the  scientific 
program  presented  afternoons  and  evenings.  The  en- 
tire instruction  schedule  is  elective  in  character. 
Registrants  may  pursue  only  the  individual  courses 
they  desire.  The  complete  course  consists  of  twelve 
lectures  from  a diversified  list  of  forty-eight.  The 
scientific  program  itself  consists  of  papers,  demon- 
strations and  motion  pictures  covering  ever)'  branch 
of  physical  therapy.  There  will  be  a separate  sci- 
entific program  covering  Eye,  Ear,  Nose  and  Throat 
subjects.  Write  for  schedule,  fees,  etc.,  to  the  .Ameri- 
can Congress  of  Physical  Therapy,  30  North  Alichi- 
gan  .Avenue,  Chicago,  111. 

Dr.  Asa  W.  Graves,  V, 

Who  interned  at  the  Norfolk  General  Hospital, 
following  graduation  from  the  University  of  Vir- 
ginia in  1939,  has  located  at  Lacey  Spring,  where  he 
has  taken  over  the  practice  of  his  father  who  died 
recently. 

Dr.  Edward  V.  Famiglietti, 

Formerly  of  Grundy  but  more  recently  of  Front 
Royal,  has  moved  to  Providence,  R.  L,  where  he  is 
engaged  in  the  practice  of  surgery.  His  offices  are  at 
367  Branch  .Avenue,  that  city. 
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Dr.  R.  E.  Booker, 

Lottsburg,  was  in  July  named  chairman  of  voca- 
tional service  of  the  Northumberland  County  Ruri- 
tans. 

Medical  Society  of  the  District  of  Columbia. 

Dr.  Daniel  L.  Borden  assumed  the  presidency  of 
this  Society  on  July  1 and  Dr.  Henry  R.  Schreiber 
became  president-elect.  Both  are  of  Washington. 

Dr.  Boyd  H.  Payne 

Was  inducted  into  office  as  president  of  the 
Staunton  (Va.)  Rotar}’  Club,  the  latter  part  of  June. 

Dr.  Berryhill  Acting  Dean  at  University  of 
North  Carolina. 

Dr.  \^'illiam  deB.  MacNider,  who  recently  re- 
signed as  dean  of  the  School  of  Medicine  of  the 
University  of  North  Carolina  at  Chapel  Hill,  has 
been  succeeded  by  Dr.  Walter  Reece  Berrj’hill  as 
acting  dean.  Dr.  MacNider  plans  to  continue  his 
activities  as  Kenan  research  professor  of  phar- 
mocology. 

Dr.  Stuart  Michaux 

Of  Richmond,  conducted  a series  of  lectures  on 
Gynecolog}’  at  the  annual  Graduate  Short  Course  for 
Doctors  of  Medicine  sponsored  by  the  Florida  Medi- 
cal Association  and  the  Florida  State  Board  of 
Health  from  June  24  to  June  29  at  Jacksonville, 
Florida. 

Dr.  Ira  C.  Evans, 

Class  of  ’38,  Medical  College  of  Virginia,  who  has 
been  on  the  resident  staff  at  Charity  Hospital,  New 
Orleans,  on  July  1 entered  upon  a service  at  the 
University  Hospitals  of  Cleveland,  Ohio. 

Virginia  Doctor  Receives  Recognition  for 
Exhibit  at  A.M.A.  Meeting. 

Dr.  E.  E.  Barksdale  of  Danville  was  awarded  a 
Certificate  of  Alerit  in  Group  I of  the  Scientific  Ex- 
hibits at  the  New  York  meeting  of  the  American 
Medical  Association,  for  his  exhibit  illustrating 
cutaneous  manifestation  from  tobacco  with  special 
reference  to  arsenical  exfoliative  dermatitis.  Group  I 
includes  exhibits  of  individual  investigation  which 
are  judged  on  the  basis  of  originality  and  excellence 
of  presentation. 

Dr.  Thomas  G.  Hardy 

Of  Farmville  has  been  named  tail  twister  in  the 
Lions’  Club  of  that  place. 


Something  For  You. 

“Osier  at  Old  Blockley”  a painting  in  oil  by  Dean 
Cornwell,  was  unveiled  at  the  dedication  of  the  Osier 
Memorial  Building  on  the  grounds  of  the  Philadel- 
phia General  Hospital  this  past  June  and  was  later 
exhibited  at  the  American  Medical  Association  con- 
vention in  New  York. 

The  painting  depicts  one  of  Osier’s  outstanding 
contributions  to  medicine,  namely,  bringing  medical 
students  to  the  bedside  of  the  patient  for  clinical 
study.  In  the  painting  Osier  is  shown  at  the  side  of 
an  elderly  patient  on  the  hospital  ground.  Surround- 
ing Osier  and  the  patient  are  internes  who  have 
stopped  with  him  as  they  were  on  their  way  to  the 
autopsy  house  to  observe  one  of  his  famous  post 
mortems.  This  autopsy  house,  now  the  only  Osier 
Memorial  Building  in  the  United  States,  is  shown 
in  the  background.  This  memorial  was  made  pos- 
sible by  a grant  from  John  Wyeth  & Brother. 

“Osier  at  Old  Blockley”  is  the  second  painting  in 
the  series  “Pioneers  of  American  Medicine”  spon- 
sored by  John  Wyeth  & Brother  as  part  of  a project 
to  highlight  the  contributions  of  Americans  to  the  ad- 
vancement of  medicine.  “Beaumont  and  St.  Martin” 
was  the  first  painting  in  the  series. 

Colored  reproductions  of  “Osier  at  Old  Blockley”, 
suitable  for  framing  may  be  obtained  free  by  ad- 
dressing requests  to  this  Journal,  at  1200  East  Clay 
Street,  Richmond. 

A Study  to  Evaluate  Original  Serologic  Tests 

for  Syphilis. 

More  than  five  years  ago  the  Committee  on  Eval- 
uation of  Serodiagnostic  Tests  for  Syphilis,  in  co- 
operation with  the  United  States  Public  Health  Serv- 
ice, conducted  a study  to  evaluate  original  serologic 
tests  for  syphilis  or  modifications  thereof  in  the 
United  States. 

Consideration  is  now  being  given  by  the  Committee 
to  the  organization  of  a second  evaluation  study  of 
original  serologic  tests  for  syphilis  or  modifications 
thereof  within  the  next  year.  This  will  be  conducted 
utilizing  methods  comparable  to  those  employed  in 
the  first  study. 

Serologists  who  have  an  original  serologic  test  for 
syphilis  or  an  original  modification  thereof  and  who 
desire  to  participate  in  the  second  evaluation  study 
should  submit  their  applications  not  later  than  Oc- 
tober 1,  1940.  The  applications  must  be  accom- 
panied by  a complete  description  of  the  technic  of 
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the  author's  serologic  test  or  modification.  All  cor- 
respondence should  be  directed  to  the  Surgeon  Gen- 
eral, United  States  Public  Health  Service,  Washing- 
ton, D.  C. 

The  American  Academy  of  Ophthalmology 
and  Otolaryngology, 

An  organization  of  more  than  2,500  specialists 
in  diseases  of  the  eye,  ear,  nose  and  throat,  will  hold 
its  forty-fifth  annual  convention  in  Cleveland,  Oc- 
tober 6 to  11,  with  headquarters  at  the  Hotel  Cleve- 
land. 

In  addition  to  scientific  papers,  an  elaborate  series 
of  courses  is  presented  at  each  convention  to  bring 
the  members  up  to  date  in  their  chosen  fields.  More 
than  100  of  these  teaching  lectures  will  be  offered  this 
year. 

At  this  meeting,  the  Academy  will  honor  Dr. 
Secord  H.  Large,  Cleveland,  who  this  year  completes 
thirty  years  as  comptroller  of  the  organization. 

Immediately  following  the  Academy  meeting,  there 
will  be  a Pan-American  Congress  of  Ophthalmology, 
October  11  and  12,  which  eye  specialists  from  all  the 
Latin  American  countries  are  expected  to  attend. 

Dr.  Frank  Brawley,  Chicago,  is  president  of  the 
Academy  and  Dr.  Frank  R.  Spencer,  Boulder,  Colo., 
is  president-elect.  Dr.  William  P.  Wherry,  1500 
Medical  Arts  Building,  Omaha,  is  executive  secre- 
tary. 

Dr.  G.  R.  Elliott, 

Orange,  entered  upon  his  duties  as  president  of  the 
Lions’  Club  of  that  place,  early  in  July. 

Dr.  Carleton  Moorman 

Was  recently  named  a member  of  the  committee  on 
Community  Service  of  the  Rotar}-  Club  of  .Altavista. 

Members  of  Henry  County  School  Board. 

Dr.  Rowland  H.  Walker,  whose  home  is  just  out- 
side of  Martinsville,  has  been  named  a member  of 
the  Henr}-  County  School  Board  from  his  district. 

Dr.  D.  H.  ^lason  of  Ridgeway  is  also  a member 
of  this  Board. 

Dr.  E.  D.  Davis, 

Crozet,  was  recently  installed  as  second  vice- 
president  of  the  Lions’  Club  of  that  place. 

Dr.  George  M.  Hutto, 

Recently  located  in  .‘\lexandria,  is  now  on  active 
duty  with  the  U.  S.  Navy  Medical  Corps  at  Quantico. 


Examinations  of  American  Board  of  Ob- 
stetrics and  Gynecology. 

The  annual  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candidates  will 
be  held  in  various  cities  of  the  United  States  and 
Canada  on  Saturday,  January  4,  1941,  at  2:00  P.  M. 
Candidates  who  successfully  complete  the  Part  I ex- 
aminations proceed  automatically  to  the  Part  II  ex- 
aminations held  later  in  the  year. 

.Applications  for  admission  to  Group  B,  Part  I, 
examinations  must  be  on  file  in  the  Secretary’s  Office 
not  later  than  October  5,  1940. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 

Births. 

Dr.  and  Mrs.  James  .Asa  Shield  of  Richmond  are 
receiving  congratulations  upon  the  birth  of  twdn  sons 
on  July  20. 

For  Sale — 

^IcKesson  Recording  Metabolar.  Complete.  Prac- 
tically new.  .Address  “Metabolar”,  care  this  Jour- 
nal, 1200  East  Clay  Street,  Richmond.  (Adv.) 

Doctor  Wanted  as  City  Physician. 

Excellent  opportunity  for  eligible  young  doctor 
who  wishes  position  as  city  physician  in  a town  in 
eastern  Virginia.  Will  be  permitted  to  engage  in 
private  practice  as  far  as  his  official  duties  permit. 
Inquiries  should  be  addressed  to  “M.”,  care  Vir- 
ginia Medical  Monthly.  (Adv.). 


Obituary  Record 

Dr.  David  Nicol  Twyman 

Died  at  his  home  at  .Appomattox,  on  June  25,  after 
an  illness  of  several  months.  He  was  a native  of 
Madison  County  and  sixty-three  years  of  age.  Short- 
ly after  graduation  from  the  Medical  College  of 
Virginia  in  1905,  Dr.  Twjman  located  in  .Appomat- 
tox and  had  been  active  in  practice  as  well  as  in  civic 
affairs  there,  and  was  master  of  the  local  Masonic 
Lodge  in  1918.  He  was  a member  of  the  Medical 
Society  of  Virginia,  having  joined  just  after  gradua- 
tion in  medicine.  His  wife  and  three  children  sur- 
vive him. 

Dr.  Norborne  Page  Cocke 

Of  Charlottesville  died  at  his  home  in  that  place 
on  June  29.  He  was  sixty-tw'o  years  of  age  and  a 
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graduate  in  medicine  from  the  University  of  Vir- 
ginia in  1900.  After  interning  at  Johns  Hopkins 
Hospital,  Baltimore,  and  at  New  York  hospitals,  he 
located  in  Birmingham,  Ala.,  where  he  was  con- 
nected with  the  staff  of  the  Hillman  Hospital,  and 
did  not  return  to  Virginia  until  1937.  He  was  in  the 
medical  Corps  of  the  Army  during  the  World  War. 
Dr.  Cocke  joined  the  Medical  Society  of  Virginia 
shortly  after  his  return  to  Virginia  and  was  also  con- 
nected with  various  other  medical  organizations. 
Several  sisters  and  a brother  survive  him. 

Dr.  Francis  Randall  Hagner, 

Prominent  genito-urinary  surgeon  of  Washington, 
D.  C.,  died  unexpectedly  on  July  7,  at  the  age  of 
sixty-seven  years.  He  was  a graduate  in  medicine 
from  George  Washington  University  in  1894,  and 
sers'ed  on  its  medical  faculty  from  1905  to  1939.  He 
had  been  a member  of  the  Medical  Society  of  Vir- 
ginia since  1909  and  was  also  connected  with  a num- 
ber of  other  medical  organizations.  He  is  survived 
by  his  wife. 

Dr.  Benjamin  Robert  White, 

Since  1899  a practicing  physician  at  Strasburg, 
died  at  his  home  there  June  20,  after  a long  period 
of  bad  health.  He  was  graduated  in  medicine  from 
the  University  of  Maryland  in  1896  and  was  a mem- 
ber of  the  Medical  Society  of  Virginia  for  a number 
of  years.  Dr.  White  was  for  thirty-three  years  a di- 
rector of  the  Massanutten  bank  of  Strasburg  before 
being  named  its  president  in  1934.  In  addition  to 
other  activities,  he  was  a Mason.  His  wife  died  last 
April. 

Dr.  Alexander  L.  Martin,  Sr., 

Richmond,  died  on  June  24,  at  the  age  of  seventy- 
one  years.  He  studied  medicine  at  the  Medical  Col- 
lege of  Virginia,  from  which  he  graduated  in  1895, 
later  taking  graduate  work  in  surgery.  Dr.  Martin 
practiced  for  a time  in  Grayson  County,  before  mov- 
ing to  Richmond  about  thirty-three  years  ago.  His 
home  was  in  the  Highland  Park  section  of  the  city 
and  he  w'as  active  in  its  civic  affairs,  was  a Mason, 
and  held  membership  in  a number  of  other  fraternal 
organizations.  He  is  survived  by  his  wife,  a son. 
Dr.  A.  L.  Martin,  Jr.,  and  two  daughters. 

Dr.  John  Leonard  Jennings, 

Homeopathic  physician  of  Danville,  died  in  that 
city  on  July  7,  having  been  in  bad  health  some  time. 
He  was  sixty-four  years  of  age  and  studied  medicine 


in  Baltimore,  graduating  in  1900  and  had  practiced 
in  Danville  since  that  time.  Three  sons  survive  him. 

Dr.  Austin  Albert  Hayden, 

Secretary  of  the  Board  of  Trustees  of  the  American 
Medical  Association,  and  prominent  oto-laryngologist 
of  Chicago,  died  July  10,  having  been  ill  since  re- 
turning from  the  American  Medical  Association 
meeting  in  June. 

Resolutions  on  Dr.  Geisinger. 

In  the  passing  of  Dr.  Joseph  F.  Geisinger  on  April  IS, 
1940,  the  Manchester  Medical  Society  has  sustained  one 
of  the  heaviest  losses  in  the  history  of  the  organization. 

His  scientific  contributions  were  always  of  the  highest 
type  and  eloquently  presented,  and  his  wise  counsel 
could  always  be  depended  upon  as  one  of  the  best  guides 
in  shaping  the  activities  of  this  Society. 

Aside  from  his  brilliant  mental  equipment  he  was  en- 
dowed with  a rare  gift  of  speech,  and  a charming  per- 
sonality, all  of  which  were  wholly  dedicated  to  service 
for  the  betterment  of  mankind.  Besides  the  many  notable 
contributions  that  he  made  in  his  special  field  of  scien-  ’ 
tific  endeavor,  he  was  untiring  in  his  efforts  in  the  pro- 
motion of  numerous  other  activities  concerning  the  wel- 
fare of  his  city,  state  and  nation. 

Probably  his  most  monumental  achievement  outside  of 
his  activities  in  his  specialty  was  his  work  in  the  estab-  ] 
lishment  of  the  hospital  service  association.  A very  large 
measure  of  the  splendid  success  of  this  organization  was 
entirely  due  to  his  faithful  and  untiring  effort  in  working 
out  plans  for  its  operation.  Fortunately  he  lived  to  see 
the  beneficent  effects  of  this  fine  service  realized,  but 
he  was  not  content  to  rest  his  oars  at  the  completion  of 
this  arduous  task;  instead,  he  immediately  began  work 
on  a plan  to  provide  more  adequate  medical  care  for 
the  large  group  of  unfortunate  Individuals  in  the  low- 
income  class.  The  voluminous  accumulation  of  data  that 
he  collected  and  assembled  in  connection  with  this  prob- 
lem will  serv'e  to  indicate  the  large  and  faithful  service 
that  he  rendered  in  this  particular  field.  Words  com- 
pletely fail  when  an  attempt  is  made  to  pay  proper  tribute 
to  a life  such  as  his. 

Whereas:  A wise  Providence  has  seen  fit  to  remove 
from  our  midst  our  beloved,  faithful  friend  and  colleague. 

Dr.  Joseph  F.  Geisinger, 

Therefore  Be  It  Resolved,  that  we,  the  members  of 
the  Manchester  Medical  Society,  record  his  passing  with 
great  sorrow,  and 

In  the  death  of  Dr.  Geisinger  the  Medical  Profession 
has  lost  a most  highly  esteemed  and  useful  member  and 
the  community  one  of  its  most  outstanding  citizens,  and 

That  a copy  of  this  preamble  and  resolutions  be  spread 
upon  the  minutes  of  this  Society,  a copy  be  sent  to  the 
bereaved  family,  and  a copy  sent  to  the  Virginia  Medical 
Monthly. 

L.  W.  Apperson, 

Thos  D.  Jones, 

C hairrnan. 


every  infant’s  diet.  The  addition  of  carbohydrate  cannot  compensate 


Yes,  Some  Fats  Do  Upset  Them.  Yet  a proper  fat  is  an  essential  part  of 


Are  You 
FEEDING 


a Suitable 

FAT? 


for  the  absence  of  a sufficient  amount  of  a suitable  fat. 


SMA  fat  resembles  human  milk  fat — has  the  same  chemical  and  physical 
characteristics.  And  because  SMA  fat  is  like  human  milk  fat  the  SMA 
carbohydrate  is  lactose,  the  only  sugar  present  in  human  milk. 


The  percentages  of  fat,  protein,  carbo- 
hydrate and  ash  are  the  same  as  those  in 
human  milk  and  when  prepared  accord- 
ing to  the  physician’s  directions  SMA  is 
essentially  similar  to  human  milk. 


Therefore,  SMA  may  be  fed  to  normal 
full-term  infants  without  modification  or 
change  for  the  same  reason  that  it  is  not 
necessary  to  modify  human  milk. 


ISormal  infants  relish  SMA — digest  it  easily  and  thrive  on  it. 


S.M.A.  CORPOR.\TIO>  • 8100  McCORMICK  BOULEVARD  . CHICAGO,  ILL. 
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BRIEF  HISTORICAL  NOTES 

ON 

MEAD’S  CEREAL  AND  PABLUM 


Hand  in  hand  with  pediatric  progress,  the  introduction  of  Mead’s  Cereal 
in  1930  marked  a new  concept  in  the  function  of  cereals  in  the  child’s  dietary. 
For  150  years  before  that,  since  the  days  of  “pap”  and  “panada,”  there  had 
been  no  noteworthy  improvement  in  the  nutritive  quality  of  cereals  for 
infant  feeding.  Cereals  were  fed  principally  for  their  carbohydrate  content. 


The  formula  of  Mead’s  Cereal  was  designed 
to  supplement  the  baby’s  diet  in  minerals  and 
vitamins,  especially  iron  and  B^.  How  well  it 
has  succeeded  in  these  functions  may  be  seen 
from  two  examples: 

(1)  As  little  as  one-sixth  ounce  of  Mead’s 
Cereal  supplies  over  half  of  the  iron  and  more 
than  one-fifth  of  the  vitamin  B^  minimum 
requirements  of  the  3-months-old  bottle-fed 
baby.  ( 2)  One-half  ounce  of  Mead’s  Cereal 
furnishes  all  of  the  iron  and  two-thirds  of  the 
vitamin  B^  minimum  requirements  of  the 
6-months-old  breast-fed  baby. 

That  the  medical  profession  has  recognized 
rhe  importance  of  this  contribution  is  indi- 
cated by  the  fact  that  cereal  is  now  included  in 
the  baby’s  diet  as  early  as  the  third  or  fourth 


month  instead  of  at  the  sixth  to  twelfth  month 
as  was  the  custom  only  a decade  or  two  ago. 

In  1933  Mead  Johnson  & Company  went 
a step  further,  improving  the  Mead’s  Cereal 
mixture  by  a special  process  of  cooking,  which 
rendered  it  easily  tolerated  by  the  infant  and  at 
the  same  time  did  away  with  the  need  for 
prolonged  cereal  cooking  in  the  home.  The 
result  is  Pablum,  an  original  product  which 
offers  all  of  the  nutritional  qualities  of  Mead’s 
Cereal,  plus  the  convenience  of  thorough 
scientific  cooking. 

During  the  last  ten  years,  these  products 
have  been  used  in  a great  deal  of  clinical  in- 
vestigation on  various  aspects  of  nutrition, 
which  have  been  reported  in  the  scientific 
literature. 


Many  physicians  recognize  the  pioneer  efforts  on  the  part  of  Mead  Johnson 
& Company  by  specifying  Mead’s  Cereal  and  PABLUM. 


Pablum  is  a palatable  mixed  cereal  food,  vitamin  and  mineral  enriched,  composed  of  wheatmeal  (farina),  oatmeal,  cornmeal,  wheat 
embryo,  beef  bone,  brewers’  yeast,  alfalfa  leaf,  sodium  chloride,  and  reduced  iron. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 

The  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of  au- 
thoritative clinical  experience  as  Dextri-Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic. 

DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in 
preventing  their  reaching  unauthorized  persons.  Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 


* * p etrolagar 

Back  to  school  again  and  a life  of  lessened  activity 
that  is  likely  to  influence  normal  bowel  habits.  Dur- 
ing this  period  of  readjustment,  consider  the  use  of 
Petrolagar  Plain. 

Petrolagar  is  gentle,  but  thorough  and  may  be  pre- 
scribed for  all  ages  as  an  aid  to  restoration  of  normal 
bowel  habits.  Most  children  cooperate  willingly  be- 
cause Petrolagar  is  exceptionally  palatable  and  easy 
to  take  just  as  it  is,  or  in  milk,  water  or  fruit  juices. 


Prtrolncor , . . lAqttid  petrnlatum  63  cc.  vtunlsifierl 
trith  0.  i agar  in  a nienstmuni  to  tnako  100  cc. 


Petrolagar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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REMARKS  CONCERNING  SOME  OF  THE  ACTIVITIES  OF  THE 
MEDICAL  SOCIETY  OF  VIRGINIA— 1939-1940.* 
Presidential  Address. 

Hugh  H.  Trout,  M.D., 

Roanoke,  Virginia. 


It  is,  of  course,  my  pleasant  duty,  first  of  all,  to 
try  to  thank  the  members  of  the  ^ledical  Society  of 
^’irginia  for  the  honor  they  have  conferred  on  me  in 
having  elected  me  to  be  President  of  our  Society. 
It  is  a real  joy  for  me  to  tell  you  of  my  very  deep 
appreciation  of  this  misplaced  confidence  in  me. 
This  term  “misplaced  confidence”  is  employed  ad- 
visedly, for  I realize,  far  better  than  anyone  else, 
how  many  more  mistakes  I would  have  made,  than 
I have  made,  had  I not  had  the  able  guidance  of  our 
Secretary,  Miss  Agnes  V.  Edwards,  as  well  as  the 
assistance  from  the  Council  and  the  House  of  Dele- 
gates. 

I trust  you  will  pardon  me  for  being  quite  per- 
sonal now  and  telling  you  something  that  is  con- 
sidered to  be  a secret.  This  is  so  much  of  a secret 
that  I am  positive  that  the  person  most  concerned 
does  not  even  know  of  it.  The  Council  tells  our 
President  what  he  should  do  and  he  is  supposed  to 
do  it.  Miss  Edwards  is  not  supposed  to  tell  either 
the  Council  or  your  President  what  to  do,  but  she 
presents  the  facts  on  every  controversal  point  in  such 
a subtle  and  lucid  manner  that  even  your  President 
has  found  it  hard  to  make  many  mistakes.  It  has 
been  my  pleasant  privilege  during  the  passing  years 
to  have  been  associated  with  many  societies,  and 
therefore  with  many  secretaries,  some  women,  some 
men,  some  young,  some  old,  but  all  sufficiently  ex- 
perienced to  have  acquired  the  confidence  of  the  or- 
ganizations to  which  they  were  attached.  I want  to 
take  this  occasion  to  say  publicly  that  none  of  them 
has  equaled  in  any  respect  our  own  Secretary. 

This  reference  to  other  medical  organizations  gives 
me  an  excuse  for  the  giving  of  timely  advice  to  some 
of  our  younger  members.  .\n  honest  confession,  I am 

‘Address  of  President  presented  at  Joint  Meeting  of 
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Medical  Association  at  White  Sulphur  Springs,  W.  Va., 
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told,  is  usually  helpful.  In  other  words,  I am  frank 
to  state  that  up  to  several  years  ago  I had  not  taken 
the  interest  in  our  Society  that  I should  have.  Due 
to  my  contacts,  during  the  past  two  years,  with  the 
various  members  and  officers  of  our  Society,  I have 
reached  the  conclusion  that  an  intelligent  interest  in 
one’s  State  Society  is  the  most  broadening  and  valu- 
able experience  any  one  can  have.  Therefore,  the 
advice  I am  giving  the  younger  members  of  our  pro- 
fession is  to  take  a more  active  part  in  the  affairs  of 
your  State  Society.  Such  activity  will  probably  be  of 
some  aid  to  the  Society,  and  it  will  certainly  be  of 
great  benefit  to  the  individual  member. 

Meeting  jointly  this  year  with  one  of  the  “off- 
springs” of  the  “Old  Dominion”,  very  naturally 
brings  up  some  questions  in  genealogy.  First — is  this 
“offspring”  a daughter  or  a son?  Perhaps  we  should 
not  expect  our  doctor  friends  of  West  Virginia  to 
answer  this.  Personally,  I have  always  had  an  in- 
definite idea  that  West  Virginia  was  some  kind  of  a 
daughter  of  Virginia,  just  like  one  is  apt  to  think 
of  all  angels  as  being  females.  This  meeting  has  at 
least  shown  that  they  are  not  all  angels.  When  this 
Virginia  “offspring”  invited  us  to  join  her  in  the 
annual  meeting,  I noticed  from  the  letterhead  that  the 
Medical  Society  of  West  Virginia  was  organized  in 
April  1867.  Then  I noticed  from  our  own  letterhead 
that  the  Medical  Society  of  Virginia  was  organized 
in  1870.  Naturally  this  presented  to  my  mind  a 
problem  involving  illegitimacy.  While  I have  known 
a lot  of  illegitimate  children,  I do  not  recall  a case  or 
even  a record  of  a case  where  the  child  came  into  the 
world  three  years  before  the  mother  was  born.  In 
order  that  no  one  else  might  further  question  the 
legitimacy  of  the  IMedical  Society  of  West  Virginia, 
the  officers  of  the  Virginia  Medical  Society  with  the 
assistance  of  Dr.  Clarence  Porter  Jones  of  Newport 
News,  Virginia,  some  lawyers,  a few  pseudo  his- 
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torians  and  several  who  considered  themselves  gene- 
alogists established  the  following  facts: 

1st.  The  Medical  Society  of  Virginia  was  actually 
organized  in  1820 — not  1870. 

2nd.  On  January  2,  1824,  an  Act  to  incorporate 
the  Medical  Society  of  Virginia  passed  the  General 
Assembly. 

3rd.  The  last  meeting  prior  to  the  Civil  War  was 
held  in  Richmond  in  1858.  As  far  as  can  be  ascer- 
tained no  further  meetings  were  held  until  1870. 
This  is  the  explanation  as  to  why  for  so  many  years 
many  of  our  members  thought  that  the  Medical  So- 
ciety of  Virginia  was  organized  first  in  1870  instead 
of  fifty  years  before  that  date. 

From  this  }'Ou  can  see  that  the  Medical  Society  of 
Virginia  was  forty-seven  years  old  when  the  Medical 
Society  of  West  Virginia  was  born.  I will  admit 
this  is  a little  late  for  childbirth,  but  nevertheless 
we  are  very  proud  of  our  child,  especially  now  that 
all  question  of  illegitimacy  has  been  removed.  If 
anyone  here  should  even  now  feel  inclined  to  further 
question  the  relationship  of  the  two  State  Medical 
Societies,  it  might  be  advisable  to  refer  this  matter 
to  the  Bar  Associations  of  the  respective  states.  These 
two  Bar  Associations  are  following  the  example  set 
them  by  these  two  ISIedical  Societies,  and  holding  a 
joint  meeting  right  here  next  week. 

Having  referred  to  the  birth  of  the  Medical  So- 
ciety of  West  Virginia  naturally  brings  to  the  mind 
the  laws  regulating  the  right  of  our  citizens  to  enter 
a contract  of  marriage.  Starting  in  about  forty-eight 
hours  from  this  very  time,  Virginia  will  follow  the 
example  of  West  Virginia  in  trying  to  prevent  the 
propagation  of  diseased  children.  In  other  words, 
after  August  1,  1940,  no  couple  can  be  married  in 
Virginia  without  first  having  had  a blood  test  for 
syphilis.  If  the  test  of  either  one  of  the  contemplating 
contracting  parties  should  disclose  syphilis,  they  may 
still  be  married  in  Virginia,  but  only  after  both  parties 
possess  the  knowledge  of  the  presence  of  syphilis  and 
promise  to  take  proper  treatment  for  a sufficient 
length  of  time.  I personally  regret  that  the  Virginia 
law  in  this  respect  gives  such  an  option.  However, 
I am  sure  this  law,  even  as  it  will  soon  start  in  Vir- 
ginia, will  be  of  great  benefit  to  the  future  citizens 
of  our  State.  Our  Society  has  been  intelligently 
active  in  the  framing  and  passing  of  this  law.  As  a 
result  of  our  activity  and  investigation,  there  have 
been  seme  abusive  letters  received  by  your  President 
during  the  past  few  months.  When  these  letters  have 


been  received  from  a member  of  the  ministry  (and 
there  have  been  surprisingly  few  of  such)  I have 
made  it  a rule  to  ascertain  from  the  Clerk  of  the 
Court  of  the  locality  in  which  the  clergyman  lived, 
the  number  of  marriages  that  particular  minister 
performed  yearly  for  the  past  few  years.  The  in- 
formation obtained  from  the  Clerks  of  the  Courts  has, 
without  a single  exception,  shown  a tremendous  in- 
crease in  the  number  of  marriages  performed  in  Vir- 
ginia. This  increase  is  due  to  the  result  of  the  en- 
forcement of  this  law  in  the  neighboring  states.  This 
information  has  been  sent  to  the  complaining  minis- 
ter with  the  request  that  if  such  is  not  correct  to  let 
us  hear  further  from  him.  In  no  case  has  there  been 
any  further  correspondence. 

During  the  past  few  months  it  has  been  my  agree- 
able task  to  review  the  annual  addresses  of  many  of 
my  predecessors.  Such  a study  has  convinced  me  that 
to  refer  to  the  past  would  be  but  a repetition  of  what 
they  have  already  said  and  expressed  in  far  more 
gracious  language  than  I possess.  Therefore,  I feel 
it  is  imperative  that  the  few  remarks  I might  make 
should  be  confined  to  situations  right  at  hand. 

There  is  no  emergency  that  could  possibly  exist 
that  is  more  urgent  to  the  medical  profession  of 
America  than  the  situations  created  by  the  recent  de- 
velopments on  the  European  Continent.  If  we  want 
to  retain  our  liberty,  our  right  to  express  our  honest 
views,  even  our  desire  to  see  the  continuation  of 
medical  progress,  which  has  been  so  marked  in  our 
country,  then  we,  as  a profession,  will  have  to  or- 
ganize to  prevent  the  permeation  of  such  views  as 
now  exist  in  Europe  from  penetrating  throughout 
America,  and,  it  is  not  improbable  that  some  of  us 
here  will  be  called  on  to  give  our  lives  to  save  those 
views  which  we  as  Americans  have  cherished  and 
loved  for  so  many  years. 

There  is,  of  course,  much  confusion  in  this  country 
right  now  as  to  the  proper  course  for  us  to  pursue. 
A few  somewhat  amusing  situations  have  been  cre- 
ated, none  perhaj)s  more  interesting  than  the  one 
that  occurred  recently  in  New  York  during  the  meet- 
ing of  the  American  Medical  Association.  There, 
the  Federal  Government  asked  the  American  Medical 
Association  to  organize  its  members  so  that  they 
would  be  quickly  available  for  the  defense  of  this 
country.  Some  of  the  officers  of  the  American  Medi- 
cal Association  had  to  leave  the  convention  early  in 
order  to  appear  in  Washington  to  be  tried  by  the 
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same  Federal  Government  for  being  members  of  a 
so-called  “Medical  Trust”. 

As  you  know,  this  request  from  the  Federal  Gov- 
ernment met  with  a whole-hearted  response  from  the 
American  Medical  Association.  The  Committee  on 
Medical  Preparedness  with  one  of  our  invited  and 
honored  guests,  Dr.  Irvin  Abell,  as  Chairman,  was 
quickly  formed,  and,  of  course,  the  Medical  Society 
of  Virginia  is  very  an.vious  to  do  her  part  and  lend 
every  possible  assistance  to  this  National  Committee. 

I am  certain  also  that  the  Component  Societies 
of  our  State  Society  are  anxious  to  do  their  part  in 
any  program  established  by  this  Committee  on  Medi- 
cal Preparedness.  In  fact,  I feel  quite  sure  the  vast 
majority  of  our  membership  has  already  answered 
the  questionnaire  sent  out  by  this  committee. 

Following  the  last  World  War,  many  doctors  re- 
turned to  their  homes  after  a military  e.xperience  to 
find  that  some  of  their  contemporaries  who  had  re- 
mained at  home  during  their  absence  had  accumu- 
lated considerable  money  and  some  of  their  prac- 
tices. Most  of  these  men  who  remained  at  home  had 
done  so  through  no  choice  of  their  own,  but,  I regret 
to  state  that  some  of  them  had  evaded  service  to 
their  country  by  means  of  legal  and  other  technicali- 
ties. The  Medical  Society  of  Virginia  through  its 
House  of  Delegates  is  trying  to  find  some  plan  to 
equalize  this  financial  loss  by  some  and  gain  by 
others.  I doubt  if  any  very  workable  plan  can  be 
formed,  but  certainly  a frank  discussion  of  this  sub- 
ject might  lessen  the  number  of  abuses  that  occurred 
during  the  last  War. 

In  event  of  the  continuation  of  the  present  national 
emergency,  none  of  us  know  what  will  be  the  future 
of  our  profession.  Unless  we  solve  our  own  problems 
in  the  manner  which  we  know  from  actual  practice, 
to  be  best,  then  the  large  chances  are  the  Federal 
Government,  regardless  of  who  is  elected  President, 
is  going  to  impose  on  us  some  regulations  which, 
based  on  theory,  will  not  be  practical  in  America. 
I think  most  of  us  feel  that  following  this  War  there 
will  be  introduced  into  America  some  type  of  so- 
called  “Socialized  Medicine”  but  very  few  of  us 
agree  as  to  what  we  mean  when  we  use  this  term. 
We  all  look  with  many  an  apprehension  at  the  vari- 
ous plans  advocated  by  the  theorists,  who  do  not  have 
the  background  of  a personal  practical  experience. 
The  creation  of  the  position  of  Legal  Councilor  for 
the  Medical  Society  of  Virginia  is  one  that  is  urgent- 


ly needed  and  I hope  the  House  of  Delegates  will 
arrange  for  same  at  this  meeting. 

We  have  all  watched  with  some  degree  of  appre- 
hension the  manner  the  so-called  Fifth  Column  of 
the  Nazi  Government  has  preceded  the  actual  mili- 
tary invasion  of  those  countries  which  Germany  has 
conquered.  It  is  important  to  realize  that  the  activi- 
ties of  this  so-called  Fifth  Column  have  e.xtended 
within  the  ranks  of  our  profession  in  those  invaded 
nations.  It  might  be  wise  to  watch  for  such  activities 
within  our  own  ranks  within  this  country.  Many  of  us 
have  regarded  certain  of  the  recent  trends  in  medical 
practice  as  possibly  having  obtained  their  origin  and 
their  inspiration  from  what  most  of  us  regard  as  un- 
healthy European  conditions.  If  any  of  us  enter- 
tains the  views  that  the  introduction  of  such  practices 
in  America  would  help  the  progress  of  our  profession, 
the  cure  of  such  a mental  attitude  can  be  found  in  a 
visit  to  any  one  of  those  countries,  and  a study  of  the 
plight  of  the  patient  and  doctor  there. 

During  the  past  year,  your  Society  has  been  able  to 
assist  in  finally  combining  the  efforts  in  the  fight 
against  cancer  into  one  agency.  You  will  recall  that 
previously  there  were  five  agencies  working  some- 
what at  ends.  Now  that  all  such  activities  are  com- 
bined under  the  able  leadership  of  our  chairman  of 
the  Cancer  Committee  of  the  IMedical  Society  of 
Virginia,  Dr.  E.  P.  Lehman,  I feel  confident  that 
the  efforts  being  made  to  control  cancer  in  Virginia 
will  progress  more  smoothly  and  effectively  than 
previously.  As  a large  part  of  this  progress  depends 
on  the  education  of  both  the  profession  and  the  laity, 
every  member  of  our  Society  has  a definite  obligation 
to  disseminate  correct  information  concerning  cancer. 

The  Postgraduate  Educational  Program  is  pro- 
gressing in  accordance  with  the  foundations  so  well 
established  a number  of  years  ago  by  the  officers  of 
your  Society  during  the  presidency  of  Dr.  J. 
Preston.  I am  sure  we  can  depend  on  both  of  our 
State  Medical  Schools  to  continue  this  vitally  neces- 
sary work. 

It  has  been  suggested  that  continued  membership 
in  the  Medical  Society  of  Virginia  be  not  only  de- 
jjendent  on  the  payment  of  dues,  but  also  on  certain 
yearly  attendance  to  medical  meetings,  and  post- 
graduate courses.  Many  of  us  feel  membershij)  in 
any  organization  is  more  appreciated  if  some  in- 
dividual effort  is  made  a prerequisite  for  the  con- 
tinuation of  such  an  association.  However,  it  is  quite 
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questionable  if  compulsory  intellectual  effort  in 
adults  is  ever  justified  or  successful. 

For  a number  of  years  the  care  of  the  mentally  sick 
in  the  State  of  Virginia  has  not  been  what  it  should 
have  been.  The  creation  of  the  State  Hospital  Board 
with  Dr.  Hugh  C.  Henry  as  Director  has  proven  a 
wonderful  step  forward  and  we  have  a right  to  ex- 
pect, and  we  feel  confident  under  his  guidance  the 
treatment  of  these  patients  will  now  improve  from 
year  to  year.  Before  much  improvement  can  be  made, 
however,  the  influence  of  politics  will  have  to  be 
eliminated  and  whether  such  can  be  accomplished  in 
a democracy  or  not  is,  at  least,  a debatable  question. 
Dr.  Henry  and  his  co-workers  will  appreciate  any 
member  of  this  Society  reporting  to  him  any  abuses 
of  which  he  might  have  knowledge  or  suggestions 
which  he  might  consider  to  be  helpful. 

Virginia  has  a right  to  be  proud  of  her  record  as 
regards  the  care  of  her  citizens  who  have  developed 
tuberculosis.  Even  in  this  field  there  are  still  many 
problems  to  be  solved,  but  we  all  feel  every  confi- 
dence in  Dr.  I.  C.  Riggin  and  the  Department  of 
Health.  For  some  reason  or  reasons  this  department 
of  the  State  Government  apparently  has  not  been  en- 
cumbered by  the  restraining  influence  of  politics. 
Perhaps  I might  even  suggest  that  they  are  “master 
politicians”.  In  fact,  I do  make  that  as  an  assertion, 
provided  you  are  willing  to  accept  my  definition  of  a 
“master  politician”,  namely  one  who  does  his  job 
so  effectively  that  even  the  politicians  cannot  success- 
fully attack  his  methods  or  his  results.  Here  too,  we 
as  individuals,  can  be  of  assistance.  I doubt  if  very 
many  of  us  realize  that  while  the  Health  Department 
of  the  State  of  Virginia  is  held  responsible  for  the 
healtli  condition  of  the  entire  State,  they  are  not  given 
any  voice  in  the  selection  of  the  various  city  health 
officers.  Of  course,  the  city  fathers  of  each  city  feel 
if  they  are  going  to  pay  a man  his  salary  they  should 
have  the  right  to  select  that  man.  There  is  much 
justice  to  this  state  of  affairs,  but  there  certainly 
should  not  be  any  objection  to  the  requirement  that  a 
city  health  officer  should  be  only  selected  from  a list 
of  qualified  applicants  submitted  by  the  State  De- 
partment of  Health.  We  as  individual  members  can 
and  should  inform  our  members  of  the  House  and 
the  Senate  of  this  situation  and  ask  for  their  aid  in 
correcting  this  matter. 

It  is  my  very  deliberate  and  considered  opinion 
that  the  Medical  Society  of  Virginia  should  take  some 
definite  steps  to  aid  the  negro  doctor  in  our  State. 


I do  not  feel  they  even  desire  social  equality  which 
some  of  our  members  might  think  they  do,  but  I do 
know  they  want  the  right  to  hear  scientific  papers,  to 
use  our  libraries,  to  have  the  protection  of  member- 
ship in  the  American  Medical  Association,  and  to 
be  given  a chance  to  have  some  of  the  many  pro- 
fessional advantages  we  of  our  race  now  enjoy.  They 
are  asking  for  and  they  need  'our  help,  and  it  would 
help  each  one  of  us,  were  we  to  show  our  apprecia- 
tion of  the  good  work  they  have  done,  by  arranging 
to  give  them  now  the  assistance  they  have  so  well 
merited. 

Even  to  mention  the  question  of  birth  control  usu- 
ally brings  forth  a flood  of  oratory;  however,  I will 
refrain  from  any  attempts  at  such,  but,  in  order  to 
make  this  annual  report  to  you  somewhat  complete, 
will  state  I am  convinced,  after  a study  in  other 
states,  that  this  is  a subject  which  should  not  be,  for 
the  present  at  least,  made  a responsibility  of  the 
State  Department  of  Health. 

The  “Chiropractors”,  “Naturopaths”,  etc.,  are  still 
in  existence,  and  I presume  some  such  “cults”,  w'hose 
main  objective  is  the  extraction  of  money  from  the 
sick,  will  continue  always  to  be  just  another  prob- 
lem of  our  profession  to  watch  and  see  that  they  do 
not  endanger  too  greatly  the  health  of  our  citizens. 
Perhaps  these  parasites  are  not  vicious  or  malicious, 
but  they  are  certainly  ignorant  and,  therefore, 
dangerous  to  the  health  of  any  community.  At- 
tempts wnll  continue  to  be  made  to  legalize  such 
“cults”  each  time  the  General  Assembly  meets.  No 
compromise  with  a vice  or  an  evil  has  ever  been  a 
w'ise  legal  or  moral  procedure.  For  this  reason,  I 
know  we  can  trust  the  members  of  both  the  Legis- 
lature and  the  Senate  not  to  place  this  additional 
burden  on  the  Department  of  Health  in  their  efforts 
to  prevent  epidemics,  to  control  cancer  and  to  pre- 
serve the  health  and  welfare  of  our  Commonwealth. 

The  Graduate  Nurses  also  have  their  troubles. 
Chief  amongst  which  is  the  lack  of  proper  nursing  in 
rural  communities.  The  Medical  Society  of  Virginia 
is  ready  and  anxious  to  help,  but  is  unable  to  do  so 
until  the  time  comes  when  the  Nurses’  E.xamining 
Board  presents  some  definite  plan  for  the  correction 
of  this  defect  in  their  educational  program.  We  have 
been  assured  by  this  Board  that  they  are  now  mak- 
ing a survey  of  this  situation  both  in  Virginia  and  in 
other  states  and  will  have  some  concrete  suggestions 
before  the  meeting  of  the  next  General  Assembly. 

Mrs.  H.  A.  Latane,  President  of  the  Woman’s 
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Auxiliary  to  the  Medical  Society  of  Virginia,  in  her 
Annual  Report  made  the  statement  that  her  organi- 
zation has  continued  to  make  “a  better  fellowship 
between  physicians  and  physicians’  wives”.  May 
success  continue  to  crown  their  efforts,  and  may  we 
doctors  make  a better  effort  to  be  better  husbands  of 
the  best  wives  on  the  earth. 

Virginia  has  the  right  and  is  proud  of  the  record 
which  has  been  made  by  Dr.  H.  C.  Givens  and  the 
State  Veterinary  Department  in  the  control  of  Tu- 
berculosis and  Undulant  Fever  in  the  milk  cattle  of 
the  State.  Our  profession  would  be  very  derelict  in 
her  duty  if  we  failed  to  acknowledge  our  gratitude 
to  these  co-workers  of  ours  for  the  control  of  tuber- 
culosis in  cattle,  thereby  accomplishing  almost  the 
entire  elimination  of  tuberculosis  of  the  hip  and 
other  bones,  as  well  as  disappearance  of  the  old 
tubercular  glands  of  the  neck  in  our  children,  which 
we  surgeons  remember  with  so  much  sorrow. 

The  Veterinary  Department  of  the  State  of  Vir- 
ginia has  led  the  entire  United  States  in  the  program 
for  the  elimination  of  Bang’s  Disease  in  cattle,  and 
I believe  we,  as  medical  men,  will  soon  be  able  to 
thank  them  for  the  disappearance  of  undulant  fever 
in  the  human  being. 

In  an  address  of  this  nature,  one  necessarily  has 
to  deal  largely  in  generalities.  However,  tonight  I 
want  with  all  the  force  I can  command  to  deal  spe- 


cifically with  one  generality.  That  generality  con- 
cerns the  dangers  of  an  easy  going  neutrality  to  the 
vital  affairs  of  life.  By  this  I do  not  intend  to  refer 
to  advisability  of  the  United  States  Government 
either  taking  sides  for  or  against  the  English  or  the 
German  nations,  though,  I personally  frankly  find 
it  difficult,  if  not  impossible,  to  wean  myself  from 
the  side  of  the  people  who  speak  and  think  as  I do. 
There  is  only  one  certain  ending  to  this  War,  and 
that  is  that  the  standards  of  living  in  America  are 
going  to  be  lowered,  no  matter  how  this  war  might 
terminate.  With  this  lowering  of  our  standards,  we, 
as  a profession,  must  recognize  the  dangers  of  not 
being  neutral  to  any  change  which  might  mean  an 
invasion  or  curtailment  of  medical  progress  in  this 
country. 

This  is  neither  the  time  nor  the  place  for  any  dis- 
cussion of  the  details  as  to  how  such  a catastrophy 
can  and  should  be  prevented.  However,  there  is  one 
ver}'  definite  theory  to  which  every  one  of  us  should 
subscribe  and  that  is  in  a belief  that  there  is  and 
must  be  some  Power  higher  than  man,  state,  govern- 
ment or  group  of  nations.  Without  such  a firm  foun- 
dation all  theories  of  Government  or  types  of  practice 
of  medicine  must  and  will  fail.  Civilization  looks  to 
us  as  members  of  a learned  and  honored  profession 
to  help  preserve  such  a theor}’,  and  this  is  a subject 
on  which  we  cannot  and  should  not  be  neutral. 


EVALUATION  STUDY  OF  SERODIAGNOSTIC  TESTS  FOR  SYPHILIS 
AS  PERFORMED  IN  THIRTY  LABORATORIES  IN  VIRGINIA. 


I.  C.  RigGIN,  ^I.D.,  State  Health  Commissioner, 

E.  AI.  Holmes,  Jr.,  ^I.D.,  Director,  Division  of  Venereal  Disease  Control, 
Otis  L.  Anderson,  Passed  Assistant  Surgeon,  U.  S.  Public  Health  Service, 
A.  CorPENING,  Director  of  Laboratories, 

■ and 

Elsie  Eoxh.ALL,  Assistant  Serologist, 

State  Health  Department,  Richmond,  Virginia. 


During  1937  a survey  to  obtain  information  rela- 
tive to  the  availability  and  type  of  procedures  em- 
ployed for  the  diagnosis  of  syphilis  was  conducted  by 
questionnaire  in  fifty  laboratories  throughout  the 
State.  Laboratories  from  which  this  information  was 
obtained  included  those  conducted  privately  by  phy- 
sicians, technician  serologists,  hospitals,  and  by  State 
and  local  health  departments. 

Since  considerable  dependence  is  placed  upon  the 
result  of  serodiagnostic  tests  for  syphilis,  it  was  felt 
that  some  method  should  be  made  available  whereby 


these  laboratories  could  determine  the  efficiency  with 
which  they  were  performing  these  examinations. 

Such  a procedure  was  available  to  State  labora- 
tories but  had  not  been  recommended  for  general  ap- 
plication to  all  laboratories.  The  pioneer  work  in 
developing  a method  for  the  evaluation  of  serodiag- 
nostic tests  for  syphilis  was  undertaken  in  1934  by  a 
committee  whose  membership  consisted  of  two  clini- 
cal pathologists  appointed  by  the  American  Society  of 
Clinical  Pathologists,  two  syphilologists,  and  two 
officers  of  the  United  States  Public  Health  Service. 
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Subsequently  this  committee  recommended  that  the 
Surgeon  General  of  the  United  States  Public  Health 
Service  invite  the  health  officers  of  the  forty-eight 
states  and  the  District  of  Columbia  to  participate  in 
an  evaluation  study.  The  purpose  of  this  study  was 
to  determine  the  efficiency  of  the  performance  of  the 
various  tests  for  syphilis  as  carried  out  in  the  various 
State  Health  Department  laboratories.  At  the  con- 
clusion of  this  study,  the  committee  made  several 
recommendations.  Among  others,  they  advised  that 
advantage  be  taken  of  this  system  of  comparative  ex- 
amination and  that  an  annual  invitation  be  extended 
by  the  United  States  Public  Health  Service  to  all 
state  laboratories. 

In  1938  a meeting  of  laboratory  directors  and 
serologists  was  held  in  Hot  Springs,  Arkansas,  under 
the  auspices  of  The  Committee  on  Evaluation  of 
Serodiagnostic  Tests  for  Syphilis  and  the  United 
States  Public  Health  Service.  The  purpose  of  the 
meeting  was  to  consider  means  and  methods  to  im- 
prove and  make  more  available  serodiagnostic  tests 
for  syphilis.  A recommendation  was  presented  and 
adopted  at  this  meeting,  suggesting  that  state  health 
department  laboratories  serve  in  the  capacity  of  con- 
trol laboratories  in  evaluating  the  efficiency  of  sero- 
logic testing  as  performed  by  laboratories  within  the 
state,  providing  the  state  laboratory  had  in  previous 
studies  attained  a satisfactory  standard  of  efficiency. 

In  March  1939  an  invitation  was  extended  by  the 
Virginia  State  Health  Department  to  all  of  the  lab- 
oratories in  the  State  to  participate  in  a serologic 
evaluation  study.  In  this  invitation  attention  was 
called  to  the  recent  passage  by  the  General  Assembly 
of  the  Marriage  Examination  Law,  which  statute  re- 
quires all  persons  desiring  to  obtain  a marriage  li- 
cense first  to  have  performed  on  themselves  a sero- 
logic test.  Under  this  new  legislation,  the  examina- 
tion of  blood  specimens  is  limited  to  those  labora- 
tories which  are  approved  for  this  purpose  by  the 
State  Health  Commissioner.  Naturally  before  such 
approval  can  be  granted,  the  laboratory  must  have 
attained  a satisfactory  standard  of  efficiency  in  the 
performance  of  such  serodiagnostic  tests  for  syphilfs 
as  are  carried  by  that  laboratory.  Following  the  ])re- 
cedent  set  by  other  states  having  marriage  examina- 
tion laws,  it  was  decided  that  the  standard  of  effi- 
ciency would  be  determined  by  a serologic  evaluation 
study  similar  to  those  conducted  by  the  United  States 
Public  Health  Service. 

Thirty  laboratories  accepted  the  invitation  to  par- 


ticipate in  the  evaluation  study.  Two  additional 
laboratories  were  included;  namely,  the  Lb  S.  Public 
Health  Service  Research  Laboratorj'  at  Staten  Island, 
New  York,  and  the  central  Richmond  laboratory  of 
the  Virginia  Department  of  Health,  both  of  wdiich 
served  in  the  capacity  of  control  laboratories. 

A total  of  approximately  390,000  serologic  ex- 
aminations are  performed  annually  by  sixty-seven 
laboratories  in  Virginia  (including  the  Richmond 
laboratory  conducted  by  the  State  Department  of 
Health).  Thirty  of  the  laboratories  included  in  this 
study  performed  200,000  of  these  examinations,  and 
in  addition  171,000  were  performed  by  the  State 
Department  of  Health.  Therefore,  the  scope  of  this 
study  includes  those  laboratories  performing  95  per 
cent  of  the  annual  number  of  serodiagnostic  tests 
for  syphilis  made  in  the  State. 

Types  of  Examination 

Thirteen  laboratories  requested  an  evaluation  of 
the  Kahn  standard  test  only;  three  the  complement 
fixation  and  Kahn;  three  the  complement  fixation 
only;  two  the  Kahn  and  Kline  microscopic;  two  the 
complement  fi.xation,  Kahn  and  Kline;  one  the  Kline; 
one  the  Laughlin;  one  the  complement  fixation  and 
Laughlin;  one  the  complement  fixation,  Kline  and 
Eagle  Microscopic;  one  the  complement  fixation, 
Kline  and  Laughlin.  Eighteen  laboratories  entered 
one  test  in  the  study,  nine  laboratories  two  dests,  and 
three  laboratories  three  tests. 

Selection  of  Donors 

For  the  purpose  of  this  study  fifty-five  specimens 
of  blood  were  obtained  from  presumably  non- 
syphilitic donors.  Internes,  resident  physicians,  and 
nurses  served  as  donors  for  this  group.  One  hundred 
eleven  specimens  of  blood  were  obtained  from  syphi- 
litic donors.  The  number  of  blood  specimens  ob- 
tained from  syphilitic  donors  according  to  the  stage 
of  the  disease  was  as  follows:  primary  syphilis  three; 
secondary  syphilis  six;  early  latent  syphilis  twenty; 
late  latent  syphilis  forty;  cardiovascular  syphilis 
thirty-two;  neurosyphilis  ten. 

Preparation — Materials 

Thirty  cc.  syringes  were  utilized,  employing  six- 
teen gauge  one  and  five-eighth  inch  Unger  tjqie 
transfusion  needles.  Syringes  and  needles  were 
washed  thoroughly,  rinsed  in  95  per  cent  alcohol, 
allowed  to  dry  and  then  separately  wrapped  in  paper 
and  sterilized  with  hot  air  at  160°  for  four  hours. 
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Corked  specimen  tubes  of  6.5  cc.  capacity  were 
sterilized  and  then  labeled  in  such  manner  that  blood 
e.xpelled  into  the  tube  at  a level  ev’en  with  the  lower 
edge  of  the  label  would  equal  5 cc. 

Boards  twenty-six  inches  long,  four  inches  wide 
and  two  and  one-half  inches  deep  were  made.  Seven- 
teen holes  were  bored  in  each  board  into  which  speci- 
men tubes  could  be  placed.  The  depth  of  the  holes 
was  regulated  so  that  specimen  tubes  filled  with  blood 
to  a level  with  the  top  of  the  board  would  contain 
3 cc.  Two  such  boards  supporting  thirty-four  speci- 
men tubes  were  employed  for  receiving  blood  from 
each  donor. 

Collection  of  Specimen 

Specimens  of  whole  blood  were  furnished  all  lab- 
oratories. Seventeen  laboratories  requested  5 cc.  and 
fifteen  3 cc.  of  blood.  Not  less  than  140  cc.  of 
blood  was  obtained  from  each  donor,  allowing  a 
minimum  of  10  cc.  for  two  extra  specimens  in  the 
event  of  breakage,  or  spilling  of  blood  during  the 
process  of  distributing  it  into  the  several  specimen 
tubes. 

Staff  members  of  the  Medical  College  of  Virginia 
Out-Patient  Syphilis  Clinic  collected  the  specimens 
of  blood  four  afternoons  each  week  and  at  two  eve- 
ning clinic  hours.  Four  to  ten  donors  were  bled  at 
the  time  of  each  collection.  Four  assistants  aided 
the  physician  in'  securing  the  blood.  One  assistant 
received  histories  and  prepared  cards  with  the  donor’s 
name  and  number.  Specimen  tubes  were  placed  in 
the  board  prior  to  the  bleeding  and  the  above  cards 
identifying  the  specimen  attached  by  a thumb  tack, 
to  each  of  the  two  required  boards.  Five  syringes 


and  one  transfusion  needle  were  used  in  securing  the 
specimen  blood  from  each  donor.  A second  assistant 
handled  the  syringes  for  the  physician,  while  two 
other  assistants  filled  the  specimen  tubes.  After  the 
tubes  were  properly  filled  with  the  donor’s  blood, 
they  were  re-corked,  removed  from  the  boards  and 
placed  in  a box  containing  the  donor’s  name  and 
number.  Removal  of  the  specimens  from  boards  to 
box  was  done  before  subsequent  donors  were  bled. 

Mailing 

The  individual  boxes  containing  the  specimens  of 
donors’  blood  were  transported  to  the  State  labora- 
tory (same  city  in  which  specimens  were  collected) 
and  the  proper  donor’s  number  placed  on  each  tube. 
A specimen  was  then  selected  from  each  donor’s  box, 
packed  with  cotton  and  corrugated  paper  and  placed 
into  previously  labeled  mailing  containers.  All  speci- 
mens were  forwarded  by  special  delivery  mail. 

Result  of  Study 

During  the  course  of  the  study,  a total  of  5,152 
specimens  of  blood  were  distributed.  Of  this  num- 
ber the  following  specimens  were  found  to  be  un- 
satisfactory; si.xty-one  broken  in  the  mail,  fourteen 
hemolyzed,  twenty-two  anticomplementary,  one  in- 
sufficient serum,  fourteen  cloudy.  The  examination 
results  of  six  specimens  were  not  reported. 

In  evaluating  the  efficiency  with  which  the  par- 
ticipating laboratories  performed  the  e.xaminations, 
only  specimens  actually  examined  and  reported  were 
used  in  the  percentage  rating  calculations.  Comple- 
ment fixation  tests  reported  as  anticomplementary 
were  not  included. 


Results  of  Co.mplement-Fix.'^tion  Procedures  in  Evaluation  of  Serodiagnostic  Methods  Based  Upon  Results  on 


Sera  from 

111  KNOWN  Syphilitic 
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AND  54 
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Non-Syphilitics 

Serologic 
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Sensitivity 
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Specificity 
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Specimens 
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Speci.viens 

Positive 

Doubtful 
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Rating 

Laboratory 

Examined 

Reports 

Reports  Reports 

IN  % 

Examined 

Reports 

Reports 
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IN  % 

*Control 

Laboi  atory 

104 

87 

6 

11 

86.5 

52 

0 

0 

52 

100.0 

3 

no 

62 

2 

46 

57.2 

54 

0 

0 

54 

100.0 

10 

111 

45 

18 

48 

48.6 

54 

0 

0 

54 

100.0 

14 

108 

63 

20 

25 

67.6 

53 

0 

3 

50 

97.2 

16 

no 

31 

18 

61 

36.4 

54 

0 

0 

54 

100.0 

17 

106 

44 

1 

61 

42.0 

54 

1 

0 

53 

98.1 

18 

101 

54 

0 

47 

53.5 

54 

2 

0 

52 

96.3 

21 

109 

64 

15 

30 

65.6 

53 

0 

0 

53 

100.0 

24 

108 

86 

6 

16 

82.4 

54 

0 

0 

54 

100.0 

25 

111 

47 

19 

45 

50.9 

54 

0 

0 

54 

100.0 

26 

103 

76 

12 

15 

79.6 

54 

1 

0 

53 

98.1 

27 

106 

94 

5 

7 

91.0 

53 

0 

0 

53 

100.0 

28 

111 

29 

13 

69 

32.0 

54 

0 

0 

54 

100.0 

32 

109 

94 

10 

5 

90.8 

54 

0 

0 

54 

100.0 
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Results  of  Diagnostic  Flocculation  Procedures  in  Evaluation  of  Serodiagnostic  Methods 


Kahn- 
Standard 
Serologic 
Tests  per- 
formed AND 

Sensitivity 
Syphilitic  Group 

Specificity 

Presumably  Normal  Group 

Code  No.  of 

Specimens 

Positive 

Doubtful 

Negative 

Rating 

Exa.mined 

Reports 

Reports 

Reports 

Rating 

Laboratory 

Examined 

Reports 

Reports 

Reports 

IN  % 

Specimens 

Positive 

Doubtful 

Negative 

IN  % 

tControl 

Laboratory 

111 

78 

28 

5 

82.9 

54 

0 

0 

54 

100.0 

1 

102 

69 

1 

32 

68.1 

47 

0 

1 

46 

98.9 

2 

107 

35 

3 

69 

34.1 

51 

0 

0 

51 

100.0 

3 

111 

80 

11 

20 

77.0 

54 

0 

0 

54 

100.0 

4 

108 

49 

4 

55 

47.2 

54 

0 

1 

53 

99.1 

5 

83 

25 

4 

54 

32.5 

35 

3 

3 

29 

87.1 

6 

no 

85 

16 

9 

84.5 

54 

0 

0 

54 

100.0 

7 

no 

80 

6 

24 

75.5 

53 

0 

0 

53 

100.0 

8 

no 

68 

0 

42 

61.8 

52 

0 

0 

52 

100.0 

9 

no 

71 

23 

16 

75.0 

54 

0 

0 

54 

100.0 

11 

103 

43 

26 

34 

54.4 

53 

0 

0 

53 

100.0 

12 

no 

86 

1 

23 

78.6 

54 

0 

0 

54 

100.0 

14 

108 

50 

22 

36 

56.5 

53 

0 

0 

53 

100.0 

15 

no 

60 

10 

40 

59.1 

49 

0 

0 

49 

100.0 

16 

111 

32 

32 

47 

43.2 

54 

0 

0 

54 

100.0 

18 

103 

55 

3 

45 

54.9 

51 

1 

0 

50 

98.0 

19 

109 

56 

0 

53 

51.4 

54 

0 

0 

54 

100.0 

22 

109 

43 

12 

54 

45.0 

54 

0 

0 

54 

100.0 

23 

no 

75 

2 

33 

69.1 

54 

2 

1 

51 

95.4 

a27 

111 

98 

1 

12 

88.7 

53 

0 

0 

53 

100.0 

28 

111 

48 

7 

56 

46.4 

54 

0 

0 

54 

100.0 

29 

106 

87 

12 

7 

87.7 

53 

0 

0 

53 

100.0 

30 

109 

33 

5 

71 

32.6 

54 

0 

0 

54 

100.0 

31 

108 

85 

12 

11 

84.3 

54 

0 

2 

52 

98.1 

Kline 
Diagnostic 
Serologic 
Tests  per- 
formed AND 
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Syphilitic  Group 

SpEciFicm- 

Presumably  Normal  Group 

Code  No.  of 

Speclmens 

Positive 

Doubtful 

Negative 

Rating 
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Positive 

Doubtful 
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Rating 

Laboratory 
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Reports 

Reports 

Reports 

IN  % 

Exa.mined 

Reports 

Reports 

Reports 

IN  % 

^Control 

Laboratory 

106 

89 

9 

8 

88.2 

54 

0 

0 

54 

100.0 

2 
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35 

2 

70 

33.6 

51 

0 

0 

51 

100.0 

3 

111 

93 

1 

17 

84.2 

54 

1 

1 

52 

97.2 

4 

no 

91 

8 

11 

86.4 

54 

0 

4 

50 

96.3 

bl3 

no 

99 

4 

7 

91.8 

52 

4 

1 

47 

91.3 

17 

107 

50 

9 

48 

50.9 

54 

2 

1 

51 

95.4 

20 

109 

92 

8 

9 

88.1 

53 

1 

2 

50 

96.2 

24 

108 

88 

13 

7 

87.5 

54 

0 

0 

54 

100.0 

c24 

108 

89 

13 

6 

88.4 

54 

0 

0 

54 

100.0 

b26 

111 

89 

5 

17 

82.4 

54 

0 

0 

54 

100.0 

129 

106 

100 

4 

2 

96.2 

54 

0 

3 

51 

97.2 

*U.  S.  Public  Health  Service  Venereal  Disease  Research  Laboratory. 
tLaboratory  of  Virginia  State  Health  Department. 

JU.  S.  Public  Health  Service  Venereal  Disease  Research  Labora- 
tory.. 


a — Hinton  Test  Results  compared  Avith  Kahn  Standard, 
b — Laughlin  Test  Results  compared  with  Kline  Diagnostic, 
c — Eagles’  Microscopic  Test  compared  with  Kline  Diagnostic. 

1 — Kline  Exclusion,  U.  S.  Public  Health  Service  Venereal  Disease 
Research  Laboratory. 


In  estimating  the  specificity  ratings  from  non- 
syphilitic donors,  full  demerits  were  given  for  posi- 
tive reports  and  half  demerits  were  given  for  doubt- 
ful reports. 

The  determination  of  sensitivity  ratings  on  111 
specimens  of  blood  from  syphilitic  donors  was  cal- 
culated on  the  basis  of  crediting  one  point  for  each 


positive  and  one-half  point  for  each  doubtful  report. 

A specificity  rating  of  99  per  cent  and  sensitivity 
rating  within  10  per  cent  of  that  of  the  control  lab- 
oratory is  considered  by  the  U.  S.  Public  Health 
Service  as  satisfactory  test  performance.  At  satis- 
factory specificity  rating  in  this  survey  is  98  per  cent. 
This  is  commensurate  with  the  specificity  rating  cited 
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above,  inasmuch  as  one-half  the  number  of  non- 
syphilitic specimens  were  submitted  to  laboratories 
for  examination. 

SUXIXIARY 

1.  (A)  Nine  laboratories  achieved  satisfactory 
rating  in  both  sensitivity  and  specificity  on  one  or 
more  procedures.  In  this  group  ten  diagnostic  floc- 
culation procedures  and  three  complement  fixation 
procedures  were  satisfactory. 

(B)  Eighteen  laboratories  had  a satisfactory  spe- 
cificity and  unsatisfactory  sensitivity  rating  on  one 
or  more  procedures. 

(C)  Four  laboratories  had  a satisfactory  sensitiv- 
ity rating  but  failed  in  specificity  on  one  procedure. 

(D)  Five  laboratories  had  unsatisfactory  ratings 
in  both  sensitivity  and  specificity. 

Conclusion 

1.  These  evaluations  are  of  value,  not  only  to  the 


laboratories  and  to  the  State  Health  Department, 
but  to  the  physicians  and  the  public  at  large. 

2.  In  order  that  these  surveys  may  be  of  permanent 
value,  they  should  be  conducted  annually. 

3.  Provisions  are  being  made  to  offer  the  servdces 
of  the  State  Health  Department  in  the  further  train- 
ing of  visiting  serologists. 

4.  Advisory  visits  by  the  staff  of  the  Division  of 
Serology  of  the  State  Laborator}’  will  be  available  to 
private  and  public  laboratories  requesting  such 
service. 
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AN  INTERPRETATION  OF  THE  DRAWINGS  MADE  BY 
MALADJUSTED  CHILDREN.- 


J.AMES  N,  Williams,  M.D., 

Director,  Bureau  of  Mental  Hygiene, 
State  Department  of  Public  Welfare, 
Richmond,  Virginia. 


The  e.xpression  of  ideas  by  means  of  drawings 
began  with  primitive  man  and  the  study  of  these 
early  drawings  aided  greatly  in  the  understanding 
of  life  during  that  period.  The  different  periods  of 
development  of  man  can  be  traced  by  drawings  which 
represented  the  conditions  or  conflicts  that  occurred. 
Thus,  by  the  study  of  drawings  an  insight  may  be 
gained  into  the  desires  and  strivings  of  the  people 
during  that  particular  era.  During  the  early  ages 
drawings  were  used  also  as  a means  of  communica- 
tion among  the  certain  tribes  as  writing  was  not 
known. 

Children  draw  for  much  the  same  reason  as  did 
primitive  man;  to  e.xpress  certain  ideas  but  not  for 
communication  as  they  understand  the  purpose  of 
writing  long  before  the  ability  is  acquired.  The 
young  child  draws  simply  to  express  ideas  and  de- 
sires which  are  more  closely  associated  with  talking 
to  himself.  When  alone  the  child  often  draws  on  the 

*Read  before  the  Virginia  Neuro-Psychiatric  Society, 
at  Radford,  Va.,  June  19,  1940. 


wall,  floor  or  other  places  that  attract  his  attention. 
He  does  not  care  about  the  artistic  appearance  of  the 
picture  and  details  are  often  given  little  considera- 
tion. The  chief  desire  is  the  picturization  of  a cer- 
tain idea  with  directness  and  simplicity.  The  main 
object  of  the  picture  is  frequently  out  of  proportion 
but  always  placed  so  as  to  attract  attention.  Thus,  a 
small  child  may  draw  a man  with  the  eye  in  the 
center  of  the  forehead  or  a man  wearing  a hat 
through  which  the  head  can  be  seen. 

The  child  draws  the  head  and  then  the  hat  is 
drawn  over  it  because  this  is  the  most  direct  method. 

Considerable  study  of  drawings  by  children  was 
made  by  psychologists  and  interesting  facts  revealed. 
As  an  example,  Goodenough^  states  that  at  the  age 
of  five  years  35  per  cent  of  children  include  a hat 
when  drawing  the  human  figure  but  only  13  per  cent 
show  hair.  Whereas,  at  eight  years  of  age  72  per 
cent  of  children  include  the  hat  and  45  per  cent 
show  the  hair.  Morgan"  noted  that  in  spontaneous 
drawings  made  by  children  the  theme  in  each  is 


534 


Virginia  Medical  Monthly 


[September, 


similar  and  that  the  attention  to  meticulous  details 
is  indicative  of  an  anxiety  state.  Johnson^^  in  his 
observation  of  children’s  drawings  reports  the  fol- 
lowing: (a)  Children’s  drawings  follow  similar 

stages  of  development;  (b)  after  the  age  of  ten  years 
the  intellectual  factor  lessens  and  drawings  become 
more  representative  of  special  abilities  and  (c)  after 
twelve  years  of  age,  when  artistic  ability  is  mani- 
fested by  the  quality  of  drawings,  there  is  no  close 
correlation  of  drawing  ability  and  intellectual  ability. 
There  is  considerable  literature  dealing  with  relation 
of  drawing  to  intellectual  ability  in  young  children 
and  the  relation  of  art  appreciation  to  intelligence. 
Many  psychological  tests  are  either  based  on  this 
fact  or  use  drawings  as  a part  of  the  test  as  there  is  a 
high  degree  of  correlation  with  standardized  tests 
such  as  the  Binet-Simon.  The  drawings  of  bright 
children  differ  from  those  of  dull  children  in  such 
matters  as  the  number  of  items  shown,  the  correctness 
of  relation  of  parts,  better  proportion  and  control  of 
finer  movements  as  shown  by  the  regularity  of  the 
lines. 

The  literature  contains  little  about  the  psycho- 
analytic aspect  of  drawings  made  by  children  al- 
though the  preceding  facts  about  drawing  would  in- 
dicate that  they  have  such  value.  Lange^-  stresses 
the  “confessional”  character  of  art  and  that  the 
drawing  of  an  adolescent  is  an  effort  toward  self- 
knowledge. 

To  attain  this  goal  the  child  should  not  draw 
merely  to  enhance  his  ego  and  any  instruction  which 
causes  him  to  draw  simply  for  attention  destroys  the 
psychological  aspect.  Many  children  who  draw  be- 
cause they  hope  to  gain  attention  are  not  satisfied 
with  their  own  ideas  and  are  soon  to  be  found  copy- 
ing drawings  from  books. 

To  avoid  this  type  of  attitude  it  is  necessary  to 
approach  the  child  on  the  subject  in  a different  man- 
ner and  to  avoid  giving  in.structions  as  to  the  object 
to  be  drawn.  This  gives  him  complete  freedom  from 
suggestions  and  is  more  apt  to  produce  a spontaneous 
picture  of  some  object  in  which  he  is  most  interested. 
The  room  used  for  this  purpose  should  be  free  of 
pictures,  as  this,  in  addition  to  avoiding  suggestions, 
eliminates  comparison  of  his  work  with  that  of  an 
artist. 

In  each  of  the  following  cases  an  attempt  was  made 
to  get  the  child  to  express  his  desire  to  draw  rather 
than  request  that  he  draw  a picture.  He  was  alone 
in  the  room  and  given  plenty  of  time  without  dis- 


traction. After  he  completed  the  drawings,  one  or 
more  as  he  desired,  only  moderate  interest  w’as  mani- 
fested so  that  in  the  future  further  objective  drawings 
could  be  obtained.  This  procedure  will  be  continued 
over  a period  of  time  with  the  children  in  a effort  to 
obtain  further  information  and  also  to  use  the  draw- 
ings as  a scale  of  progress  of  the  individual’s  mental 
status. 

A large  number  of  drawings  have  been  collected 
in  recent  months — all  made  by  children  who  are  con- 
sidered maladjusted  and  who  are  under  treatment. 
Complete  social  histories,  physical  examinations,  psy- 
chological and  psychiatric  examinations  are  necessary 
in  interpreting  the  drawings.  The  mentally  retarded 
children  followed  the  predicted  rule  in  drawing  in 
that  the  drawings  are  primitive  in  character,  lack 
proportion  and  details. 

The  drawings  of  children  not  considered  feeble- 
minded were  often  surprising  and  e.xtremely  interest- 
ing. Frequently  the  drawings  revealed  emotional 
factors  which  were  deeply  concealed  and  made  pos- 
sible a different  psychotherapeutic  approach.  The 
timid  and  shy  child  who  w'as  so  reticent  would  talk 
freely  about  his  drawing  and  make  it  possible  to 
establish  a satisfactory  rapport.  The  interpretation 
of  the  drawings  of  children  depends  upon  many  dif- 
ferent factors  and  some  of  the  important  ones  are: 

(1)  Size  of  the  drawing:  (a)  Large — those  which 
occupy  the  entire  paper.  This  indicates  expansive- 
ness and  frequently  impulsiveness  of  action,  (b) 
Small — usually  placed  to  one  side  of  the  paper  and 
may  or  may  not  show  marked  attention  to  details. 
Depressed  and  seclusive  individuals  usually  make 
such  drawings. 

(2)  Details  of  the  drawings:  Meticulous  atten- 
tion to  details  frequently  indicates  an  anxiety  state 
or  a fear  reaction.  Lack  of  details  indicates  uncer- 
tainty or  vagueness  of  ideas  but  is  also  characteristic 
of  drawings  of  retarded  individuals. 

(3)  Symbolism  and  realism:  This  should  be 

looked  for  in  the  drawings  as  this  conveys  desires 
not  expressed  in  other  ways  and  may  give  a clue  as 
to  individual’s  strivings  or  thwarted  desires. 

(4)  Arrangement  of  drawings:  Frequently  several 
objects  are  drawn  on  the  same  page  and  there  is  a 
cramping  of  the  objects.  Often  several  objects  on  the 
same  page  are  necessary  to  show  conflict,  such  as 
planes  fighting,  etc.  ^lost  drawings  are  of  static 
type,  that  is,  lack  motion,  which  may  be  indicative 
of  individual’s  personality. 
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These  factors  in  order  to  aid  in  interpretation  of 
the  drawing  must  be  used  in  conjunction  with  find- 
ings of  other  examinations.  The  following  cases  are 
abstracted  to  show  the  interesting  facts  revealed  in 
their  drawings: 

Case  Xo.  I. — H.  B.  Patient  was  examined  when 
fourteen  years  of  age  and  again  when  sixteen  years 
of  age.  Father  living  in  country  and  said  to  be 
feebleminded.  IMother  died  in  1934  of  syphilis  while 


Case  I. 


at  State  Farm.  Reputation  bad.  Older  sister  was 
pregnant  at  fourteen  years  and  is  said  to  be  a prosti- 
tute. 

Patient  placed  in  a foster  home  but  there  were 
many  conflicts  and  she  was  not  helped  by  the  foster 
mother.  She  was  introspective,  showed  marked  mood 
swings  and  was  usually  apprehensive.  \Mien  sixteen 
she  was  placed  in  another  foster  home  where  she 
made  a good  adjustment. 

Physical  examination  essentially  negative. 

Psychological  examination  made  May,  1940,  shows 
M.  A.  fourte&n  years  two  months — FQ.  ninety-five. 

Drawings:  1.  The  drawing  of  a sailboat  is  of  poor 
design  and  imagery  is  poor.  The  style  is  cramped 
and  uncertain.  This  may  be  interpreted  as  an  escape 


desire  as  patient  has  always  lived  in  the  mountains 
and  in  past  made  many  attempts  to  get  away  from 
her  home. 

2.  The  drawing  of  a cottage  shows  cramping  of 
style  and  lack  of  details.  Patient’s  home  was  always 
disorderly  and  inadequate.  Flowers  show  good  detail 
and  style  free. 

This  may  be  interpreted  as  desire  for  security 
represented  by  the  home  and  also  an  escape  from 
difficulty.  The  incompleteness  of  drawings  are  indic- 
ative of  instability  and  impulsiveness. 

Case  No.  II. — E.  V.,  No.  8974.  Patient  is  a six- 
teen-year-old white  boy  who  was  committed  to  De- 
partment of  Public  Welfare  for  store-breaking. 


Case  II. 


Father  W.P.A.  worker  and  frequently  ill — due  to 
rheumatism.  In  past  he  drank  excessively  and  did 
not  support  the  home.  Mother  is  not  well,  has  fre- 
quent nosebleeds  and  is  very  thin.  There  is  a 
younger  sister  in  the  home.  An  older  brother  died  in 
infancy. 

Physical  examination:  Dental  caries.  History  of 
chorea  at  age  twelve  years. 

Psychological  examination:  Mental  age  ten  years 
six  months.  I.Q.  sixty-six. 

Psychiatric  examination : Very  unstable  boy,  fear- 
ful, home-sick  and  tearful.  Makes  all  kinds  of 
promises  if  allowed  to  return  home  and  tells  how 
badly  he  is  needed  there  due  to  father’s  poor  health. 
Fears  he  will  be  sent  to  Industrial  School  and  will  be 
mistreated.  He  is  apprehensive  and  wants  to  escape. 

Drawings:  Significant  facts  are:  1.  Picture  of 

“Home  Sweet  Home’’,  and  three  methods  of  trans- 
portation which  are  his  expression  of  escape  desire. 
Most  boys  seek  to  enter  Army  or  Navy  as  means  of 


536 


Virginia  Medical  Monthly 


[September, 


obtaining  security  and  avoiding  Industrial  School. 
Drawing  rather  crude  which  is  probably  due  to  men- 
tal retardation  and  details  omitted.  Quantity  of 
drawings  indicate  expansiveness,  carelessness  of  de- 
tails and  desire  for  attention. 

Case  No.  III. — F.  S.  The  patient  is  a fourteen- 
year-old  white  boy  who  was  referred  because  of  steal- 
ing and  incorrigibility. 

Home:  Father  employed  at  State  Highway  De- 
partment doing  menial  work.  He  is  rather  inade- 


Case  III. 


quate  and  avoids  responsibility.  Has  “Pollyanna” 
attitude  to  problems.  Mother  died  at  V^'estern  State 
Hospital  some  years  ago.  Paternal  grandmother 
crippled  but  tries  to  manage  the  home. 

Physical  examination  essentially  negative. 

Psychological  examination  shows  patient  to  have 
a mental  age  of  fourteen  year  six  months  with  an 
I.Q.  of  ninety-six. 

Psychiatric  examination : Conflict  in  home  as  ma- 
ternal relatives  blame  father  for  placing  mother  in  a 
mental  hospital  and  have  tried  to  turn  patient  against 
him.  Many  attempts  made  to  send  patient  to  board- 
ing schools  such  as  Blue  Ridge  liut  he  would  always 
run  away.  Recently  in  Detention  Home  for  failure 
to  attend  school  and  stealing  from  grandmother. 


While  here  he  was  destructive,  threatening  and  talked 
of  suicide.  Behavior  so  erratic  that  he  had  to  be 
moved  to  the  jail.  \Wth  encouragement,  security  and 
psychotherapy  he  has  adjusted  well  in  his  home  at 
this  time. 

Drawings:  1.  Camp  scene — this  is  crude,  rather 
disorganized  picture  of  his  idea  of  Y.M.C.A.  camp. 
There  is  a lack  of  details  and  lack  of  proportion  of 
objects  represented. 

2.  Soldier  and  airplane  represent  same  idea  of 
conflict.  Soldier  unprotected  except  for  gas  mask 
with  shells  bursting  nearby. 

Lack  of  details  indicates  impulsiveness  and  uncer- 
tainty. 


TDifriH 


1 


jLtmh'.r 


Case  IV. 


Case  No.  IV. — B.  E.  R.  The  patient  is  a white 
boy,  fourteen  years  of  age,  who  was  committed  to 
Department  for  stealing;  also  accused  of  stealing  silk 
underwear  which  he  later  destroyed. 

Home:  Father  is  a salesman  and  away  from  home 
much  of  the  time.  Mother  employed  at  cotton  mills. 
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There  are  two  older  sisters  and  a younger  brother  in 
the  home.  Little  security  in  home  as  father  spends  all 
money  on  his  car  and  the  mother  is  away  all  day. 
Home  located  in  mill  section  of  Danville. 

Psychological  e.xamination:  thirteen  years 

one  month.  I.Q.  ninety-four. 

Physical  e.xamination:  Dental  caries,  infected 

tonsils  and  coloboma  right  eye. 

Psychiatric  e.xamination:  Patient  not  truthful  and 
fre(]uently  contradicts  himself.  Failed  frequently  in 
school,  attended  irregularly.  Had  magazine  route 
but  spent  money  for  shows  and  in  short  time  had 
to  give  it  up.  Deformity  of  eye  causes  him  to  be 
sensitive  and  shy.  With  other  boys  he  is  friendly 
and  depends  upon  older  ones  for  protection.  Makes 
good  appearance  but  tries  to  say  what  he  thinks 
would  make  best  impression  regardless  of  absurdity. 

Drawings:  1.  Virginia  Theatre — Details  fairly 

well  depicted,  especially  price.  This  is  place  he 
would  go  each  day  and  would  stay  all  day  when 
Western  pictures  were  being  shown.  This  would  give 
him  outlet  for  emotions  and  escape  from  reality  of 
the  home. 

( 2 ) School : Details  are  not  as  good  as  in  previous 
drawings  and  probably  indicates  lack  of  interest  in 
school.  Reveals  idea  of  school  being  prison  and  drab 
in  appearance. 

Both  drawings  indicate  interests  which  are  narrow 
and  superficial.  Large  size  of  drawings  indicates  ac- 
tivity and  design  are  expansive  in  character  but  are 
static  in  type — lack  activity. 

Case  No.  V. — E.  H.  R.,  No.  8790.  Patient  is  a 
sixteen-year-old  white  boy  who  was  in  Richmond  for 
study.  Home:  Father  died  five  years  ago  of  influ- 
enza. He  was  manager  of  a Taxi  Cab  Company  in 
Roanoke.  Mother  married  second  time.  She  is  a 
large  dominating  woman,  known  in  community  for 
her  malicious  gossip  and  erratic  conduct.  Always 
persecuted  by  others  and  finding  fault.  One  younger 
sister  in  the  home.  Stepfather  has  nice  farm  and  is 
good  worker.  At  first  he  punished  patient  frequently 
as  he  believed  mother’s  stories  but  later  learned  that 
sl«  was  wrong. 

Psychological  examination:  IM.A.  fourteen  years 
eight  months.  I.Q.  ninety-two. 

Physical  examination:  Nails  closely  bitten.  Well 
developed. 

Psychiatric  examination:  Patient  was  studied  at 
University  of  Virginia  Hospital  before  coming  to 
Richmond.  He  is  an  introspective  and  seclusive  type 


of  boy.  Associated  with  few  other  boys  in  the  home 
and  often  is  found  alone  in  a corner  of  the  room. 
Responses  slow  and  uncertain.  Has  frequent  crying 
spells,  easily  excited  and  very  suggestible.  Ran  away 
from  boarding  home  because  he  feared  his  mother 
was  coming  for  him.  IMasturbates  frequently.  Defi- 
nite schizoid  type  of  personality. 


Case  V. 


Drawings:  (1)  Head  of  cowboy,  size  is  large,  de- 
tails good  and  in  proportion.  (2)  Mexican — details 
good  and  in  fair  proportion.  Head  similar  to  cow- 
boy. In  general,  sharp  pointed  objects  significant 
and  desire  for  protection  prompts  drawing  of  man 
w'ith  a gun.  Careful  attention  to  details  characteristic 
of  schizoid  personality.  Fact  that  cowboy  chosen 
shows  phantastic  trend  and  escape  from  reality. 
Pictures  large  but  fairly  well  balanced.  Style  delib- 
erate and  attention  to  details  indicate  anxiety  state. 

Conclusion 

1.  The  drawings  of  a group  of  maladjusted  chil- 
d’"en  are  presented  to  illustrate  the  psychoanalytic 
and  therapeutic  value. 

2.  Careful  study  of  the  child  is  necessary  in  order 
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that  interpretation  of  the  drawing  be  accurate,  and  is 
suggested  as  an  aid  in  the  examination. 

3.  Conflict  and  desires  are  frequently  revealed  in 
the  drawings  which  could  not  be  elicited  by  other 
methods. 

4.  Further  investigation  of  this  subject  is  indicated 
and  will  be  continued. 
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STONE  IN  THE  URINARY  TRACT.* 


B.  E.  H.4RRELL,  A.B.,  M.D.,  F.A.C.S., 
Norfolk,  Virginia. 


The  first  stone  of  which  we  have  any  record  dates 
back  about  7,000  years,  that  is,  about  three  thou- 
sand years  before  the  exodus  of  the  children  of 
Israel  from  Egypt.  It  was  found  lying  among  the 
pelvic  bones  of  the  skeleton  of  a boy  of  sixteen. 
This  stone  consisted  of  an  inner  body  of  almost 
pure  uric  acid  surrounded  by  laminations  of  phos- 
phates and  carbonates.  Iii  colloidal  framework,  in 
size,  shape  and  crystalline  structure,  this  stone  was 
identical  with  stone  as  we  know  it  today. 

We  think  of  stone  as  a disease  of  late  adult  life. 
This  is  certainly  true  in  this  country.  In  most  of 
the  civilized  world,  the  majority  of  stones  appear 
about  the  ages  of  fifty  to  seventy.  However,  from 
earliest  times  and  up  to  about  100  years  ago,  stone 
was  primarily  a disease  of  infancy  and  early  child- 
hood. In  the  relatively  uncivilized  parts  of  the 
world,  this  is  still  true  today.  In  Russia,  as  re- 
ported by  Assendelft,  65  per  cent  of  patients  with 
calculi  are  under  fifteen  years  of  age.  In  Dalmatia, 
more  than  half  of  a series  of  bladder  stones  oc- 
curred in  children  under  eight  years  of  age.  In 
India  and  China,  the  picture  is  essentially  the  same. 
Thomson,  in  1921,  in  a series  of  nearly  three  thou- 

•Presented  before  the  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina,  at  Virginia  Beach,  Va., 
December  14,  1939. 


sand  cases,  found  that  25  per  cent  of  them  were 
under  ten  years  of  age.  In  India,  infants  not  inr 
frequently  develop  stone  while  they  are  still  nursing. 
The  remarkable  change  in  the  picture  of  stone  as 
we  know  it  today  is  uniformly  ascribed  to  improve- 
ment in  living  conditions.  In  areas  where  no  such 
improvement  has  taken  place,  the  picture  of  stone 
remains  the  same. 

We  commonly  think  of  stone  as  a disease  of  hu- 
man beings.  As  a matter  of  fact,  most  domestic 
animals  and  many  wild  animals  develop  stone.  In 
Southern  India  today,  cattle  quite  regularly  de- 
velop stone.  Stones  of  enormous  size  have  been  re- 
moved from  the  bodies  of  animals.  The  largest  stone 
recovered  from  a human  being  was  one  removed 
from  the  bladder  by  Randall,  Philadelphia,  which 
weighed  four  pounds. 

The  most  obvious  approach  to  the  question  of 
etiology  of  stone  is  a study  of  its  geographical  dis- 
tribution. There  are  certain  well-defined  stone- 
bearing areas,  most  important  of  which  are  in  cen- 
tral Russia,  Mesopotamia,  northwest  India,  and  the 
Canton  district  of  China.  To  these  may  be  added 
southern  Florida  and  southern  California  in  this 
countrv.  Investigation  of  these  areas  shows  that 
they  have  little  or  nothing  in  common.  One  will 
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have  a dry,  the  other  a moist  climate;  one  will 
have  a cold,  the  other  a warm  climate.  The  rock 
formation  underlying  these  areas  differs  widely.  In 
the  Canton  district  of  China,  where  stone  is  com- 
mon, the  water  is  soft.  On  the  other  liand,  in 
Switzerland,  where  the  water  is  very  liard,  stone  is 
practically  unknown. 

In  this  study  of  the  geography  of  stone,  our  find- 
ings have  been  uniformly  negative.  However,  two 
interesting  facts  seem  pretty  well  established;  one  is 
that  in  districts  where  dairy  farming  is  extensively 
carried  out,  stone  is  rare;  the  other  is  that  where 
cereals  form  the  principal  food  of  the  population, 
stone  is  most  common. 

It  was  at  one  time  believed  that  stone  was  due 
to  an  excess  of  stone-forming  salts  in  the  diet,  but 
this  idea  has  been  discarded  and  we  now  go  to  the 
other  extreme  in  believing  it  due.  to  a deficiency 
of  certain  elements  of  diet. 

After  every  war  there  has  been  a marked  increase 
in  the  incidence  of  stone,  supposedly  due  to  the  fact 
that  the  inhabitants  of  the  invaded  area  were  re- 
duced to  destitution  with  consequent  dietary  de- 
ficiencies. Blum  has  discussed  the  “wave”  of  stone 
which  has  appeared  in  Europe  since  1924  and 
ascribes  this  to  dietary  deficiencies  that  occurred 
during  the  World  War.  Holmes  and  Coplan,  in 
discussing  the  stone-bearing  areas  in  this  country, 
namely,  southern  Florida  and  California,  emphasize 
the  importance  of  diet,  particularly  the  large  con- 
sumption of  citrus  fruits  with  excessive  alkaliniza- 
tion  of  the  urine  and  a breaking  down  of  its  pro- 
tective mechanism. 

Malformation  of  the  urinary'  tract  is  commonly 
associated  with  increased  frequency  of  stone;  for 
instance,  stone  is  about  six  times  as  frequent  in  a 
horseshoe  kidney  as  in  a normal  organ. 

When  we  consider  the  racial  incidence  of  stone, 
we  find  that  the  negro  in  this  country  is  relatively 
immune.  In  a series  of  over  five  thousand  autopsies 
studied  by  Reaser,  there  were  seventy-nine  cases 
of  stone,  only  fourteen  of  which  occurred  in  negroes. 
Furthermore,  he  found  no  stone  in  a negro  under 
fifty  years  of  age.  This  is  in  spite  of  the  fact  that 
deformities  of  the  urinaiy  tract  are  more  common 
in  the  colored  race  than  in  the  white. 

It  has  long  been  known  that  conditions  that  re- 
quire prolonged  immobilization  are  accompanied 
by  formation  of  stone.  During  the  World  War, 
many  gunshot  fractures  of  the  lower  extremities  de- 


veloped stone.  Children  suffering  from  tuberculosis 
of  the  spine,  hip,  or  sacro-iliac  joints  not  infrequent- 
ly develop  stone  during  treatment.  Stone  following 
injury  to  the  spinal  column  is  quite  frequent.  IMiller 
found  bilateral  renal  calculi  in  eight  out  of  ten  cases 
with  fracture  of  the  spinal  column.  Holmes  believes 
that  there  is  some  specific  connection  between  the 
fracture  itself  and  this  particular  type  of  stone 
formation  and  that  the  paralytic  factor  does  not 
seem  to  be  of  great  importance.  Such  stones  will 
not  infrequently  disappear  when  the  patient  resumes 
his  normal  activity. 

One  result  of  immobilization  is  its  effect  on  the 
calcium  metabolism.  There  is  a decalcification  of 
the  injured  area  and,  in  addition,  a partial  decalci- 
fication of  the  entire  skeleton.  Speed  has  studied 
several  hundred  cases  of  major  fracture  and  found 
that  they  are  associated  with  an  excessive  urinary 
excretion  of  calcium.  The  serum  calcium  remains 
normal  but  it  is  suggested  that  this  is  due  to  the 
establishment  of  a threshold  point  and  that  the  ex- 
cessive urinary  calcium  is  an  overflow  phenomenon. 
There  are  always  enough  phosphates  in  the  urine 
to  combine  with  any  available  cacium  so  that  the 
tendency  for  calcium  phosphates  to  be  precipitated 
is  definitely  increased. 

Many  attempts  have  been  made  to  explain  stone 
in  terms  of  over-activity  of  the  parathyroid.  In 
Barney’s  series,  hyper-parathyroidism  with  an  ab- 
normally high  blood  calcium  was  present  in  10  per 
cent  of  his  cases.  In  the  group  that  had  an  over- 
active  parathyroid,  62  per  cent  of  them  developed 
stone.  However,  further  investigation  tends  to  throw 
considerable  doubt  upon  the  importance  of  the 
parathyroid  in  stone-formation  since  both  the  Mayo 
Clinic  and  the  Cleveland  Clinic  report  that  only 
a small  fraction  of  1 per  cent  of  their  cases  of  stone 
are  associated  with  hyper-parathyroidism. 

Normally  about  90  per  cent  of  the  calcium  taken 
into  the  body  is  excreted  by  the  intestinal  tract  and 
only  about  10  per  cent  by  the  kidneys.  This  ratio 
may  be  easily  reversed  and  the  greater  load  put 
upon  the  kidneys.  In  fact,  there  are  cases  re- 
ported in  which  the  amount  eliminated  by  the  kidneys 
reached  eight  times  the  normal  figure.  Flocks,  in  a 
study  of  a series  of  renal  calculi,  found  that  in  over 
two-thirds  of  the  series  the  urinary  calcium  was 
markedly  higher  than  in  his  controls  both  on  a low 
and  on  a high  calcium  intake.  He  found  also  that 
from  a stone-bearing  kidney  the  calcium  excretion 
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was  definitely  higher  than  from  its  normal  fellow. 

Another  phenomenon  worth  mentioning  is  what 
is  spoken  of  as  “metastatic  calcification”,  the  term 
used  to  designate  deposits  of  lime  salts  in  various 
organs  in  conditions  associated  with  extensive  de- 
struction of  bone.  We  should  recall  that  calcium 
phosphates  and  carbonates,  while  readily  soluble  in 
an  acid  medium,  are  relatively  insoluble  in  an  alka- 
line medium.  In  organs  whose  cells  excrete  acid  sub- 
stances, the  acid  of  these  cells  is  depleted,  they  are 
rendered  correspondingly  alkaline,  and  any  available 
calcium  precipitated. 

Excessive  heliotherapy  has  been  suggested  as  a 
cause  of  stone,  especially  in  children  with  tubercular 
bone  lesions.  In  at  least  one  large  hospital,  such 
children  are  kept  out  of  the  sunlight  during  the 
hottest  part  of  the  day  with  the  idea  of  preventing 
stone. 

Randall  would  classify  all  renal  stones  as  primary 
or  secondary.  For  so-called  primary  stones  he  postu- 
lates a small  abrasion  or  ulceration  in  the  pelvis  or 
calyces,  and  believes  that  stone-forming  salts  are 
deposited  on  this  denuded  area  and  serve  as  a 
nucleus  for  stone.  Keyser  has  been  able  to  produce 
such  ulcerations  experimentally  and  to  show  that 
they  do  become  encrusted  with  lime  salts.  Secondary 
stones,  Randall  believes,  are  due  to  varying  degrees 
of  obstruction  and  that  stasis  is  as  important  a 
factor  in  the  kidney  as  in  the  bladder. 

It,  is  hard  to  determine  the  importance  of  infec- 
tion in  stone  formation.  In  few  cases  do  our  records 
show  whether  infection  preceded  stone  or  stone  pre- 
ceded infection.  In  Tolv’s  series  of  renal  and  ureteral 
calculi,  in  56  per  cent  the  urine  was  sterile  at  the 
time  of  operation.  In  Grossman’s  series,  58  per  cent 
were  sterile.  Certainly  in  some  of  those  found  in- 
fected at  the  time  of  operation,  the  urine  was  sterile 
when  the  stone  first  developed.  These  figures  suggest 
that  most  renal  calculi  originally  developed  in  .sterile 
urine. 

Stone  secondary  to  infection,  however,  does  occur. 
It  is  found  most  often  when  the  urine  is  alkaline, 
and  when  infected  with  the  ordinary  pyogenic  cocci. 
The  presence  of  infection  favors  stone-formation 
by  precipitating  stone-forming  salts  and  by  pro- 
viding large  numbers  of  potential  stone  nuclei. 

Most  of  us  have  been  brought  up  on  the  belief 
that  stasis  plavs  a large  part  in  the  production  of 
stone,  and  I do  not  believe  we  should  too  readilv 
discard  this  idea.  That  stone  frequently  forms  in  an 


obstructed  bladder  or  in  a diverticulum  hardly  re- 
quires proof.  Ravich  states  that  he  has  never  seen 
a case  of  stone  in  either  the  bladder,  the  kidney, 
or  the  ureter  in  which  there  was  not  some  element 
of  obstruction.  It  is  well  known  that  bladder  stone 
is  infinitely  more  common  in  the  male  than  in  the 
female  due  to  the  presence  of  obstruction  at  the 
vesical  orifice.  It  is  perfectly  evident  that  even  a 
slight  degree  of  obstruction,  hardly  enough  to  cause 
residual,  may  yet  prove  an  effective  barrier  to  the 
escape  of  a stone  nucleus.  I believe  we  can  safely 
say  that  obstruction,  though  not  the  only  factor  in 
the  etiology  of  stone,  certainly  allows  other  factors 
to  operate  more  readily. 

Attention  was  called  to  the  role  of  vitamins  in 
stone-formation  by  the  observations  of  Osborne  and 
Mendel  in  1917.  They  noted  the  occasional  occur- 
rence of  stone  in  their  experimental  animals  and  re- 
ported that  “in  every  instance  where  calculi  de- 
veloped, the  animals  had  been  without  an  adequate 
source  of  the  fat  soluble  vitamin  for  some  time.” 

McCarrison,  in  1926  to  1928,  continued  these 
experiments.  He  fed  rats  on  a diet  that  approxi- 
mated the  diet  of  the  poorer  classes  in  various 
parts  of  India,  and  soon  had  250  animals  with 
stone.  In  over  1,000  controls  on  adequate  diet,  not 
a single  stone  developed.  He  found  that  the  addi- 
tion of  two-thirds  of  an  ounce  (20  cc.)  of  milk  to 
his  inadequate  diet  completely  prevented  stone- 
formation.  Butter  and  cod-liver  oil  both  had  the 
same  effect,  but  vegetable  oils  had  none. 

In  this  country,  Higgins  repeated  these  experi- 
ments, feeding  rats  on  a diet  deficient  in  vitamin  A. 
At  the  end  of  200  days,  88  per  cent  showed  urinary 
calculi.  He  went  a little  further  than  previous 
writers  in  observing  that  in  rats  maintained  on  a 
diet  deficient  in  vitamin  A,  the  urine  was  constantly 
alkaline.  He  believes  that  when  the  urine  remains 
alkaline  for  a long  period  of  time  its  protective 
mechanism  is  sufficiently  disturbed  to  permit  stone- 
formation.  He  found  also  that  if,  in  the  presence 
of  a vitamin  A deficiency,  he  turned  the  urine  acid 
with  ammonium  chloride,  the  incidence  of  stone 
decreased. 

The  next  step  was  to  see  if  these  stone  could 
be  made  to  disappear.  Four  rats  with  bladder  stones 
that  had  developed  on  a deficiency  diet,  were  given 
vitamin  A and  the  stones  disappeared  in  five  weeks. 
In  another  experiment  a large  stone,  under  the 
same  circumstances,  disappeared  in  seven  weeks. 
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There  is  a very  definite  objection  to  the  fore- 
going experiments  in  that  all  of  these  rat  stones 
consisted  of  phosphates,  carbonates,  and  hydroxides. 
Uric  acid  and  urates  were  completely  absent.  Folin 
and  Wu,  in  their  studies  of  uric  acid  metabolism, 
noted  that  Dalmatian  dogs  excrete  large  amounts  of 
uric  acid  in  the  urine.  Higgins  placed  three  of 
these  dogs  on  a diet  deficient  in  vitamin  A for 
eleven  months.  All  three  developed  pure  uric  acid 
stones  in  the  bladder.  It  seems  perfectly  possible, 
then,  for  an  animal  to  develop  uric  acid  stones 
when  deprived  of  vitamin  A if  that  animal  nor- 
mally excretes  uric  acid  in  the  urine. 

Normal  urine  is  always  a super-saturated  solu- 
tion, that  is,  it  is  su|>er-saturated  with  regard  to 
stone-forming  salts.  All  other  urinary  salts  are  in  a 
state  of  simple  chemical  solution.  It  is  estimated 
that  the  urine  can  carry  in  solution  from  ten  to 
twenty  times  as  much  uric  acid  as  can  the  same 
volume  of  distilled  water.  This  super-saturation  is 
made  possible  by  the  action  of  the  colloid  mechan- 
ism of  the  kidney.  Colloids  are  particles  of  matter 
in  an  infinitely  fine  state  of  subdivision  and  vary 
in  size  from  1/25,000  to  1/300,000  of  an  inch  in 
diameter.  Urinary  salts  attach  themselves  to  the 
surface  of  these  particles.  With  bodies  of  such  small 
dimensions  the  surface  area  exposed  is  enormous — 
thus  the  large  quantity  of  salts  that  can  be  carried 
in  solution.  But  it  is  the  tendency  of  these  colloidal 
droplets  to  coalesce  and  this  discreases  the  surface 
area  available.  As  this  process  continues  forming 
larger  and  larger  droplets,  eventually  we  reach  a 
point  where  the  surface  area  is  not  sufficient  for  the 
attachment  of  all  the  stone-forming  salts  present 
and  some  of  them  are  thrown  out  of  solution.  This 
is  what  happens  when  urine  is  allowed  to  stand  for 
even  a short  while.  If  for  any  reason  our  colloidal 
mechanism  is  deranged,  these  salts  may  be  thrown 
out  of  solution  at  any  point  in  their  passage  through 
the  urinary  tract.  This  provides  at  least  one  element 
in  the  causation  of  stone. 

The  urinary  colloids  are  formed  in  the  tubules 
of  the  kidney  and  their  proper  formation  is  deter- 
mined bv  the  presence  of  an  adeouate  supplv  of 
vitamin  A.  In  the  absence  of  vitamin  A,  the  kidney 
undergoes  a type  of  keratinization.  So  constant  is 
this  relationship,  that  keratinization  of  the  kidney 
has  been  used  as  a test  for  the  presence  of  vitamin  A. 

We  do  not  believe  the  question  of  the  cause  of 
stone  has  yet  been  satisfactorily  answered.  The 


experiments  that  we  have  mentioned  are  contribu- 
tions to  our  knowledge,  but  still  leave  much  to  be 
desired.  We  still  believe  the  most  important  factor 
in  stone  production  is  stasis,  and  that  next  in  im- 
portance is  dietary  deficiency,  most  probably  a lack 
of  vitamin  A. 

The  treatment  of  stone,  the  prevention  of  recur- 
rence, deserve  a separate  volume.  There  are  one 
or  two  practical  points  which  might  be  merely  men- 
tioned; first  and  foremost,  the  relief  of  all  obstruc- 
tion of  whatever  kind  or  degree,  removal  of  infec- 
tion, followed  by  attention  to  diet.  Higgins  has  had 
fifty-two  cases  in  which  stones  have  disappeared 
under  the  proper  regimen  of  diet. 

A very  practical  point  is  that  the  kind  of  stone 
a patient  develops  tends  to  be  constant;  that  is,  if 
he  develops  a phosphatic  stone  this  year,  the  prob- 
abilities are  the  stone  he  develops  next  year  will  also 
be  phosphatic.  Lowsley  mentions  the  case  of  a 
woman  who  had  seven  operations  for  stone  in  the 
kidney,  five  of  which  he  performed.  It  then  oc- 
curred to  him  tliat  this  patient’s  urine  had  been 
alkaline  throughout  her  many  operations.  He 
changed  her  urine  from  alkaline  to  acid  and  she 
did  not  reform  a stone  in  eight  years. 
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INJURIES  OF  THE  URINARY  TRACT.* * 


Albert  A.  Creecy,  M.D.,  F.A.C.S., 

Newport  News,  Virginia. 


The  continued  increasing  tempo  of  modem  civili- 
zation does  not  permit  us  to  relax  our  effort  in  the 
early  recognition  and  treatment  of  all  types  of  ac- 
cidental surgery.  The  tremendous  speed  of  vehicles, 
the  violence  of  our  games  and  the  activity  of  in- 
dustrial life  tend  to  make  the  modern  accident  so 
complex  in  severity  that  it  tests  the  diagnostic  acumen 
and  therapeutic  ingenuity  of  the  attending  physi- 
cian to  the  utmost.  Seldom  is  the  injury  confined  to 
one  system  and  for  this  reason  it  must  be  borne  in 
mind  that  thorough  though  rapid  physical  examina- 
tion with  attention  to  all  available  physical  signs 
must  be  carried  out.  Those  accidents  involving  the 
urinary  tract  quite  often  go  unrecognized  in  the  pres- 
ence of  other  symptoms  and  valuable  time  may  be 
lost.  The  unconscious  patient  cannot  localize  pain 
and  consequently  examination  of  the  genitalia  for 
blood,  inspection  and  palpation  of  the  bladder  and 
kidney  regions  and  collection  and  examination  of 
the  first  specimen  of  urine  may  detect  or  eliminate 
trauma  to  the  urinary  tract  quickly.  Often  following 
a sudden,  sharp  blow,  initial  pain  may  disappear 
for  hours  or  days  and  lead  one  to  a false  sense  of 
security,  or  the  effect  of  alcohol  may  temporarily 
reduce  the  sensations  usually  noted  at  these  times. 

Twenty-three  cases  of  trauma  to  the  urinary  tract 
reveal  that  fourteen  were  complicated  by  other  in- 
juries usually  involving  lacerations,  fractures  of  the 
pelvic  girdle  and  vertebrae  and  head  injuries.  There 
were  nine  cases  of  ruptured  bladder  or  urethra  and 
fourteen  cases  of  ruptured  or  contused  kidney.  Six 
deaths  occurred  in  the  series,  five  occurring  from 
lower  urinary  tract  pathology  and  one  in  the  trau- 
matized kidney  group.  Of  the  five  fatal  bladder 
cases,  four  came  to  surgery  and  one  was  moribund 
on  admission  and  died  of  peritonitis  from  intra- 
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peritoneal  rupture  of  the  bladder.  This  patient  was 
a man  who  attended  a football  game  on  Thanks- 
giving day  and,  being  quite  drunk,  got  in  a fight 
between  halves,  receiving  a violent  blow  or  kick  over 
the  bladder.  Several  hours  later  he  was  seen  by  a 
physician  at  his  home  and  was  catheterized,  several 
ounces  of  clear  urine  being  obtained.  Later  the  next 
day  he  catheterized  himself  several  times,  using  cold 
cream  as  a lubricant,  but  without  success.  On  ad- 
mission to  the  hospital  forty-eight  hours  later  he  was 
moribund,  pulse  fast  and  collapsible,  sweating,  stu- 
porous, with  marked  distention  and  t)Tnpanites.  He 
died  on  the  third  day  following  injury  and  autopsy 
revealed  a small  rupture  of  the  dome  of  the  bladder 
into  the  peritoneal  cavity.  This  illustrates  the  decep- 
tive diagnostic  value  of  the  catheter  alone,  as  in  this 
type  of  rupture  urine  will  often  be  obtained  and 
fluid  injected  can  often  be  recovered.  Even  opaque 
media  may  not  be  visualized  extravasating,  and,  con- 
sequently, Porter^  has  advocated  injecting  air  and 
releasing  the  catheter  under  water  to  detect  recovery 
of  air.  If  none  returns,  it  is  evidently  retained  in 
the  peritoneal  cavity  and,  furthermore,  air  can  be 
detected  by  fluoroscope  and  X-ray  plate  collecting 
under  the  diaphragm.  Mathe^  advises  caution  in  the 
use  of  air  injection  because  of  the  possibility  of 
embolus.  A second  death  was  in  a young  colored 
male  who  had  been  dilated  for  urethral  stricture  un- 
der ether  anesthesia.  He  was  seen  forty-eight  hours 
later  in  consultation  and  was  found  to  be  suffering 
intensely  with  strangury,  pain  and  swelling  in  the 
lower  abdomen,  in  shock,  sweating  profusely,  and 
with  rapid  pulse.  Immediate  operation  revealed 
extraperitoneal  extravasation  of  urine  into  the  space 
of  Retzius,  extending  up  both  walls  of  the  pelvis, 
with  necrosis  and  hemorrhage  into  tissue.  Supra- 
pubic cystostomy  with  drainage  of  the  deep  pelvis 
was  done  but  sepsis  proved  fatal  in  twenty-four 
hours. 

A spontaneous  rupture  of  the  bladder  by  necrosis 
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from  infection  outside  the  bladder  resulted  in  the 
death  of  a young  white  female,  age  twenty-three 
years,  who  six  months  before  had  given  birth  to  her 
first  baby  by  normal  delivery.  Following  delivery  she 
developed  a left  femoral  thrombophlebitis  and  a 
chronic  pyelitis.  Being  of  Christian  Science  faith, 
she  no  longer  felt  the  need  for  obstetrical  advice  and 
for  several  months  was  treated  elsewhere.  When  seen 
four  months  after  birth  of  her  baby  she  was  acutely 
ill,  emaciated  and  complaining  of  a painful  swelling 
in  the  left  groin  and  left  lower  abdomen.  Incision 
into  a left  inguinal  abscess  revealed  a sinus  tract 
communicating  with  an  opening  in  the  left  wall  of 
the  bladder.  At  cystoscopy  perforation  could  be  seen 
and  the  ureter  on  the  left  side  was  catheterized. 
Pyelogram  revealed  a normal  left  kidney  and  ureter 
with  sinus  tract  injected  separately  from  outside 
(Fig.  1).  In  spite  of  adequate  drainage  and  support- 
ing treatment,  pelvic  cellulitis  with  ulceration  and 
necrosis  progressed  until  the  iliac  artery  was  finally 
eroded  and  she  died  of  hemorrhage. 

The  usual  classical  triad  of  whiskey,  stricture  of 
the  urethra  with  full  bladder,  and  an  automobile 
accident  resulted  in  a fractured  pelvis  with  spicule 
of  bone  pentrating  the  bladder  wall  and  eventual 


death  two  weeks  later  for  a colored  male,  age  forty 
years. 

Automobile  accidents  were  responsible  for  injuries 
in  fourteen  of  the  twenty-three  cases,  or  more  than 
sixty  per  cent.  Of  the  nine  bladder  cases,  six  oc- 
curred in  motor  accidents,  one  was  from  a blow,  one 
was  spontaneous  and  one  was  instrumental.  A group 
of  three  cases  was  of  particular  interest  because  of  the 
similarity  in  the  individuals  affected  and  the  manner 
of  occurrence.  Three  school-boys,  aged  six,  twelve 
and  fourteen  years,  respectively,  were  knocked  down 
and  run  over,  two  by  school  buses  and  one  by  a milk 
truck.  The  wheels  in  each  incident  passed  directly 
over  the  region  of  the  bladder  and  symphysis  pubis. 
All  three  were  quite  conscious  but  definitely  shocked. 
Pain  and  tenderness  over  the  bladder  with  beginning 
rigidity  was  observed  early.  On  close  inspection  of 
the  genitalia,  a drop  of  blood  at  the  meatus  or  on 
the  underclothes  was  noticed.  Fracture  of  the  pelvis 
in  varying  degree  was  present  in  all  three.  Inability 
to  void  with  considerable  strangury  and  discomfort 
prevailed.  Passage  of  a soft  rubber  catheter  was  not 
productive  of  any  valuable  information  regarding 
the  extent  or  type  of  injury  except  to  locate  sus- 
pected obstruction  with  tendency  to  bleed  in  the 
region  of  the  prostatic  urethra.  Neither  intravenous 


Figr.  1.  A.  Norma],  left  pyelogrram,  no  extravasation. 

B,  Sinus  injected  seperately,  showing  extravasation  from  bladder  but  rot  involving  left  ureter. 
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pyelogram  nor  cystogram  was  attempted  in  any  case. 
After  simple  X-ray  for  fracture  of  the  bony  pelvis, 
treatment  for  shock  was  immediately  begun  and  prep- 
arations for  suprapubic  cystostomy  were  started.  All 
three  cases  were  operated  on  within  three  hours  after 
injury.  The  boy  aged  twelve  years,  run  over  by  rear 
double  wheel  of  school  bus,  had  the  most  severe  in- 
jury with  multiple  fractures  of  symphysis  and  rami 
with  one  spicule  of  bone  penetrating  the  left  wall  of 
the  bladder  (Fig.  2).  At  operation,  suprapubic 
drainage  was  instituted  with  adequate  peri-vesical 
drainage  to  the  deep  pelvis  and  a soft  rubber  catheter 
was  now  easily  introduced  from  below  and  left  in 
place.  The  crushing  type  of  injury,  however,  was 
so  devitalizing  that  infection  spread  through  fascial 
planes  up  the  back  and  down  into  the  perineum,  re- 
quiring multiple  incisions,  and  osteomyelitis,  which 
had  developed,  producing  advancing  deformities  in 
the  hip  joints,  resulting  ultimately  in  his  death  nine 
months  after  accident.  The  other  two  boys  recovered 
satisfactorily  both  as  to  urinary  function  and  fracture 
of  the  pelvis.  Suprapubic  cystostomy  in  the  boy  four- 
teen years  of  age  revealed  a rent,  with  extravasation, 
in  the  anterior  bladder  wall  and  urethra  just  under 
the  s>Tnphysis,  which  was  repaired  and  an  indwell- 


ing urethral  catheter  and  suprapubic  drainage  were 
instituted  at  operation.  Following  removal  of  the 
suprapubic  tube,  the  Stedman  suction  pump  was  of 
great  value  in  keeping  the  patient  and  bed  dry,  thus 
minimizing  the  amount  of  handling  and  moving  nec- 
essary as  regards  the  fracture  and  also  preventing 
skin  irritation  and  bed  sores.  No  cast  or  hammock 
was  used  in  this  case,  the  patient  being  kept  simply 
on  his  back  in'  a fracture  bed  with  a hand  bar  for 
assistance  in  moving.  The  third  and  youngest  boy, 
age  six  years,  was  run  over  by  a heavy  milk  truck 
and  the  symphysis  fractured.  He  could  not  void.  A 
small  amount  of  blood  was  found  at  the  meatus  and 
a catheter  removed  two  ounces  of  fluid,  mostly  blood. 
Suprapubic  cystostomy  with  indwelling  urethral 
catheter  and  early  drainage  of  the  deep  lateral  peri- 
vesical spaces  resulted  in  satisfactory  healing  with 
recovery  in  seven  weeks.  The  orthopedic  problem 
was  handled  by  swinging  both  legs  up  and  healing 
of  the  fracture  took  place  satisfactorily. 

Trauma  to  the  kidney  usually  occurs  in  one  of  two 
ways.  A sudden  sharp  blow  over  the  flank  or  back 
is  the  most  common,  but  severe  compression  as  ap- 
plied by  a heavy  weight  or  in  an  automobile  accident 
may  result  in  various  t_\pes  of  damage  to  the  kidney. 


Fig.  2.  A.  X-ray  plate  showing  bone  injury  after  accident. 

b.  Same  patient  four  months  later,  with  marked  displacement  and  deformity  from  osteomyelitis 
and  destruction  of  bone.  In-dwelling  urethral  catheter  in  place. 
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The  pathology  may  vary  from  a simple  contusion 
of  kidney  tissue  to  complete  rupture  of  the  pedicle 
and  pulpefaction  of  the  parenchyma.  Rupture  of  the 
true  capsule  seems  to  play  a very  important  part  as 
regards  the  extent  of  injury,  prognosis  and  whether 
expectant  or  operative  treatment  is  necessary.  If  the 
capsule  remains  intact  and  subcapsular  hemorrhage 
is  not  severe,  tamponade  will  soon  effectively  control 
bleeding  and  healing  will  progress  normally.  How- 
ever, if  severe  pulpefaction  occurs  but  the  capsule 
still  remains  intact,  internal  hemorrhage  into  the 
ureter  and  bladder  will  require  immediate  operation 
and  either  nephrectomy  or  repair  with  ribbon  gut,  or 
catgut  with  pads  of  fat  and  muscle  as  support.  If 
the  capsule  ruptures,  permitting  hemorrhage  and 
extravasation  of  any  considerable  amount  of  urine, 
then  operation  and  repair  or  removal  will  again  be 
necessary.  Spontaneous  rupture  is  unusual  but  does 
occur  in  the  presence  of  previous  disease,  usually 
calculus.  Rupture  by  over-distention  of  the  pelvis 
at  pyelogram  has  been  done.  Stab  wounds  and  bullet 
wounds  sometimes  are  the  agents  in  kidney  trauma 
and  must  be  handled  according  to  the  symptoms  pre- 
vailing. 

The  fourteen  cases  representing  trauma  to  the 
kidney  varied  from  slight  contusion  to  complete  rup- 
ture with  active  bleeding  and  extravasation.  Pulpe- 
faction and  complete  severance  of  the  pedicle  was  not 
encountered.  Eight  cases  occurred  in  automobile  ac- 
cidents, four  as  a result  of  blow's,  one  gunshot  wound 
and  one  a spontaneous  rupture  of  the  pelvis  due  to 
ulceration  caused  by  a small  calculus.  The  one  death 
in  the  group  was  caused  by  the  gunshot  wound  which, 
in  addition  to  penetrating  the  right  kidney,  also  in- 
jured the  liver,  pleura  and  right  lung.  Operation 
was  not  done  and  death  was  due  to  sepsis  from  ab- 
scess of  the  liver,  subphrenic  space  and  lung.  Of 
the  remaining  thirteen  cases,  three  are  classified  as 
mild  contusions  with  clinical  picture  of  pain  in  the 
renal  area,  tenderness,  moderate  rigidity  and  micro- 
scopic blood  in  the  urine.  Rest,  application  of  ice 
bag,  and  sedation  was  the  choice  of  treatment.  Seven 
other  cases  were  considered  as  definite  rupture  of 
moderate  severity,  showing  marked  signs  of  shock, 
pain,  great  tenderness  and  rigidity  with  swelling  and 
varying  degrees  of  bleeding  from  microscopic  blood 
to  gross  hematuria.  The  amount  of  blood  lost  was 
closely  follow'ed  by  repeated  blood  counts,  blood 
pressure  recordings  and  setting  up  a kidney  rack 
whereby  a portion  of  each  voiding  is  placed  in  a tube 


and  kept  side  by  side  with  later  specimens  to  serve 
as  comparison  for  increasing  or  decreasing  bleeding. 
Four  of  these  seven  cases  came  as  the  result  of  blows 
and  three  occurred  in  an  automobile  accident.  Con- 
servative, expectant  treatment  was  given  in  all  seven 
cases  and  recovery  occurred  with  ultimately  good 
function.  All  of  these  cases  were  kept  in  bed  at 
least  three  weeks  no  matter  how  well  they  felt  or 
how  clear  the  urine  was  and  the  longest  period  at 
rest  was  forty-one  days.  Opportunity  was  afforded 
to  see  the  end  result  in  one  of  the  cases  eight  months 
after  discharge.  He  was  a white,  male,  aged  thirty- 
two  years,  who  fell  backwards  about  three  feet  off 
a step  ladder,  striking  his  back  on  a bucket.  He  had 
tenderness,  swelling  and  rigidity  over  the  left  kidney 


Fig.  3.  Retrograde  pyelogram  left  kidney  eight  months  after 
injury.  Normal  function.  Hydronephrosis  and  bifid  pelvis. 

with  gross  hematuria  and  mild  shock.  With  conserv- 
ative treatment  he  was  returned  to  work  in  four 
weeks.  Eight  months  later,  however,  he  had  a sudden 
recurrence  of  hematuria  one  morning,  having  drunk 
two  and  one-half  quarts  of  beer  the  previous  night. 
He  was  cystoscoped  and  found  to  have  an  intensely 
engorged  trigone  from  which  he  had  bled,  and  at  the 
same  time  no  bleeding  could  be  found  from  the 
previously  injured  left  kidney.  Function  was  normal 
but  retrograde  pyelogram  showed  some  distortion  and 
hydronephrosis  (Fig.  3).  A second  case  proved  of 
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great  interest  in  that  injury  occurred  in  a man  with 
an  ectopic,  hypoplastic  right  kidney.  He  was  a 
colored,  male,  age  forty-five  years,  who  received  a 
heavy  blow  when  a large  wheel  truck  fell,  hitting  him 
on  the  back.  Abrasion  could  be  seen  on  the  skin  and 
there  was  severe  tenderness,  rigidity  and  swelling 
over  the  left  kidney  with  gross  hematuria  and  slight 
shock.  Intravenous  pyelogram  surprisingly  revealed 
a normal  filling  kidney  on  the  left  or  injured  side, 
but  no  kidney  could  be  found  on  the  sound  side. 
Cystoscopy  was  then  done  and  a catheter  was  intro- 
ducd  a short  way  into  the  ureteral  opening  of  the 
right  kidney  and  a retrograde  pyelogram  disclosed  an 
ectopic,  hypoplastic  kidney  in  the  pelvis  just  over 
the  bladder  (Fig.  4).  This  emphasizes  the  value  of 
cystoscopy  and  intravenous  pyelogram  in  these  cases 
w’here  indicated  and  stresses  the  value  of  conservative 
treatment  until  necessity  demands  otherwise.  Prema- 
ture surgery  in  this  case  might  have  resulted  fatally 
had  the  functioning  left  kidney  been  attacked.  A third 
severe  injure'  treated  expectantly  with  success  occurred 
in  a colored  male,  aged  forty-seven  years,  who  was 
knocked  down  in  a fight  and  jumped  on.  He  suf- 
fered a ruptured  left  kidney  and  when  seen  three 
days  after  the  accident  was  found  to  be  quite  sick  as 


result  of  internal  hemorrhage  and  sepsis.  His  urine 
was  grossly  bloody,  his  blood  count  down  to  2,500,- 
000,  hemoglobin  of  50  per  cent,  and  his  temperature 
102°.  A large,  tender  mass  w'as  felt  in  the  left  flank 
and  there  was  marked  rigidity.  He  was  so  sick  that 
treatment  for  shock  was  instituted,  a kidney  rack  was 
started  and  he  was  transfused.  After  twenty-four 
hours,  his  improvement  w'as  so  satisfactory  that  sur- 
gery was  further  delayed  and  diagnostic  procedures 
started  with  cystoscopy  which  revealed  bleeding  from 
the  left  kidney  and  an  irregular  pyelogram  with 
questionable  extravasation.  After  periods  of  irregu- 
lar bleeding  for  three  weeks,  he  improved  rapidl}'  and 
was  discharged  from  the  hospital  in  thirty  days.  Be- 
fore leaving,  an  intravenous  pyelogram  showed  good 
filling  with  only  slight  distortion  of  the  pelvis  of  the 
injured  kidney. 

Three  cases  of  trauma  to  the  kidney  required  op- 
eration. The  first  case  was  caused  by  the  rather  rare 
condition  of  spontaneous  rupture  of  the  pelvis  due  to 
ulceration  from  calculus  formation.  Abeshouse*  re- 
ported similar  cases  in  1935.  This  patient  was  a 
white  male,  age  thirty-nine  years,  who  when  first 
seen  was  acutely  ill  with  pain  and  swelling  in  the 
right  kidney  region.  He  was  explored  for  perineph- 


Fig.  4.  A,  Intravenous  pyelogram  shows  injured  left  kidney  filling  normally  and  bladder  partly  filled.  No 
evidence  of  right  kidney  seen. 

B,  Retrograde  pyelogram  shows  two  catheters  in  bladder  which  is  filled  with  opaque  solution  and 
just  above  it  a short  ureter  and  pelvis  of  ectopic  right  kidney. 
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ric  abscess  and  the  perirenal  tissues  were  found 
necrotic.  On  exposing  the  kidney,  urine  was  noticed 
and  a small  stone  found  outside  the  pelvis.  The 
wound  was  closed  with  drainage  and  healed  satis- 
factorily with  return  of  normal  function  to  the  kid- 
ney. A second  case,  in  a young  white  male,  aged 
twenty  years,  was  the  result  of  an  automobile  acci- 
dent. In  spite  of  rest,  ice  and  sedation,  the  urine  con- 
tinued grossly  bloody  and  his  right  abdomen  and 
flank  remained  rigid.  After  seventy-two  hours,  the 
right  kidney  was  exposed  and  a clean  rent,  two 
inches  long,  was  found  parallel  to  the  longitudinal 
axis  of  the  kidney  and  was  ruptured  through  the 
capsule.  This  lack  of  compression  and  tamponading 
probably  accounted  for  the  continued  bleeding.  The 
wound  was  repaired  with  mattress  sutures  tied  over 
small  pads  of  fat  and  muscle. 

The  third  case  simulated  an  acute  abdomen. 
Backus'*  has  reported  two  similar  cases  in  which  rup- 
ture of  the  kidney  was  confused  with  pathology  in 
the  abdomen.  A white  male,  age  forty-five  years,  was 
crossing  the  street  last  Christmas  day  when  he  was 
struck  on  the  right  side  by  an  approaching  automo- 
bile. The  speed  of  the  car  was  not  great  and  the  pa- 
tient was  not  unconscious  or  confused.  He  imme- 
diately arose  and  insisted  that  he  was  not  hurt. 


Fig.  5.  Retrograde  pyelogram  injured  right  kidney.  Normal  in 
upper  part  of  pelvis  but  showing  irregularity  with  extravasation 
from  lowest  calix. 


About  six  hours  later  he  began  to  have  pain  in  the 
abdomen,  but  did  not  seek  medical  advice.  Eighteen 
hours  later  pain  had  become  more  severe  and  was  ac- 
companied by  some  nausea  and  vomiting.  He  was 
admitted  to  the  hospital  about  thirty  hours  after  in- 
jury in  the  middle  of  the  night  and  the  next  morning 
when  seen  presented  the  picture  of  right-sided  ab- 
dominal pain  with  distention  and  marked  rigidity. 
The  tenderness  extended  laterally  and  around  to  the 
kidney  area.  There  was  nausea  and  vomiting  and 
the  patient  was  acutely  ill.  It  was  onh-  at  this  time 
that  a definite  history  of  injury  two  days  before 
could  be  brought  out  as  the  patient  had  attached  no 
importance  to  it.  In  view  of  this  fact  and  the  find- 
ing of  microscopic  blood  and  pus  in  the  urine,  ab- 
dominal operation  was  postponed  and  X-ray  and 
cystoscopy  were  done.  A flat  plate  showed  the  clas- 
sical deviation  of  the  spine  away  from  the  injured 
side  w’ith  obliteration  of  the  psoas  muscle  on  that 
side.  A retrograde  pyelogram  was  then  done  and  re- 
vealed a normal  kidney  in  its  upper  portion,  but  a 
rupture  in  the  lowest  calix,  resulting  in  extravasa- 
tion (Fig.  5).  With  this  evidence,  operation  was 
done  immediately  and  the  right  kidney  exposed. 
There  was  a moderate  amount  of  necrosis  and  edema 
in  the  perirenal  tissues  as  a result  of  extravasated 
urine.  There  was  no  bleeding.  The  lower  pole  of 
the  right  kidney  on  its  medial  aspect  next  to  the 
spine  was  found  ruptured  right  up  to  the  pelvis.  A 
blood  clot  was  found  between  the  separated  edges  of 
the  wound  and  evidence  of  natural  repair  of  the 
wound  was  found.  Rather  than  break  up  any  healing 
process,  the  kidney  was  left  in  its  bed  and  no  sutures 
were  placed  as  hemorrhage  was  not  a problem  and 
seemed  to  be  well  controlled.  The  wound  was  closed 
with  adequate  drainage  and  healed  satisfactorily  in 
four  weeks.  An  intravenous  pyelogram  done  upon 
discharge  revealed  a good  functioning  kidney  on  the 
injured  side  with  no  evidence  of  damage  except  for 
a small  contraction  of  the  lower  calix.  It  would  seem 
from  the  location  of  the  rupture  in  this  case  that  pres- 
sure applied  from  outside  had  pressed  the  kidney  in 
its  lower  angle  suddenly  against  the  vertebral  column, 
causing  its  rupture  on  the  medial  aspect. 

Other  injuries  occurring  in  the  patients  with 
trauma  of  the  bladder  were  fractures  of  the  pelvis  in 
five,  and  fracture  of  the  spine  in  one,  while  in  the 
kidney  group  fractures  of  the  spine  were  encountered 
in  four  cases,  fracture  of  the  metatarsals  once,  con- 
cussion in  three,  fracture  of  the  zygoma  once  and 
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lacerations  in  four.  The  evidence  in  this  series  points 
to  the  seriousness  of  injury  to  the  bladder  as  com- 
pared with  injury  to  the  kidney  as  five  of  the  nine 
bladder  cases  succumbed  while  only  one  of  the  four- 
teen renal  cases  proved  fatal.  The  early  diagnosis  of 
bladder  injury  must  be  made  by  inspection  for  blood 
on  the  genitalia  or  clothes  and  in  the  urine,  tender- 
ness, swelling,  and  tympanites,  evidence  on  catheteri- 
zation and  cystography.  While  being  treated  for 
initial  shock,  preparations  for  operation  should  be 
made  and  the  patient  given  the  benefit  of  immediate 
drainage  and  repair.  If  there  is  any  doubt  as  to  the 
procedure  to  be  carried  out,  it  is  always  safer  to  open 
the  bladder  and  afford  adequate  drainage,  leaving 
repair  of  the  urethra  or  posterior  wall  of  the  bladder 
to  some  later  date.  The  necrotizing  effect  of  extra- 
vasated  urine  is  thereby  diminished  and  toxicity  les- 
sened accordingly  while  danger  of  extensive  peri- 
tonitis is  reduced  if  the  rupture  is  intraperitoneal. 
After  removal  of  the  suprapubic  tube,  use  of  the 
Stedman  suction  pump  greatly  simplifies  the  after- 
care, reduces  nursing  care  and  handling  to  a mini- 
mum in  fracture  cases,  preserves  the  skin  and  hastens 
closure.  Experience  with  this  group  of  cases  illus- 
trates the  great  protective  value  of  the  capsule  of  the 
kidney  as  evidenced  by  the  higher  mortality  rate  and 
operative  incidence  in  the  bladder  group.  If  the  kid- 
ney had  no  such  shield,  extravasation  would  require 
a much  higher  operative  incidence.  Lowsley®  has 


shown  that  the  kidney  capsule  is  most  resistant  to 
blows  by  a flat  surface  but  will  rupture  if  struck 
with  the  edge.  He  also  advocates  more  frequent  ex- 
ploration and  repair,  whereas  Powers®  feels  that  clini- 
cal reports  and  experimental  data  show  that  uni- 
lateral trauma  may  be  treated  conservatively  and 
recovery  with  return  of  function  expected.  The  ob- 
servations and  results  in  this  series  tend  to  confirm 
the  value  of  conservative  and  expectant  treatment  in 
rupture  of  the  kidney  and  emphasizes  the  value  of 
the  kidney  rack,  cystoscopy,  intravenous  and  retro- 
grade pyelography  for  diagnosis. 

Summary 

Twenty-three  cases  of  injury  to  the  urinary  tract 
are  reported.  Nine  of  these  involved  the  bladder  or 
urethra  and  fourteen  involved  the  kidney.  Death 
occurred  in  five  of  the  nine  bladder  cases  and  in  only 
one  of  the  fourteen  kidney  cases. 
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HYPODERMIC  USE  OF  ADRENALIN  CHLORIDE  FOR  RELIEF 
OF  MENSTRUAL  CRAMPS.- 


J.AMEs  Thruston  Wolfe,  M.D., 
Washington,  D.  C. 


This  short  paper  with  case  reports  is  offered  upon 
the  assumption  that  menstrual  cramps  are  what  the 
term  signifies,  that  is  cramping  or  colic  of  the  uterine 
muscle  fibers.  The  uterus  is  innervated  by  the  two 
divisions  of  the  autonomic  nervous  system,  namely, 
the  sympathetics  and  vagi  which  are  antagonistic  to 
each  other,  the  vagi  exercising  the  constrictor  and 
the  sympathetics  the  dilator  function  on  the  uterine 
muscle  fibers. 

A great  deal  of  work  has  been  done  in  the  past  by 
investigators  who  have  studied  this  problem  and  I 

*Read  before  the  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina  at  Virginia  Beach,  Va., 
December  13,  1939. 


shall  in  no  way  attempt  to  determine  the  etiology  as 
eminent  authorities^  have  stressed  the  fact  that  it 
occurs  just  as  frequently  in  young,  healthy  women 
with  no  discoverable  pelvic  pathology  as  in  those  who 
have  diseased  conditions  of  the  female  reproductive 
organs;  and,  their  work  supports  the  above  assump- 
tion. 

Rucker^  cited  Budin’s  case  of  contraction  ring  in 
which  the  ring  was  as  tight  after  thirty-six  hours  as 
in  the  beginning,  yet  relaxed  promptly  following  hy- 
podermic injection  of  5 minims  of  1:1000  adrenalin 
solution,  which  relaxation  could  be  felt  by  fingers  in 
cervix.  In  neither  of  his  own  cases  did  he  see  a con- 
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traction  ring  or  any  motor  effect  in  fundus  produced 
by  adrenalin  as  had  been  supposed  by  some  authori- 
ties would  occur.  Morphine  sulphate,  chloral,  hyos- 
cine  failed  to  relax  the  ring.  He  also  cited  one  case 
in  which  amyl  nitrite  had  been  effectual.  He  stated: 
‘‘The  involuntary  nervous  system  is  divided  into  two 
parts,  the  s}mpathetic  and  the  parasympathetic  or 
bulbo  sacral.  Where  these  two  systems  innervate  the 
same  organ  their  actions  are  sharply  contrasted. 
******  Under  ordinary  circumstances,  however,  it 
(the  uterus)  is  under  control  of  the  autonomic  ner- 
vous system.  **=t=**=i:  Unfortunately  the  action  of 
these  two  systems  upon  the  uterus  has  not  been 
worked  out.  There  is  some  pharmacological  evidence 
that  the  sympathetic  system  is  an  uterine  inhibitor. 
******  There  now  remains  the  fascinating  exercise 
of  attempting  to  explain  the  effects  of  adrenalin.” 

Despite  Rucker’s  frank  admission  that  he  failed 
to  understand  the  effects  of  adrenalin  and  the  action 
of  the  vagi  and  sympathetics  on  the  uterus,  he  ap- 
proached very  closely  a solution  of  the  problem  and 
gave  a splendid  ‘description  of  the  action  of  the  tw'o 
divisions  of  the  autonomic  nervous  system  and  only 
failed  to  state  that  adrenalin  acts  to  stimulate  the 
sympathetic  to  neutralize  muscular  spasm  caused  by 
overactivity  of  the  vagus,  which  neurophysiology  is 
the  basis  of  my  own  work. 

Hermann  and  Fontaine^  made  an  exhaustive  study 
of  menstrual  cramps  and  wrote  an  elaborate  treatise 
on  the  innervation  of  the  uterus  by  the  sympathetic 
and  vagal  fibers  and  cited  the  work  of  other  investi- 
gators who  had  discovered  that,  by  severing  the  pre- 
sacral  sympathetic  nerves  supplying  the  uterus,  men- 
strual cramps  could  be  relieved.  In  fact,  they  stated : 
“The  parasympathetic  fibers  that  come  from  the 
sacral  roots  are  the  more  important.”  But  this  was 
their  only  comment  on  the  part  played  by  the  vagi. 
They  apparently  believed  that  severing  the  presacral 
fibers  interrupted  the  afferent  pain  sensations  from 
the  uterus  back  to  the  central  nervous  system,  and 
concluded:  “Thus  we  see  that  our  ideas  concerning 
the  influence  of  the  s)Tnpathetic  nerves  on  the  func- 
tion of  the  internal  genital  organs  in  the  female  are 
still  vague  and  incomplete.”  For  relief  of  menstrual 
cramps  their  work  was  limited  to  section  of  nerves 
supplying  the  uterus.  What  probably  happened  in 
their  operation  was  the  fact  that  the  vagal  fibers 
which  are  intimately  associated  with  the  sympathetic 
fibers  were  also  severed,  thereby  interrupting  motor 
impulse  to  the  uterine  muscle.  This  intimate  rela- 


tionship of  the  vagal  and  sympathetic  fibers  was 
carefully  worked  out  by  Dixon'*  and  Ransom. 

In  the  series  of  twenty-one  cases  of  Herman  and 
Fontaine,  section  of  the  presacral  nerves  produced 
complete  relief  of  menstrual  cramps  in  twelve,  relief 
in  six  cases  while  in  hospital  following  operation, 
two  failures  and  one  death  from  operation. 

Charles  H.  McKenzie®  reported  hypodermic  use  of 
adrenalin  in  thirty-six  cases  of  contraction  ring.  He 
claimed  favorable  relaxing  effects  on  the  ring  and 
quoted  Rucker  as  discussing  the  actions  of  adrenalin 
as  follows: 

“1.  The  uterus  is  innervated  by  sympathetic  and 
parasympathetic  nervous  systems. 

“2.  The  s\Tnpathetic  system  probably  acts  as  an 
inhibitor  of  uterine  action. 

“3.  .^.drenalin,  the  sympathetic  hormone,  inhibits 
uterine  contractions  and  thus,  rationally,  should  re- 
lax a contraction  ring.” 

McKenzie  said:  “In  dystocia,  due  to  contraction 
ring,  adrenalin  relaxes  the  ring  and  thus  removes  the 
cause.”  He  recommended  1/2  c-c.  of  1 :1000  adrenalin 
solution  by  hypo  to  be  repeated  in  five  minutes.  His 
study  was  of  contraction  ring  and  not  of  menstrual 
cramps. 

Two  years  ago,  before  this  .Association,  I had  the 
pleasure  of  presenting  a paper®  which  was  published 
in  the  Virginia  Medical  Monthly,  July,  1938,  in 
which  I described  the  relaxation  of  acute  pyloro- 
spasm  by  the  hypodermic  use  of  adrenalin,  the  most 
effective  and  rapid  stimulant  of  the  sympathetics. 

In  that  same  paper®  I described  the  balanced  mus- 
cular tonus  maintained  normally  by  the  autonomic 
nervous  system  in  the  hollow  abdominal  viscera, 
ureters,  and  the  bronchial  tubes  by  the  opposing  ac- 
tion of  the  sympathetic  nerves  and  the  vagi,  which 
balanced  action  is  maintained  in  health,  the  vagi  act- 
ing as  constrictors  and  the  sympathetics  as  dilators 
of  the  muscle  fibers  of  these  hollow  organs.  .Also, 
I quoted  J.  W.  Hundley’  of  Philadelphia,  as  having 
demonstrated  that  the  nitrites  act  on  the  muscle  fibers 
of  the  hollow  abdominal  organs  directly  and  not  by 
way  of  the  autonomic  nervous  system.  C.  H.  Souter® 
has  reported  two  cases  of  impossible  labor  due  to 
contraction  ring,  both  contraction  rings  relaxing 
promptly  upon  the  patients  inhaling  10  minims  each 
of  amyl  nitrite.  This  relaxation  was  probably  caused 
by  direct  action  on  the  uterine  muscles  as  stated  by 
Hundley. 

Upon  the  assumption  that  an  actual  spasm  of  the 
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uterine  muscle  fibers  produces  menstrual  cramps,  I 
have  approached  this  problem  during  the  past  year 
from  the  neuro-physiological  theory,  namely,  that  the 
vagal  fibers  produce  spasm  in  the  uterus  and,  in 
order  to  relieve  this  spastic  contraction,  the  sym- 
pathetics  should  be  stimulated  to  offset  muscular 
overactivity  produced  by  the  vagi.  To  accomplish 
this  result  I decided  to  try  adrenalin  upon  the  theory 
that  the  same  neuro-physiology  would  prevail  as  in 
pylorospasm,  and  learned  that  it  acted  just  as 
promptly  in  the  few  cases  available  as  it  did  in  py- 
lorospasm. As  is  true  in  pylorospasm,  the  therapeu- 
tic action  of  adrenalin  in  menstrual  cramps  seems 
more  lasting  than  in  bronchospasm. 

The  authorities  quoted  above  support  my  conclu- 
sion that  contraction  rings  and  menstrual  cramps  are 
produced  by  spasm  of  the  cervical  and  uterine  muscle 
fibers  and  also  that  they  can  be  relieved  through  the 
autonomic  nerv'ous  system  by  stimulating  the  sym- 
pathetics  w’ith  adrenalin. 

In  seven  cases  of  dysmenorrhoea  that  I have 
treated  during  the  past  year  by  hypodermic  use  of 
adrenalin,  five  were  of  the  less  severe  type  and  re- 
sponded promptly  and  experienced  relief  within  five 
minutes. 

Case  Report  No.  1.  A large  woman,  age  forty-one, 
weight  205,  was  taken  ill  the  morning  of  September 
17,  1939,  with  severe  cramps  accompanying  her  men- 
strual period  and  called  me  to  her  home  where  I 
found  her  kneeling  on  the  floor  with  her  body  and 
face  thrown  forward  on  the  bed,  moaning  in  agony. 
She  would  not  respond  to  any  questions.  A woman 
friend  who  was  with  her  told  me  of  the  patient’s 
condition.  I immediately  administered  3 minims  of 
1 :1000  adrenalin  solution  by  hypo  which  was  all  that 
I had  in  my  bag  as  I had  just  returned  from  my  va- 
cation and  had  not  replenished  my  supply.  Leaving 
immediately  for  my  office,  which  was  only  a few 
city  blocks  away,  I secured  additional  supply  and 
returned  at  once  after  not  over  fifteen  minutes’  ab- 
sence. The  patient  was  stretched  out  in  bed  on  her 
back,  and  was  responsive  to  questions.  I immediately 
gave  her  five  minims  more  by  hypo  and  in  a very  few 
minutes  she  was  completely  comfortable  and  has  had 
no  more  such  attacks.  This  patient  has  a large 
fibroid  tumor  extending  up  to  within  two  and  one- 
half  inches  of  the  umbilicus. 


Case  Report  No.  2.  A woman,  age  forty-two, 
weight  120,  called  me  at  3:30  on  the  morning  of 
November  1,  1939.  I found  her  in  bed  moaning  with 
severe  menstrual  cramps  and  gave  her  4 minims  of 
1:1000  adrenalin  solution  by  hypo  and  waited  five 
minutes.  Experiencing  no  relief  I gave  her  5 minims 
more  and  within  a very  few  minutes  she  was  quite 
comfortable  and  had  no  further  trouble  during  that 
period.  She  reports  that  she  had  no  cramps  during 
her  next  monthly  period.  This  patient  has  a large 
fibroid  within  three  and  one-half  inches  of  the  um- 
bilicus. 

These  two  cases  are  reported  because  of  the  prompt 
relief  despite  their  pelvic  pathology. 

Conclusions 

1.  Menstrual  cramps  are  caused  by  spasm  of 
uterine  muscle  fibers. 

2.  The  uterine  muscle  fibers  are  innervated  by  the 
sympathetics  and  vagi. 

3.  The  vagi  are  the  constrictors  and  the  sym- 
pathetics are  the  dilators. 

4.  Stimulation  of  the  sympathetics  by  hypodermic 
use  of  adrenalin  relaxes  muscle  spasm  produced  by 
overactivity  of  impulses  through  the  vagi. 

5.  The  cause  of  this  overactivity  not  having  been 
determined,  I do  not  attempt  to  do  so. 
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A DISCUSSION  OF  ARTERIAL  HYPERTENSIVE  DISEASE  (HYPERTENSION).* 


AV.  N.  Thompson,  B.S.,  M.D., 

Stuart,  Virginia. 


-Arterial  tension  or  blood  pressure  is  the  degree  of 
tension  of  blood  within  the  arterial  walls.  When  the 
tension  becomes  unduly  raised,  arterial  h}^ertension 
or  high  blood  pressure  exists.  At  birth  the  normal 
systolic  tension  varies  between  35  and  55  mm.  mer- 
cury; at  two  years  it  averages  85  mm.  of  mercury. 
The  gradual  childhood  rise  ceases  at  about  eighteen 
years  of  age.  In  healthy  adults  the  normal  arterial 
tension  ranges  from  110  to  140  mm.  systolic  and 
from  70  to  85  mm.  diastolic,  gradually  rising  to 
higher  figures  with  increasing  age.  Arterial  hyper- 
tension may  be  defined  as  existing  whenever  the  sys- 
tolic tension  exceeds  150  mm.  or  the  diastolic  tension 
is  100  mm.  or  more  or  both. 

Hypertension  is  usually  classified  under  two  head- 
ings: First,  primary  or  essential  hypertension,  esti- 
mated to  constitute  85  per  cent  of  all  cases  and  with 
no  definite  etiological  factor;  second,  the  secondary 
hypertension,  due  to  known  disease,  and  estimated  to 
constitute  15  per  cent  of  all  cases.  Most  authorities 
consider  two  types  of  essential  hypertension:  The 
benign — which  is  with  slow  progression,  mild  symp- 
toms, moderately  elevated  blood  pressure,  coming  on 
later  in  life  and  with  a fairly  good  prognosis.  The 
other  is  the  malignant — with  rapid  progression, 
marked  symptoms  de\"eloping  earlier  in  life,  very 
high  blood  pressure,  with  marked  retinal,  cardiac 
and  renal  changes,  and  a very  bad  prognosis. 

While  no  etiological  factor  other  than  heredity  and 
environment  have  been  pointed  out,  the  mechanism 
of  essential  hypertension  seems  to  be  fairly  well 
agreed  upon.  From  studies  of  Prinzmental  and  Wil- 
son, it  w-as  concluded  that  the  increased  fiber  re- 
sistance is  due  to  hyp'ertonus  and  not  to  organic 
changes  in  the  blood  vessel  walls.  This  hypertonus 
must  be  regarded  as  intrinsic  spasms  of  the  blood 
vessels  themselves  and  is  dependent  on  vasoconstric- 
tive action.  It  appears  that  normal  vasoconstrictive 
action  is  superimposed  on  an  intrinsic  vascular  hy- 
pertonus, leading  to  elevation  of  blood  pressure.  All 
_ forms  of  hypertension  are  produced  by  the  same  type 
of  mechanism,  whether  it  be  primary  or  secondary 
hypertension.  Wilson  further  pointed  out  that  the 

•Read  before  the  Patrick-Henry  Medical  Society,  at 
Martinsville,  Va.,  January  5,  1940. 


prognosis  in  arterial  hypertensive  disease  does  not 
depend  on  the  height  of  the  blood  pressure  but  upon 
the  damage  of  the  arterioles  of  the  coronaries,  the 
cerebral  and  renal  areas  with  dysfunction  resulting 
from  deprivation  of  oxygen  and  nutriment.  .As  previ- 
ously stated,  secondar}'  hypertension  has  a definite 
etiological  factor.  However,  this  factor  may,  at  times, 
be  very  difficult  to  determine.  Some  of  the  more  com- 
mon offenders  are:  infection,  both  focal  and  general; 
nephritis;  arterio-sclerosis ; pregnancy;  metallic  poi- 
soning; dietary  imbalance;  adrenal  tumors;  ovarian 
dysfunction  especially  at  menopause;  hyperthyroid- 
ism; obesity;  etc. 

The  general  symptomatology  is  very  similar  for 
both  essential  and  secondary  hypertension,  with  the 
symptoms  of  the  etiological  factor  superimposed  on 
those  of  hypertension  in  cases  of  secondary^  hyperten- 
sion. The  symptoms  of  arterial  hypertensive  disease 
may  be  grouped  as  cardio-circulatory,  neurological, 
and  renal.  Under  cardio-circulatory,  we  have  pares- 
thesias, numbness  of  the  e.xtremities,  hot  flashes,  ex- 
aggerated blushing,  dyspnea,  precordial  pain  which 
at  first  is  mild,  gradually  developing  into  the  severe 
pain  of  angina  pectoris.  Later,  when  the  heart  be- 
comes asthenic  from  the  extra  load  it  has  had  to 
carry,  cardiac  decompensation  develops  with  the 
usual  symptoms  of  cardiac  failure.  Cardiac  failure 
causes  more  than  half  the  deaths  attributed  to  arterial 
hypertensive  disease.  The  neurological  symptoms  are 
probably  the  first  noticed  by  the  patient.  They  be- 
come irritable.  They  find  that  the  least  things  worry 
them.  They  are  unable  to  carry  on  their  work  as 
usual.  They  are  restless,  have  headache,  impairment 
of  memory,  disturbance  of  vision,  vertigo,  tinnitus 
aurium,  insomnia,  sense  of  fatigue,  transient  dis- 
orientation and  confusion,  and,  finally,  cerebral  apo- 
plexy. It  is  this  trend  of  neurological  symptoms  that 
usually  causes  the  patient  to  seek  advice  from  his 
physician.  The  renal  symptoms  are  essentially  those 
of  decompensation,  usually  appearing  when  the  dis- 
ease has  been  of  long  standing  or  is  advanced.  Early 
findings  are  the  inability  to  retain  the  urine  properly 
and  the  presence  of  albumin  in  the  urine.  .As  the 
disease  progresses  and  the  damage  to  the  kidney  be- 
comes greater,  the  symptoms  of  renal  insufficiency  are 
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intensified,  climaxing  in  typical  uremia.  In  most 
cases  of  arterial  hypertensive  disease  one  group  of 
symptoms  predominate,  which  seems  to  indicate  that 
there  is  considerable  variation  in  individuals  and  in 
the  arteriolar  structure  of  vital  organs  in  resisting  the 
strain  of  increased  arterial  tension. 

The  treatment  of  arterial  hypertensive  disease 
may  be  based  upon  three  fundamental  principles: 
First,  eradicate,  when  possible,  all  known  or  sus- 
pected etiological  factors.  Second,  avoid  all  addi- 
tional sources  of  injury.  Third,  break  the  vicious 
circle  of  muscle  fatigue.  We  attempt  to  carry  out 
these  principles  by  three  avenues  of  approach — psy- 
chotherapy, dietary  restrictions,  and  medical  care. 

Patients  with  essential  hypertension  must  be  as- 
sured of  the  comparative  harmlessness  of  high  blood 
pressure  when  properly  cared  for.  Many  patients 
over-work,  over-eat,  under-sleep,  over-smoke,  are 
prone  to  burn  the  candle  at  both  ends,  live  a strenu- 
ous life  both  mentally  and  physically.  Hypertension 
is  more  prone  to  occur  in  the  individual  who  sits  at 
his  desk  all  day  than  in  the  laborer  in  the  field. 
Worry  and  anxiety  must  be  eliminated  or  reduced  to 
a minimum.  The  unconcerned  attitude  of  the  China- 
man must  be  instilled  into  his  every  day  life.  (The 
Chinese  very  seldom  have  high  blood  pressure.)  Rest 
of  mind  and  body  is  the  most  important  prescription. 
Through  careful  planning,  systematic  training  and 
ardent  cooperation,  the  physician  can  assist  each  in- 
dividual in  bringing  about  physical  and  mental  re- 
laxation. 

Dietary  restrictions  as  formerly  practiced  only  tend 
to  make  the  individual’s  life  miserable.  Quantity  is 
more  important  than  quality.  This  is  particularly 
true  in  the  obese  individual;  excess  fat  is  ver}'  un- 
desirable and  dietary  measures  should  be  instituted 
to  promote  reduction  of  weight.  Since  vaso- 
con.strictive  impulses  are  essential  is  raising  the  blood 
pressure,  all  food  whose  end-products  in  digestion 
are  direct  arteriolar  irritants  should  be  restricted. 
Condiments  and  spices,  alcohol,  tobacco,  large 
amounts  of  salt,  meat  broths,  coffee  and  excessive 
amounts  of  proteins  should  be  gradually  deleted  from 
the  diet.  Rational  sane  dietary  control  is  of  value; 
too  radical  curtailment  of  dietary  over  a long  period 
of  time  is  unwise. 

While  the  psychotherapy  and  dietary  regulations 
are  strictly  under  the  physician’s  guidance,  the  purely 
medical  care  is  embraced  under  both  surgical  and 
drug  therapy.  First,  we  should  attempt  to  remove  all 


possible  etiological  factors  by  eradicating  all  foci  of 
infection,  as  defective  teeth,  tonsils,  sinuses,  infected 
appendix,  diseased  prostates,  correct  constipation, 
correct  malfunction  of  the  endocrine  glands,  and  as 
far  as  possible  restore  the  body  to  normal. 

No  specific  drug  will  permanently  lower  arterial 
pressure.  Sedatives  to  promote  mental  and  physical 
relaxation  are  by  far  the  most  important  medicinal 
measures  we  have.  Drugs  belonging  to  the  barbi- 
turic acid  group  are  probably  the  most  efficacious. 
The  bromides  and  chloral  hydrate  have  been  exten- 
sively used  with  good  results.  Drugs  used  as  vaso- 
dilators are  useful  in  many  instances  to  lower  ex- 
tremely high  blood  pressure  and  to  give  symptomatic 
relief.  Amyl  nitrite  and  nitroglycerol  are  most  widely 
used  to  relieve  the  impending  catastrophy  of  angina 
pectoris.  The  action  of  the  soluble  nitrites  is  too 
rapid  and  transient  to  be  of  value  except  in  emer- 
gencies. Venesection,  extensively  practiced  in  the  past 
and  to  some  extent  at  present,  is  an  emergency  pro- 
cedure which  often  gives  very  gratifying  results  but 
has  no  permanent  value  in  the  treatment  of  arterial 
hypertensive  disease.  More  prolonged  vaso-dilator 
effects  are  obtained  with  bismuth  subnitrate,  erythro- 
tetranitrite,  potassium  sulphocyanate,  acetylcholine, 
and  liver  extract.  Bismuth  subnitrate  probably  is  the 
more  effective.  Purgatives  have  had  a prominent 
place  in  treating  high  blood  pressure.  While  symp- 
toms are  occasionally  ameloriated,  no  sustained  fall 
in  arterial  tension  has  been  demonstrated  by  the  use 
of  purgatives.  Iodides,  a time  honored  remedy,  have 
little  effect,  if  any,  in  lowering  the  blood  pressure. 
However,  marked  symptomatic  relief  has  followed  its 
administration  and  it  cannot  be  ignored  in  the  treat- 
ment of  hypertension.  It  must  also  be  remembered 
that  it  is  not  always  desirable  to  lower  the  arterial 
tension,  for  by  so  doing  we  may  deprive  some  of  the 
vital  organs  of  proper  oxygen  and  nutriment  they 
were  receiving  while  the  pressure  was  high,  thereby 
aggravating  the  s}mptoms.  With  the  progression  of 
arterial  hypertensive  disease  and  its  associated 
cardiac  and  renal  decompensatory  action,  digitalis, 
strophanthus  and  similar  cardiac  and  renal  stimu- 
lants are  often  life-savers.  It  is  a singular  fact  that 
all  the  drugs  used  in  treating  essential  hypertension 
are  directed  to  symptomatic  relief  and  none  curative. 
Even  when  the  tension  is  lowered  and  the  symptoms 
ameliorated,  most  cases  will  have  a recurrence  of  the 
increased  tension  or  of  the  symptoms  or  both  upon 
withdrawal  of  medication.  It  is  regrettable  that  our 
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knowledge  of  essential  hypertension  is  so  limited  and 
that  of  drug  therapy  so  inadequate  that  arterial  hy- 
pertensive disease  ranks  with  cancer  and  tuberculo- 
sis as  a cause  of  death  in  America.  It  appears  that 
the  medical  treatment  or  drug  therapy  of  arterial  hy- 
pertensive disease  affords  great  possibilities  for  in- 
vestigation and  research. 

In  1910,  Crile  introduced  surgery  as  a method  of 
treatment  of  essential  hypertension.  The  operation 
performed  at  that  time  consisted  of  unilateral  ad- 
renalectomy. Temporary  improvement  in  seme  cases 
followed  this  operation;  recurrences  were  common 
and  the  operation  was  not  credited  with  much  value. 
In  1923  resection  of  the  splanchnic  nerves  was  car- 
ried out  at  the  Rochester  Clinic  with  variable  results. 
During  the  past  four  years  surgical  treatment  of  es- 
sential hypertension  has  made  its  greatest  advance- 
ments. Surgical  treatment  has  been  largely  directed 
towards  that  of  the  sympathetic  nervous  system  with 
the  idea  of  destroying  the  normal  vaso-constrictor 
stimuli  which,  in  hj’pertensive  disease,  is  super- 
imposed on  the  intrinsic  hypertonus  of  the  blood 
vessels  themselves.  The  majority  of  this  work  has 


been  done  by  the  Mayo  Clinic,  Peet,  Chile  and 
Heuer.  While  their  procedure  varies  in  many  re- 
spects and  in  e.xtensiveness  of  the  operation,  the  work 
accomplished  is  very  similar.  Some  of  the  operations 
performed  are  section  of  the  splanchnic  nerves;  re- 
moval of  the  upper  two  lumbar  sympathetic  ganglia; 
removal  of  the  celiac  ganglion;  section  of  the  anterior 
root  components  of  the  splanchnic  nerves,  and  re- 
section of  a portion  of  the  adrenal  glands  bilaterally 
or  a combination  of  these  operations. 

The  results  of  surgical  treatment  of  essential  hv- 
pertension  are  not  so  disappointing,  although  far 
from  a cure.  Most  groups  of  investigators  report 
about  50  per  cent  good  results  and  50  per  cent  poor 
results.  Surgery  is  not  attempted  on  the  routine  pa- 
tient with  essential  hypertension  but  only  on  those 
cases  that  have  been  carefully  selected  and  found  to 
be  in  good  physical  condition  e.xcept  for  their  hyper- 
tension. The  results  are  good  enough,  however,  to 
warrant  a continuation  of  visceral  nerve  surgery,  es- 
pecially since  medical  methods  offer  as  little  as  they 
do  in  the  treatment  of  essential  hypertension. 


THE  CALCIUM  PROBLEM  IN  OBSTETRICS.* 


Joseph  Bear,  M.D., 
Richmond,  Virginia. 


Pregnancy  is  now  considered  a normal  physiologic 
process  which  makes  additional  demands  on  the  ma- 
ternal organism.  Essentially,  the  fetus  is  parasitic, 
taking  what  it  needs  from  the  mother’s  blood  stream 
and  even  draws  upon  the  organic  stores  of  the  ma- 
ternal host. 

During  the  embryologic  and  fetal  stages  the  gen- 
eral metabolism  of  the  mother  becomes  profoundly 
and  radically  modified,  as  is  shown  by  the  fact  that 
during  the  latter  months  she  stores  up  nitrogen  and 
water  to  a far  greater  e.xtent  than  at  other  times. 
There  is  going  on  in  the  maternal  organism  what 
might  be  termed  an  “internal  housekeeping.”  Certain 
physiologic  changes  take  place  and  there  is  a call 
and  extra  drain  upon  every  cell,  tissue  and  organ  in 
her  being.  Most  of  the  endocrine  glands  become  hy- 
pertrophied and  over-active  in  varying  degrees. 
Mineral  metabolism  is  particularly  affected  and  this 
has  become  of  more  than  academic  interest.  The 

*Read  at  a meeting  of  the  Ex-Internes,  Memorial  Hos- 
pital, Richmond,  Va.,  April  16,  1940. 


amount  of  ingested  calcium  and  phosphorus  which  is 
daily  absorbed  is  not  known  but  apparently  differs 
widely  in  various  individuals.  The  quantitative  in- 
takes may  be  quite  sufficient,  but  through  poor  as- 
similation the  amounts  of  these  elements  reaching  the 
tissues  may  be  inadequate.  For  this  reason,  ample 
provision  must  be  made  in  the  average  daily  intake 
to  allow  for  individual  variation. 

The  Calcium  and  Phosphorus  Problem  in 
Pregnancy  and  Lactation 

Like  the  Siamese  twins,  calcium  and  phosphorus 
are  inseparable — at  least  in  the  human  economy. 
The  ratio  of  calcium  and  phosphorus  is  important, 
also  their  concentrations  in  the  blood  serum,  where 
they  have  a reciprocal  relationship.  The  mineral  con- 
tent of  the  average  American  diet  is  more  likely  to  be 
faulty  with  respect  to  calcium  than  any  other  element. 
This  is  particularly  true  of  the  diet  of  city  dwell- 
ers which  may  also  be  low  in  phosphorus.  In  Amer- 
ican diets  the  average  daily  intake  of  calcium  is  0.45 
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gm.,  and  of  phosphorus  1.58  gm.  The  mineral  me- 
tabolism of  the  gravid  woman  is  greatly  increased, 
especially  toward  the  latter  half  of  gestation. 

In  bone  and  teeth  formation,  the  exact  modus 
operand!  is  unknown.  The  tooth  is  a variant  of 
bone  tissue;  its  enamel,  the  hardest  structure  in  the 
human  body,  contains  95  pe^  cent  to  97  per  cent  in- 
organic salts — chiefly  calcium  phosphate ; the  dentine 
layer  contains  about  62  per  cent  calcium  phosphate. 
Hoffstroem  has  calculated  that  the  calcium  content 
of  the  fetus  increases  from  5.39  gms.  at  seven  months 
to  30.51  gms.  at  nine  months  of  pregnancy;  this 
makes  an  average  of  0.1  gm.  per  day  over  the  whole 
period  of  gestation.  According  to  Michal  the  fetus 
requires  0.638  gm.  per  day  near  term. 

Diet  During  Pregnancy 

Nature  has  decreed  that  the  over-bearing  demands 
of  the  unborn  child  be  supplied  regardless  of  the  cost 
to  the  mother  in  terms  of  demineralization,  loss  of 
tissue  reserves,  vitamin  deficiencies  and  the  conse- 
quences thereof.  This  observation  by  Watson  states 
the  generally  accepted  view  of  the  interrelationship 
of  mother  and  fetus.  It  indicates  that  the  fetus  will 
not  suffer  nutritionally  if  attention  is  successfully 
centered  upon  protecting  the  mother  against  the  ef- 
fects of  dietary  deficiency. 

A pregnant  woman  should  ingest,  for  purposes  of 
keeping  the  calcium  balance  in  equilibrium,  at  least 
the  sum  of  the  normal  adult  calcium  requirement, 
1 gm.  daily,  plus  about  0.13  to  0.17  gm.  daily  for 
the  growing  fetus.  Actually  the  need  for  it  clinically 
demands  about  2 gms.  of  calcium  in  the  daily  diet  in 
conjunction  with  sufficient  vitamin  D to  avoid  de- 
calcification of  her  teeth  and  bones,  which  are  the 
chief  calcium  store.  Larsen  states  that  during  preg- 
nancy the  fetus  may  withdraw  as  much  as  100  gms-. 
of  calcium  from  the  mother.  It  follow’S  that  she  must, 
in  the  majority  of  cases,  call  upon  her  deposit  ac- 
count, as  neither  income  nor  current  account  is  suffi- 
, cient  to  meet  the  demands.  During  normal  pregnancy 
almost  all  the  glands  of  internal  secretion  tend  to 
hyperthrophy,  hyperplasia  and  increased  functional 
activity.  The  parathyroids,  the  anterior  lobe  of  the 
pituitary,  the  thyroid  and  the  cortex  of  the  adrenal 
are  prominently  thus  involved.  Almost  all  of  the 
endocrines,  together  with  the  sympathetic  nervous 
system  as  a connecting  link,  are  apparently  active  in 
regulating  the  calcium  metabolism. 

Every  human  being  needs  the  elements  named 
above,  but  the  expectant  or  the  nursing  mother  re- 


quires more  than  the  ordinary  amounts,  for  she  must 
consume  enough  minerals  and  vitamins  to  supply 
both  herself  and  her  baby.  It  must  be  borne  in 
mind  that  just  as  in  the  nursing  period  the  mother 
is  feeding  her  baby,  so  in  pregnancy  she  is  nourish- 
ing her  unborn  child.  The  pregnant  patient  should 
eat  just  what  any  other  woman  should  eat  w’ho  would 
preserve  full  health  and  vigor.  In  the  last  month  of 
gestation,  how’ever,  proteins  should  be  reduced  to  a 
minimum  as  a prophylactic  measure  against  toxemia. 
It  is  a general  belief  among  some  women  that  because 
of  her  condition  she  should  eat  for  two  and  enter 
upon  a “dietary  spree”  or  over-indulgence.  During 
gestation  and  lactation,  quality  of  the  food  is  far 
more  important  than  the  quantity. 

Because  of  her  additional  burden,  however,  it  is 
doubly  important  that  the  expectant  mother  be  as- 
sured a diet  which  is  in  ever\’  respect  adequate,  par- 
ticularly as  regards  full  value  of  protein  content, 
mineral  content  and  richness  in  vitamins. 

The  report  of  Bauer  and  Aub  indicates  that  with 
a limited  intake  the  gravid  w'oman  is  unable  to  con- 
serve calcium  for  the  needs  of  the  fetus.  K.  V.  and 
G.  Toverud  observed  that  when  the  mother’s  diet  was 
deficient,  the  skull  of  the  infant  was  softer  than 
normal,  the  epiphyseal  lines,  especially  of  the  meta- 
carpals,  were  fringed  and  poorly  calcified,  and  the 
teeth  when  erupted  were  often  grossly  hypoplastic. 
It  was  further  observed  that  when  the  mother’s  diet 
contained  ample  calcium  and  vitamin  D,  the  bones 
and  teeth  were  normal. 

Finola  and  his  co-workers  noted  a marked  in- 
crease in  the  density  of  bone  and  a decrease  in  the 
size  of  the  fontanelle  of  babies  whose  mothers  re- 
ceived a good  diet  plus  approximately  1.5  gm.  of 
calcium  as  dicalcium  phosphate,  7,000  units  of  vita- 
min D as  viosterol,  in  comparison  with  infants  whose 
mothers  received  a good  diet  without  the  addition  of 
calcium  and  vitamin  D.  It  has  often  occurred  to  the 
writer  whether  an  over-abundant  amount  of  calcium 
intake  would  affect  the  fetal  skull  during  the  mech- 
anism of  labor,  for  one  of  the  sites  of  predilection 
for  this  increased  density  is  in  the  parietal  bosses. 
A search  in  the  literature  reveals  only  one  reference 
to  this  question.  It  is  suggested,  however,  that  this 
osteosclerosis,  especially  in  the  parietal  region,  might 
interfere  with  molding  of  the  head — often  an  im- 
portant factor  in  many  borderline  cases.  Richardson 
found  the  contrary  to  be  the  effect.  The  latter  re- 
ported a reduction  in  the  duration  of  labors  in  both 
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primiparas  and  multiparas,  and  in  addition  that  the 
average  loss  of  blood  during  parturition  is  less.  In 
this  connection,  it  may  be  pointed  out  that  sufficient 
amount  of  calcium  increases  the  coagulability  of  the 
blood  through  the  activation  of  prothrombin  which 
with  fibrinogen  forms  fibrin. 

Mellanby  and  others  consider  a poor  diet  of  the 
mother  during  pregnancy  as  one  of  the  chief  pre- 
disposing factors  in  the  development  of  rickets  and 
dental  caries  in  the  children.  It  is  generally  con- 
ceded that  calcium  and  vitamin  D are  two  of  the 
factors  most  often  deficient  in  the  mother’s  diet.  x\d- 
ditional  evidence  of  the  need  of  increased  mineral 
retention  in  pregnancy  is  obtained  in  the  study  of 
Drain,  Plass  and  Oberst,  wherein  the  dental  condi- 
tion of  pregnant  women  was  shown  to  be  improved  by 
a diet  rich  in  calcium  and  vitamin  D. 

The  work  of  Dieckmann  and  Swanson  show’s  that 
inadequate  diets  affect  the  well-being  of  mother  and 
fetus.  Although  deficiencies  in  diet  causing  morbid- 
ity of  the  fetus  may  be  corrected  in  early  infancy,  the 
most  opportune  time  has  been  lost  in  not  preventing 
the  condition  before  it  had  a chance  to  develop.  The 
correction  of  these  fetal  disorders,  sucli  as  rickets, 
hypoplasia  of  teeth,  tetany  and  anemia,  may  rest  on 
the  proper  maternal  diet  during  the  last  half  of 
pregnancy. 

Studies  of  multiparas  show  that  the  drain  of 
rapidly  succeeding  pregnancies  and  periods  of  lacta- 
tion may  result  in  poor  retention  of  calcium  and 
phosphorus  regardless  of  intake  unless  vitamin  D if 
also  given.  Very  few  show  poor  retention  with  a 
high  intake  of  calcium  even  when  the  vitamin  D 
intake  is  equivalent  to  20  gm.  of  cod  liver  oil.  In 
general,  the  addition  of  vitamin  D in  amounts  sup- 
plied by  from  10  to  20  gm.  of  cod  liver  oil  daily 
tends  to  increase  the  retention  of  calcium  and  phos- 
phorus. 

During  lactation  there  appears  to  be  the  belief 
that  the  drain  on  the  mother  is  more  severe  than  in 
pregnancy.  The  need  for  ample  calcium  is  great. 
There  seems  necessary  an  intake  of  at  least  one  and 
one-half  quarts  of  milk,  containing  1.8  gm.  of  cal- 
cium and  representing  a total  day’s  intake  of  more 
than  2 gm.  Hunscher’s  work  points  out  that  in 
rapidly  succeeding  pregnancies  and  lactation  periods, 
vitamin  D is  especially  necessary  and  that  proper 
calcium  intake  does  not  suffice  to  prevent  loss  of 
calcium  from  the  body  unless  vitamin  D is  given. 
The  effect  of  the  maternal  diet  on  the  quality  of  the 


milk  .secreted  is  important.  Telfer  commented  on  the 
higher  mineral  content  of  milk  of  country  women 
compared  to  that  of  women  from  cities.  The  dif- 
ferences were  attributed  to  diet  and  to  the  relative 
amount  of  sunlight.  Other  observers  noted  a low’ 
calcium  content  in  the  milk  whose  diets  were  poor; 
w'hen  the  calcium  intake  was  increased  the  calcium 
content  of  the  milk  was  improved  after  one  week, 
the  average  increase  about  25  per  cent. 

The  production  of  an  adequate  supply  of  milk  is 
dependent  on  an  optimum  diet  during  the  last  half 
of  pregnancy.  In  the  w’riter’s  prenatal  supervision, 
the  calcium-bearing  foods,  fortified  with  dicalcium 
phosphate  and  vitamin  D,  is  routinely  prescribed 
and  for  several  weeks  during  the  lactational  period. 
The  supplements  of  manufactured  concentrates 
should  not  be  substituted  for  natural  foodstuffs. 

Relationship  of  Prenatal  Nutrition  to  Fetal 
Tooth  Development 

There  appears  to  be  little  doubt  but  that  calcium 
and  vitamin  D play  an  important  role  in  the  pre- 
vention and  treatment  of  rickets;  and  since  the  teeth 
may  be  regarded  as  essentially  skeletal  structures, 
there  is,  according  to  Gruebbel,  reason  to  believe  that 
the  development  and  preservation  of  the  teeth  may 
have  the  same  basic  requirements  as  the  development 
and  maintenance  of  the  skeletal  tissues.  Thus  it 
appears  logical  to  emphasize  the  importance  of  a 
well-balanced  maternal  diet  including  calcium,  phos- 
phorus and  vitamin  D for  the  purpose  of  encourag- 
ing sound  dental  development  in  the  fetus.  Investi- 
gation of  a large  number  of  pregnancies  in  the  hos- 
pitals of  London  and  Dublin  discovered  that  maternal 
malnutrition  increases  the  number  of  premature 
births.  It  is  also  well  known  that  the  incidence  of 
enamel  hypoplasia  is  extremely  high  among  children 
prematurely  born. 

The  tradition  is  still  widespread  that  every  child 
will  cost  the  patient  a tooth.  The  question  naturally 
arises,  is  this  true,  and,  if  so,  why?  Should  a 
woman  with  good  teeth  suffer  impairment  after  sev- 
eral months  of  gestation  while  diet  and  habits  of 
life  remain  practically  unchanged?  The  answer 
should  fall  in  the  negative.  With  increased  scientific 
knowledge  a few  well-known  beliefs  may  be  men- 
tioned—for  example,  we  can  still  accept  the  opinion 
that  proper  and  w’ell-balanced  foods,  in  adequate 
amount,  and  rigid  oral  hygiene  during  the  prenatal 
period  will  usually  prevent  partial  decalcification  of 
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bones  and  teeth..  The  diet  is  also  essential  to  the 
normal  development  of  the  permanent  as  well  as  the 
deciduous  teeth  of  the  child, — essential,  because  cal- 
cification begins  as  early  as  the  sixteenth  week  of 
intra-uterine  life  while  the  crowns  for  the  most  part 
are  formed  before  birth.  Many  authorities  are  of  the 
opinion  that  calcium  and  phosphorus  and  vitamin  D, 
being  the  principal  elements  conducive  to  the  forma- 
tion of  secondary  dentine,  are  also  of  importance  in 
the  arrest  of  dental  caries. 

The  fact  remains  that  a prenatal  diet  rich  in  cal- 
cium will  lower  the  incidence  of  dental  decay  in  the 
teeth  of  expectant  mothers.  It  may  be  safely  said 
that  every  reasonable  argument  would  indicate  that 
the  benefits  of  such  a diet  far  overshadow  the  doubt- 
ful elements  involved. 

Calcium  Therapy  in  Late  Toxemias 

Another  effect  on  increasing  the  calcium  intake 
during  pregnancy  is  the  aid  in  the  prevention  of  the 
toxemias  of  pregnancy.  The  administration  of  cal- 
cium in  pre-eclampsia  and  eclampsia  has  been  em- 
ployed by  many,  for  it  is  believed  that  the  calcium 
neutralizes  the  toxic  effects  on  the  guanidin  without 
removing  it.  In  eclampsia,  liver  deficiency  is  de- 
tected by  the  increased  guanidin  of  the  blood  and 
the  hypoglycemia.  Calcium  acts  by  detoxification  or 
favors  the  maintenance  of  blood  sugar.  In  addition, 
it  depresses  the  nervous  system,  lowers  blood  pressure 
and  causes  water  to  pass  from  the  tissues  to  the 
blood.  In  these  pregnancy  toxemias,  the  employment 
of  calcium  gluconate  is  far  better  than  calcium 
chloride  for  there  is  already  a retention  in  the  tissues 
of  chlorides  and  sodium  ion  resulting  in  blood  con- 
centrations. The  former  can  be  injected  either  intra- 
venously or  intramuscularly  without  harmful  local 
reactions.  Whenever  large  doses  of  magnesium  sul- 
phate are  used,  intravenous  calcium  may  serve  as  an 
antidote. 

Due  to  the  fact  that  there  usually  exists  a calcium 
poverty  or  hypocalcemia  during  gestation,  rigid  ad- 
herence to  calcium  intake  is  important.  It  is  defi- 
nitely known  that  infantile  tetany  is  associated  with 
a diminution  in  blood  calcium.  It  is  possible  there 
may  be  some  relationship  between  the  lack  of  cal- 
cium in  the  mother  and  the  development  of  the 
toxemias  and  even  eclampsia. 

Conclusions 

Although  pregnancy  is  an  essentially  normal  proc- 
ess it  involves  added  strain  w’hich  calls  for  an  in- 


crease in  the  quality  of  the  diet.  It  has  been  pointed 
out  that  the  American  dietary  tends  to  contain  a 
large  proportion  of  concentrated  foods,  low  in  vita- 
mins, residue  and  alkaline  minerals.  During  preg- 
nancy the  need  for  protective  foods  becomes  even  more 
important  since  maternal  morbidity,  due  to  demin- 
eralization and  avitaminosis  can  be  prevented.  It 
must  be  remembered  that  whatever  alters  the  me- 
tabolism of  the  expectant  mother  affects  the  growth 
of  the  fetus.  The  responsibility  of  two  patients  in- 
stead of  one  is  involved.  Recommendations  should 
be  made  for  proper  diet  to  assure  good,  healthy  teeth 
in  the  mouths  of  future  generations,  and  vitamin  D, 
representing  the  “calcifying  factor,”  is  essential  to 
normal  calcium  metabolism  and  brings  about  in- 
creased retention  of  same.  The  evolution  of  crude 
methods  of  ancient  times  to  the  scientific  precision  of 
today  contains  a wealth  of  historical  changes.  Sci- 
ence. has  done  much  for  medicine  but,  in  dealing 
with  the  human  body,  we  are  dealing  with  the  ani- 
mate, showing  constant  variations  and  idiosyn- 
crasies, rather  than  with  an  inanimate  substance. 
Clinical  medicine  has  been  greatly  enriched  by  the 
application  of  what  is  known  about  calcium  me- 
tabolism. There  is  much,  however,  that  must  be 
added  before  the  complete  relationship  between 
parathyroid  hormone  and  calcium  and  phosphorus 
utilization  is  fully  understood. 
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A CASE  OF  VOLATILE  OIL  POISONING. 


Russell  von  Lehn  Buxton,  M.D., 

Newport  News,  Virginia. 


Volatile  oils  are  not  without  hazard  in  industry 
but  ordinarily  the  lesions  caused  by  volatile  oils 
are  limited  to  the  skin  and  the  central  nervous  sys- 
tem. Death  rarely  occurs  in  industrial  types  of 
poisoning  but  Taussig^  reports  nine  deaths  out  of 
twenty  cases  who  had  taken  oil  of  savin  in  order 
to  bring  about  abortion.  A death  following  the  im- 
bibition of  oil  of  juniper  was  presented  to  a medical 
clinic  at  the  University  of  Pennsylvania  Medical 
School  in  1931  by  Dr.  O.  H.  Perry  Pepper,  and  Dr. 
Isaac  Starr, ^ and  this  case  has  so  many  similar 
features  that  it  is  of  general  interest. 

The  patient  in  this  case  was  first  admitted  to  the 
Elizabeth  Buxton  Hospital  in  1916  at  the  age  of 
thirty-four,  for  acute  alcoholism.  He  continued  to 
return  at  irregular  intervals  and  was  sent  to  other 
institutions  for  periods  as  long  as  six  months.  This 
patient  several  times  voluntarily  abstained  from  the 
use  of  alcohol  for  as  long  as  twelve  months.  During 
his  many  hospitalizations  this  man’s  physical  condi- 
tion remained  good  and  little  damage  to  his  kidneys 
or  liver  was  noted. 

The  final  episode  in  this  case  of  volatile  oil 
poisoning  began  on  July  27,  1939,  when  the  patient 
was  admitted  for  alcoholism  and  was  discharged 
three  days  later  in  good  condition.  Immediately 
upon  leaving  the  hospital  the  patient  went  to  a 
neighboring  drugstore  and  purchased  two  four-ounce 
bottles  of  spirits  of  peppermint  which  he  consumed 
before  returning  home.  The  following  day  he  was 

*Read  before  the  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina,  at  Virginia  Beach,  Vir- 
ginia, December  13,  1939. 


seen  at  home  complaining  of  epigastric  distress,  and 
readmission  to  the  hospital  was  advised. 

Upon  admission  to  the  hospital  on  July  31,  1939, 
the  patient,  a white  man  of  fifty-six,  . was  lying 
quietly  in  bed,  not  acutely  ill,  but  complaining  of 
pain  in  the  upper  abdomen.  Physical  examination 
was  negative  except  for  acute  epigastric  tenderness 
and  the  marked  odor  of  peppermint.  The  blood 
pressure  was  118/70  and  the  blood  count  was  nor- 
mal. A gastric  lavage  was  done  and  two  ounces' 
of  mineral  oil  were  injected  to  absorb  any  of  the 
volatile  oil  remaining  in  the  stomach.  This  pro- 
cedure was  repeated  in  four  hours  and  the  patient 
was  more  comfortable  and  spent  a good  night. 

The  following  day  the  patient’s  condition  re- 
mained good,  and  though  no  urine  was  obtained  for 
examination  (due  to  lack  of  cooperation  on  the  part 
of  the  patient)  he  voided  several  times  during  the 
day  and  the  blood  urea  was  only  40  milligrams  per 
cent.  Gastric  lavage  was  repeated  and  the  patient 
was  given  1000  cc.  of  ten  per  cent  dextrose-lactose- 
Ringer’s  solution  intravenously.  He  spent  an  un- 
comfortable night  and  on  his  fourth  hospital  day  he 
was  somewhat  stuporous  and  a complete  suppression 
of  urine  was  apparent.  On  this  day  the  blood 
urea  had  risen  to  120  milligrams  per  cent.  Hyper- 
tonic sucrose  was  given  intravenously  and  hot  tur- 
pentine stupes  and  short-wave  diathermy  were  ap- 
plied to  the  lumbar  regions.  In  addition,  the  pa- 
tient was  given  aminophylline  by  mouth  and  high 
colonic  irrigations. 

The  aforementioned  routine  was  continued  until 
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the  next,  or  fifth,  day,  when  the  patient  was  cysto- 
scoped  and  the  bladder  was  found  to  be  empty  of 
urine  and  there  was  no  drainage  from  the  left  ureter 
by  ureteral  catheter.  The  blood  urea  had  risen  to 
126  milligrams  per  cent.  The  blood  creatinine  was 
10.4  milligrams  per  cent,  the  blood  chloride  680 
milligrams  per  cent  and  the  icterus  index  6.  It 
was  then  decided  that  if  anything  radical  was  to 
be  done  these  measures  should  be  undertaken  im- 
mediately. A decapsulation  of  the  kidneys  was  de- 
cided upon. 

The  patient  was  removed  to  the  operating  room, 
and  under  spinal  anesthesia,  the  right  kidney  was 
decapsulated  by  Dr.  A.  A.  Creecy.  The  kidney  was 
found  to  be  large,  white,  and  boggy.  Although  the 
patient  withstood  the  procedure  well,  it  was  felt  that 
nothing  would  be  gained  by  operation  upon  the 
opposite  side,  so  he  was  returned  to  his  room. 

There  was  no  excretion  of  urine  throughout  the 
night,  and  the  morning  following  operation  the  pa- 
tient’s condition  was  poor.  His  temperature  was 
102.2,  pulse  120,  and  blood  pressure  110/70.  Pul- 
monary edema  was  present  and  a phlebotomy  was 
done,  550  cc.  of  blood  being  withdrawn  and  af- 
fording marked  relief.  The  blood  urea  was  196 
milligrams  per  cent  and  the  creatinine  was  11.8 
per  cent. 

The  patient’s  condition  grew  steadily  worse  and 
despite  all  measures  designed  to  promote  urinary 
flov/  he  died  on  the  seventh  hospital  day,  two  days 
after  operation. 

An  autopsy  was  performed  shortly  after  death  by 
Dr.  M.  B.  Beecroft  and  in  brief  the  following 
gross  changes  were  noted : 

The  esophagus  showed  acute  inflamation  and  also 
areas  of  leukoplakia;  there  was  a dark  brown  liquid 


in  the  stomach  and  intestine,  and  acute  and  chronic 
gastritis  was  seen;  the  heart  was  not  enlarged;  pul- 
monary edema  was  present;  the  liver  was  smaller 
than  normal,  but  was  congested  and  fatty  infiltration 
was  present.  The  right  kidney  was  enlarged  and 
capsule  had  been  removed;  the  cut  surface  showed 
pale  areas  and  was  moist;  the  cortex  was  thickened, 
and  the  cortical  markings  were  absent;  the  left 
kidney  was  similar,  but  the  capsule  was  intact. 

Microscopic  examination  of  the  liver  and  kidneys 
are  reported  in  detail: 

Liver:  Areas  of  necrosis  and  fatty  infiltration 
were  seen  throughout  the  structure.  In  addition 
fibrous  tissue  increase  with  accumulation  of  lympho- 
cytes w'as  seep  in  the  interstitial  tissues  as  evidence 
of  pre-existing  pathological  changes. 

Kidneys:  The  changes  here  appeared  to  be  noted 
chiefly  in  the  tubules  where  marked  swelling  of  the 
cells  was  seen  to  the  extent  that  the  lumen  of  the 
structures  was  narrowed  or  closed.  The  cells  ap- 
peared swollen  and  vacuolated  with  deposits  of  fat 
noted.  The  nuclei  appeared  to  be  absent  in  some 
cells.  The  cells  stained  poorly  and  appeared  to 
show  necrosis.  Changes  such  as  fragmentation  and 
retraction  were  also  seen  in  the  glomeruli  but  these 
appeared  to  be  of  a chronic  nature.  The  changes  in 
the  right  kidney  where  decapsulation  was  per- 
formed appeared  less  intense  than  in  the  left.  Also, 
in  the  right  kidney  there  was  evidence  of  early 
regeneration. 

In  conclusion,  a case  of  chronic  alcoholism  termi- 
nated by  poisoning  from  spirits  of  peppermint  is 
reported. 
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ENDOCRINOLOGY  BRIEFS. 
The  Pituitary  Gland. 


John  P.  Lynch,  M.D., 

Richmond,  Virginia. 


The  word,  pituitary,  is  derived  from  the  Latin 
pituita,  meaning  mucus,  moisture,  or  phlegm.  Galen 
in  the  second  century  thought  that  this  gland  acted  to 
filter  the  animal  spirits  from  the  brain  through  into 
the  nose.  This  theory  was  amplified  by  Vesalius,  but 
discounted  by  Lowry  in  the  seventeenth  century  be- 
cause he  was  unable  to  find  the  ducts  into  the  nose. 


Sbmmering  in  1778  first  described  the  anatomy  of  the 
gland.  Marie  in  1885  described  acromegaly,  Frohliclr 
in  1901  a syndrome  still  bearing  his  name.  .Almost 
yearly  since  1921,  when  rats  were  found  good  ex- 
perimental animals  for  pituitary  study,  new  facts 
have  been  revealed  about  this  amazing  gland. 

The  pituitary  gland  is  located  at  the  base  of  the 
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brain  just  posterior  to  the  optic  chiasm,  embedded 
securely  in  the  sella  turcica.  There  are  histologically 
four  distinct  parts:  pars  distalis  (anterior  lobe),  pars 
intermedia  (between  anterior  and  posterior  lobes), 
pars  nervosa  (posterior  lobe),  and  pars  tuberalis 
(surrounding  the  infundibular  stalk). 

The  Anterior  Lobe 

The  physiology  of  the  pituitary  gland  is  still  a 
matter  of  opinion  and  in  the  e.xperimental  stage.  Re- 
cently an  eminent  endocrinologist  stated  that  no  two 
groups  of  workers  in  the  field  entirely  agree,  nor  two 
members  of  a group,  nor  what  he  believed  one  day 
did  he  necessarily  hold  to  the  ne.xt.  For  this  reason 
we  can  merely  point  out  the  most  likely  probabilities 
of  function  at  the  date  of  writing.  The  pituitary 
gland  has  innumerable  functions.  Whether  each 
function  is  produced  by  a separate  hormone,  or 
whether  one  or  two  or  more  hormones  are  responsible 
is  still  not  definitely  settled.  However,  because  of 
the  trend  of  experimental  work  we  will  for  simplic- 
ity’s sake  assume  a separate  hormone  for  each  action. 
Below  is  a list  of  hormones  secreted  by  the  anterior 
pituitary. 

1.  Growth  Influencing:  Lack  of  this  hormone 

is  thought  to  be  responsible  for  certain  types  of 
dwarfs,  and  over-function  for  gigantism  and 
acromegaly. 

2.  Thyroid  Influencing : Clinically  this  is  dis- 
cernible in  the  hyperthyroid  tendency  in  acromegaly 
and  the  hypo-metabolic  state  of  Simmonds’  disease 
or  pituitary  hypofunction. 

3.  Gonad  Influencing:  As  alluded  to  in  previ- 
ous papers  this  is  dual  in  nature,  i.e.  there  is  a fol- 
licle stimulating  or  spermatogenic  hormone  and  the 
luteinizing  or  interstitial  cell  stimulating  hormone. 

4.  Adrenal  Influencing : Injections  of  certain 

potent  extracts  containing  the  adrenotropic  factor 
are  known  to  prevent  adrenal  atrophy  which  usually 
occurs  following  hypophysectomy. 

5.  Parathyroid  Influencing:  Tliis  is  in  dispute. 

6.  Lactation  Influencing : It  is  known  that 

hypophysectomy  of  lactating  animals  stops  milk 
secretion,  and  hypophysectomy  of  pregnant  animals 
prevents  lactation.  Crude  extracts  have  initiated 
lactation  in  rabbits,  sows,  cows  and  bitches. 

7.  Carbohydrate  Influencing:  This  hormone 

is  closely  related  to  the  growth  factor  and  has  never 
been  entirely  separated  from  it.  The  effect  of  this 
hormone  is  anti-insulin.  A diabetogenic-like  effect 


can  be  produced  in  normal  dogs  by  injection  of  an 
alkaline  anterior  pituitary  extract  over  a period  of 
several  days.  Acromegalics  (hyperpituitary  'syn- 
drome) are  apt  to  show  glycosuria  and  impaired 
glucose  tolerance.  A pituitary  disorder  may  explain 
the  abnormally  high  insulin  requirement  of  certain 
patients.  The  exact  mechanism  of  carbohydrate  in- 
fluencing is  said  by  Houssay  to  be  directly  in  the 
liver  but  by  Lucke  to  be  autonomic  through  the  nerv- 
ous system  to  the  adrenals.  Collip  denies  the  ex- 
istence of  this  hormone  in  human  beings. 

8.  Lipoid  Influencing:  Whether  or  not  this  is 

a separate  hormone  or  whether  its  action  is  but  a 
part  of  the  carbohydrate  factor  is  problematical. 
There  seems  to  be  evidence  that  obesity  may  be  cor- 
related more  with  pituitary  overactivity  as  in  Cush- 
ing’s syndrome  than  with  pituitary  deficiency  as  was 
wrongly  supposed  in  the  treatment  of  Frohlich’s 
syndrome  obesity  by  oral  pituitary  extract. 

Treatment 

Realizing  that  the  pituitary  gland  action  is  inti- 
mately interwoven  with  the  deficient  or  excess  action 
of  other  endocrine  glands,  we  shall  limit  our  dis- 
cussion to  clear,  well-defined  syndromes  rather  than 
to  describe  deficiency  and  excess  syndromes  of  each 
of  the  several  pituitary  factors  mentioned  above.  Of 
course  these  myriads  of  combination  do  occur  and 
must  be  dealt  with  individually.  For  many  of  these 
abnormalities  there  is  no  treatment  as  yet  and  they 
are  of  interest  purely  from  an  academic  and  diag- 
nostic point  of  view.  Others  are  partially  or  com- 
pletely amenable  to  treatment  and  these  we  will  dis- 
cuss briefly. 

Dwarfism  due  to  pituitary  deficiency  may  be 
treated  by  hypodermic  administration  of  the  growth 
factor  as  Antuitrin  G (Parke,  Davis  & Co.),  Phyone 
(Wilson  Laboratories),  Anterior  Pituitary  Extract 
Growth  Promoting  (Squibb  & Sons),  Growth  Com- 
plex (Ayerst,  McKenna  & Harrison).  The  results 
are  not  usually  satisfactory  but  individual  growth 
of  worthwhile  amount  has  been  reported. 

Simmonds’  disease  or  pituitary  cachexia,  char- 
acterized by  premature  senility,  emaciation,  hypoten- 
sion and  a low  metabolic  rate,  may  be  treated  with 
Polyansyn  (Ayerst,  McKenna  & Harrison)  or  other 
whole  anterior  pituitary  extracts,  but  results  are  far 
from  satisfactory  except  in  isolated  cases.  The  dif- 
ferential diagnosis  from  anorexia  nervosa,  which  re- 
sponds to  psychotherapy  and  adequate  nutrition. 
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must  be  made.  This  is  frequently  impossible  except 
at  necropsy. 

Gigantism  due  to  pituitary  overactivity  before  the 
epiphyses  have  closed  and  acromegaly  occurring 
after  epiphyseal  closure  may  be  treated  by  X-ray 
radiation  of  the  pituitary,  provided  the  diagnosis  is 
certain  and  blindness  is  not  threatening.  Surgery  is 
indicated  where  blindness  threatens. 

Pituitary  basophilism,  characterized  by  obesity, 
hypertension,  skeletal  decalcification,  purplish  stria 
of  skin  of  abdomen,  and  sexual  dystrophy,  may  be 
related  to  adrenal  dysfunction  also.  Radiation  of  the 
pituitary  and  surgery  make  up  the  therapy. 

There  is  no  evidence  of  characteristic  fat  distri- 
bution of  various  endocrine  syndromes.  Furthermore 
there  is  no  true  endocrine  treatment  of  obesity;  the 
principle  of  reducing  the  caloric  intake  is  still  the 
only  satisfactory  method  of  weight  reduction. 

Adiposogenital  dystrophy,  pituitary  obesity  or 
Frohlich’s  syndrome,  as  noted  in  previous  discus- 
sions and  in  article  on  gonads,  is  no  longer  regarded 
as  “the  typical  pituitary  case”,  as  probably  cerebral 
inflammation  or  degeneration  plays  a part  in  its  pro- 
duction. Diet  is  the  only  satisfactory  way  of  de- 
creasing the  weight  while  the  anterior  pituitary  sex 
fraction  may  prove  of  value  in  stimulating  gonad 
development. 

Intermediate  Lobe 

Little  is  known  about  this  portion,  but  it  is  thought 
to  control  body  pigmentation  and  perhaps  certain 
other  metabolic  factors.  There  is  no  clinical  signifi- 
cance as  yet. 

Posterior  Lobe 

The  posterior  pituitary  secretes  two  hormones,  the 
first  of  which  has  a pressor  action  that  tends  to  ele- 


vate blood  pressure  and  to  stimulate  contraction  of 
involuntary  muscle.  This  pressor  hormone  also  pre- 
vents water  loss  by  stimulating  reabsorption  from 
kidney  tubules.  The  other  hormone  is  oxytocic  or 
uterus  influencing  principle.  It,  along  with  other 
influences  as  follicular  hormone  concentration,  causes 
myometrial  contraction.  Recent  work  has  shown  a 
close  connection  between  the  posterior  pituitary  and 
the  hypothalamus  to  which  it  is  attached. 

Treatment 

Diabetes  insipidus  is  a syndrome  caused  by  the 
hypofunction  of  the  posterior-lobe-diencephalon 
mechanism  characterized  by  polyuria,  polydipsia,  and 
occasionally  weakness  and  emaciation.  U.S.P.  pos- 
terior pituitary  solution  from  .25  cc.  to  1 cc.,  de- 
pending on  the  amount  necessary  to  maintain  the 
urinary  output  to  less  than  three  liters  daily,  is 
recommended.  Powdered  whole  extract  blown  into 
the  nose  is  practicable  and  except  for  occasional  nasal 
irritation  the  most  convenient  method  of  administra- 
tion. The  disease  except  where  specific  cause  is 
found  is  of  life  long  duration. 

English  workers  have  reported  a syndrome  of  hy- 
perchromic  anemia,  achlorhydria  and  abnormal,  car- 
bohydrate metabolism,  which  they  believe  is  pro- 
duced by  posterior  pituitary  hyperf unction.  No  treat- 
ment is  suggested. 

The  Pars  Tuberalis 

This  portion  of  the  gland  may  be  an  extension  of 
the  other  three  parts  and  has  no  individual  function. 

1000  West  Grace  Street. 


Editor’s  Note:  Sixth  in  a series  of  brief  summaries 
of  our  present  knowledge  of  a rapidly  changing  field  of 
diagnosis  and  therapy. 


ACUTE  LARYNGOTRACHEOBRONCHITIS— 
Report  of  Case. 


Samuel  Newman,  M.D., 

and 

W.  E.  Dickerson,  M.D., 


Danville, 

There  is  a group  of  acute  upper  respiratory  dis- 
eases in  children  which  a priori  is  difficult  to  dif- 
ferentiate. Only  after  careful  observation  during 
the  course  of  the  illness  and  in  retrospect  is  it  pos- 
sible to  differentiate  them. 


Virginia. 

Chevalier  Jackson^  has  endeavored  to  differentiate 
this  group  on  the  basis  of  objective  appearances 
of  the  mucosa  of  the  larynx  and  the  tracheobronchial 
tree. 

References  to  this  condition  in  general  medical 
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literature  are  rather  meager.  Tlie  most  comprehen- 
sive discussion  of  this  subject  is  that  of  Joseph 
Erennemann/  constituting  an  analysis  of  his  ex- 
perience with  this  disease  at  the  Children’s  ^lemorial 
Hospital  over  a period  of  ten  years,  and  of  W. 
Jewell  Smith,*  comprising  a study  of  forty-three 
cases  occurring  at  the  Children’s  Hospital,  Los  An- 
geles, California,  in  epidemic  form  during  the  Fall 
and  Winter  of  1933  and  1934. 

i'he  seriousness  of  this  condition  may  be  inferred 
from  the  fact  that  it  is  referred  to  by  some  as 
■■fulminating  acute  laiyngotracheobronchitis”.  Un- 
fortunately, the  case  mortality  is  extremely  high  and 
varies  from  25  per  cent  to  nearly  100  per  cent, 
according  to  the  reports  from  different  medical 
centers.  The  greatest  contribution  to  the  reduction 
of  the  high  mortality  rate  came  from  the  laryngo- 
bronchoscopic  service,  though  it  would  be  wrong  to 
view  this  condition  from  a purely  teclmical  or 
mechanistic  viewpoint.  There  is  a definite  infec- 
tive, though  not  specific,  factor  in  the  picture  of  this 
dread  disease  which  has  a profound  bearing  on 
every  function  of  the  body  and  which  made  Jackson 
in  his  fundamental  contribution  state:  “.  . . the 
essential  problem  is  that  of  the  pediatrician  and  the 
general  practitioner.” 

It  is  not  easy  to  establish  a sharp  criterion  for 
the  diagnosis  of  laryngotracheobronchitis.  In  the 
words  of  Brennemann,  “.  . . there  are  all  gradations 
from  simple  catarrhal  laryngitis  through  laryngo- 
tracheitis  to  laryngotracheobronchitis,  and  they  have 
much  in  common.” 

The  bronchoscopic  picture  of  the  trachea  admits 
of  wide  variations — from  moderate  edema  and  con- 
gestion, as  in  some  of  the  cases  reported  by  Smith, 
to  marked  inflammatory  changes  in  the  mucosa  and 
submucosa  producing  very  thick,  viscid,  obstructive, 
often  encrusting,  exudate.  It  is  this  aspect  of  the 
disease  to  which  Jackson  would  confine  the  term, 
“acute  laryngotracheobronchitis”. 

The  case  here  reported  presents  most  of  the  fea- 
tures of  the  condition  dealt  with  in  the  literature. 
Though  the  issue  was  fatal,  it  may  be  of  value  to 
add  this  case  report  to  the  literature  on  this  subject. 

F.  D.  S.,  twenty-three  months  old,  well  nourished 
and  developed  child,  weighing  thirty  pounds,  was 
first  seen  February  7,  5 :30  P.  M.  The  parents 
stated  that  the  child  was  well  until  three  days  pre- 
viously, when  he  began  to  have  croup  and  fever; 
that  the  following  day,  the  temperature  was  103. 


On  examination  (5:30  P.  M.,  February  7)  the 
temperature  was  102.  Physical  and  radiographic 
findings  of  the  chest  were  negative.  The  pharynx 
and  the  rim  of  the  larynx  were  deeply  injected. 
There  were  moderate  hoarseness  and  slight  cough. 
No  pallor  or  cyanosis;  no  suprasternal  and  epigastric 
retraction.  About  a year  ago,  the  child  had  croup 
and  temperature,  similar  to  this  attack,  which  lasted 
a week,  from  which  he  fully  recovered  without 
recurrence  until  this  attack. 

A diagnosis  of  catarrhal  croup  was  made.  Diph- 
theria antitoxin  was  given,  with  the  statement  that 
it  w'as  given  merely  as  a precaution  and  not  on  the 
assumption  that  the  child  was  suffering  from  laryn- 
geal diphtheria.  Aspirin,  inhalations  of  compound 
tincture  of  benzoin,  and  tepid  alcohol-water  sponges 
were  prescribed.  The  parents  were  told  to  watch 
the  child  carefully  for  aggravation  of  symptoms. 

The  following  day,  about  6:30  P.  M.,  the  tem- 
perature was  101.  It  was  thought  that  the  child 
was  improving.  However,  about  10:30  P.  M.,  the 
child  grew  suddenly  worse.  There  were  marked 
suprasternal  and  epigastric  retraction,  extreme  rest- 
lessness, and  pallor,  but  no  cyanosis.  The  tempera- 
ture was  104.  Throat  and  chest  findings  were  the 
same  as  at  the  time  of  initial  examination.  How- 
ever, 10,000  more  units  of  diphtheria  antitoxin  were 
given.  Laryngotracheobronchitis  was  thought  of  and 
the  laryngologist  (W.  E.  D.)  was  called  in.  Shortly 
after  midnight,  tracheotomy  was  performed  under 
the  most  distressing  circumstances.  There  was 
marked  dyspnea  with  suprasternal  and  epigastric 
retraction.  There  were  extreme  cyanosis  and  rest- 
lessness. Before  laryngoscopic  examination  could 
be  carried  out,  the  child  looked  worse  and  stopped 
breathing.  An  emergency  tracheotomy  incision  was 
performed  without  the  benefit  of  anesthetic.  On 
spreading  the  edges  of  the  tracheotomy  incision,  the 
mucous  membrane  of  the  trachea  looked  normal. 
The  child  was  returned  to  his  room,  breathing  and 
resting  comfortably. 

Until  the  night  of  the  tenth,  the  child  rested  com- 
fortably. The  temperature  came  down  to  102  and 
the  child  took  ample  fluids.  Outside  of  a few 
sonorous  rales  usually  encountered  in  a tracheoto- 
mized  child,  the  lungs  sounded  clear.  Towards  the 
evening,  the  child  became  very  restless  and  presented 
a picture  of  profound  toxemia;  the  pulse  was  very 
rapid;  there  was  a decided  pallor  but  no  cyanosis; 
the  lips  and  finger-nails  appeared  normal;  breath- 
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ing  was  rapid,  and  there  was  considerable  epigastric 
retraction.  Temperature  rose  to  104.  Continuous 
laryngological  attention  and  treatment  were  insti- 
tuted— repeated  instillations  of  adrenalin  in  normal 
saline,  aspiration,  the  removal  of  secretions  through 
the  bronchoscope.  There  was  very  little  crusting 
of  the  trachea.  There  were  marked  edema  and  red- 
ness along  the  course  of  the  trachea,  of  an  inflamma- 
tory congestive  t)’pe.  No  crusts  could  be  seen  at 
the  bifurcation  of  the  trachea.  On  aspiration,  a 
grayish,  viscid,  material  consisting  mostly  of  fibrin 
and  disintegrated  leucocytes  was  obtained.  Direct 
smear  and  culture  showed  mixed  organisms  with 
staphylococcus  aureus  predominating.  Bacilli  mor- 
phologically resembling  Klebs-Loeffler  organisms 
were  also  identified.  Blood  study  showed:  Wbc. 
17,600;  Polys.  92  per  cent;  Lymphs.  6 per  cent; 
Monos.  2 per  cent;  Hgb.  76  per  cent;  Rbc.  4,330,000. 

Even  at  this  juncture,  the  child  was  able  to  take 
adequate  amounts  of  fluid.  Sixty  grains  of  sul- 
fanilamide in  fluid  were  taken  between  10  P.  M. 
and  6 A.  M.  of  February  11.  Twenty  cc.  of  a 
2J4  per  cent  solution  of  neoprontosil  were  given 
intramuscularly.  Caffeine  sodium  benzoate  was  ad- 
ministered subcutaneously.  Forty  cc.  of  a 50  per 


cent  glucose  solution  were  given  intravenously.  The 
temperature  came  down  to  102. 

The  child  died  2:45  P.  M.,  February  11. 

Few  conditions  encountered  in  medical  practice 
require  such  an  elaborate  and  coordinated  effort  as 
the  satisfactory  management  of  a case  of  acute 
laryngotracheobronchitis.  The  ideal  set-up,  as  out- 
lined by  Brennemann,  should  constitute  the  goal 
for  the  management  of  such  cases  by  every  hospital. 
It  consists  of  a fully-equipped  bronchoscopic  unit, 
a readily  accessible  bronchoscopist,  one  or  more  ex- 
perienced assistants,  specially  trained  nurses  for  the 
operating  room  and  for  the  care  of  the  child,  a 
vapor  saturated  room,  special  facilities  for  oxygen 
therapy,  and  centralized,  watchful,  coordinated,  med- 
ical care. 

Differentiation  and  specialization  promote  prog- 
ress, but  the  w'hole — that  is,  the  child — ^must  not 
be  lost  in  a mass  of  disjointed  detail. 
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SULFANILAMIDE  THERAPY  FOLLOWED  BY  HEMORRHAGES 
IN  THE  FUNDUS  OF  THE  EYE. 


James  P.  Baker,  Jr.,  M.D., 

Richmond,  Virginia. 


The  patient  here  presented  showed  a reaction  fol- 
lowing sulfanilamide  w'hich  has  not  been  reported 
so  far  as  I am  aware. 

Report  of  Case 

N.  B.,  a thirty-six-year-old  white  male,  was  seen 
at  home  on  June  8,  1939.  He  complained  of  severe 
pain  in  the  left  lower  abdomen,  running  downward 
to  the  scrotum.  He  had  had  a similar,  but  less  severe, 
attack  two  weeks  previously. 

His  past  history  was  negative  except  for  syphilis 
which  had  been  adequately  treated.  Treatment  was 
started  in  December,  1937,  one  month  after  infec- 
tion, and  continued  regularly  until  May,  1939,  alter- 
nating arsenicals  and  bismuth. 

Physical  examination  revealed  nothing  of  impor- 
tance other  than  marked  tenderness  over  the  regions 
affected  by  pain.  There  was  some  tenderness  in  the 
left  loin. 


A diagnosis  of  left  ureteral  calculus  was  made, 
and  he  was  admitted  to  St.  Elizabeth’s  Hospital, 
opiates  being  given  for  relief  of  pain. 

On  the  following  day,  cystoscopic  examination  (by 
Dr.  Austin  I.  Dodson)  and  roentgen  ray  studies  con- 
firmed the  presence  of  a ureteral  calculus  just  above 
the  bladder.  Three  catheters  were  passed  by  the 
stone  and  left  in  place  for  twenty-four  hours. 

The  patient  was  free  of  symptoms  on  June  10,  and 
planned  to  leave  the  hospital  the  following  day. 
Shortly  before  being  discharged,  however,  he  had  a 
chill  and  elevation  of  temperature  to  105°  F.  A di- 
agnosis of  pyelitis  was  made  after  further  study. 
He  was  given  a total  of  370  gr.  of  sulfanilamide  in 
the  next  four  days,  after  which  his  temperature  re- 
mained normal  except  for  minor  exacerbations.  The 
urine  specimens  showed  marked  improvement. 

During  the  course  of  sulfanilamide  therapy  he  de- 
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veloped  some  anemia,  i.e.,  a fall  of  20  per  cent 
(Sahli)  in  hemoglobin,  and  felt  quite  weak,  so  he 
remained  in  the  hospital  about  ten  days  longer.  It 
was  during  this  time  that  he  began  to  complain  of 
blurring  of  vision,  which  was  so  marked  as  to  cause 
him  a great  deal  of  distress.  This  symptom  re- 
mained prominent  even  though  he  showed  marked 
improvement  in  his  general  condition. 

Because  of  the  changes  in  his  fundi,  he  was  seen 
by  Dr.  R.  H.  Courtney,  who  made  the  following  ob- 
servations: There  were  ball-shaped,  tufty  hemor- 
rhages occurring  along  the  smaller  arterioles,  there 
being  such  a hemorrhage  at  the  center  of  each  macula. 
The  vessels  were  entirely  normal  in  appearance.  The 
vision  was  20/60  in  each  eye.  Dr.  Courtney  sug- 
gested that  these  findings  were  compatible  with  the 
changes  seen  in  certain  blood  dyscrasias  such  as 
leukemia.  There  was  no  resemblance  to  the  changes 
seen  in  hypertensive  and  renal  disease.  In  fact,  the 
blood  pressure  remained  normal  or  low  throughout 
his  illness. 

Blood  studies  at  this  time  showed  Hbg.  82  per 
cent;  RBC  4,100,000;  WBC  7,900;  PMN’s  66  per 
cent;  Lymph.  27  per  cent;  Eos.  4 per  cent;  Bas.  1 
per  cent;  and  Monos.  2 per  cent.  There  were  seen 
no  abnormal  cells.  The  coagulation  time  was  one 
and  one-half  minutes.  Clot  retraction  took  place  in 
forty-five  minutes. 

Within  less  than  a month,  all  these  hemorrhages 
had  cleared  up  and  no  new  ones  had  appeared.  The 
vision  in  the  left  eye  was  20/20.  However,  there  re- 
mained some  damage  in  the  region  of  the  fight 
macula,  the  vision  in  this  eye  being  20/40.  Re- 
examination on  October  25,  1939,  showed  the  vision 
to  be  20/20  in  each  eye,  the  fundus  changes  en- 
tirely gone,  and  all  the  blood  elements  normal. 

Comment 

The  changes  here  described  followed  closely  on  the 
administration  of  sulfanilamide.  Hemorrhages  into 
the  fundus  of  the  eye  came  from  vessels  which  showed 
no  evidence  of  disease.  No  abnormalities  in  the 
number  or  kind  of  the  cellular  elements,  or  of  the 
clotting  mechanism  of  the  blood  could  be  demon- 
strated. There  were  no  petechiae  in  the  mucous  mem- 
branes or  skin  elsewhere  in  the  body.  The  cause  of 
the  hemorrhages  must  have  been  an  increased  per- 
meability of  the  vessels  of  the  eye. 

805  West  Franklin  Street. 


Correspondence 

Communications  from  the  State  Health  De- 
partment are  Valuable. 

To  Virginia  Physicians: 

.'\pparently  there  are  many  physicians  to  whom  the 
new  premarital  legislation,  which  became  effective 
.'lugust  1,  1940,  is  not  clear,  as  many  have  called  or 
written  the  State  Department  of  Health,  asking  for 
information  concerning  requirements  for  compliance 
with  the  lawc 

It  has  always  been  the  policy  of  the  State  Depart- 
ment of  Health  whenever  significant  changes  in  our 
program  occur,  or  when  new  health  legislation  affect- 
ing the  physicians  is  enacted,  to  communicate  with 
the  physicians  informing  them  of  the  facts.  There- 
fore, in  line  with  this  policy,  on  or  about  July  10 
every  physician  whose  name  is  on  our  mailing  list 
was  sent  a brochure  for  his  files,  the  object  of  which 
was  to  familiarize  the  physicians  with  the  procedures 
to  be  followed  in  complying  with  the  marriage  ex- 
amination law.  This  brochure  contained  a reprint  of 
the  law,  a pamphlet — Questions  and  Answers  on  the 
Marriage  Examination  Law,  a pamphlet  containing 
instructions  to  physicians,  sample  of  the  certificates 
to  be  executed  by  the  physician,  and  two  mimeo- 
graphed sheets  giving  certain  information  concerning 
the  serologic  test  with  a list  of  the  approved  labora- 
tories. 

In  addition  to  this,  a supply  of  the  necessary  forms 
and  instructions  was  mailed  to  every  city  and  county 
health  department,  so  that  the  material  would  be 
available  for  the  physicians  within  these  jurisdic- 
tions, thereby  saving  time. 

However,  since  August  1,  the  effective  date  of  the 
new  law,  many  physicians  have  requested  informa- 
tion concerning  the  law,  stating  that  they  had  re- 
ceived no  instructions  from  the  State  Department  of 
Health  as  to  what  procedures  were  to  be  followed  in 
complying  with  the  law.  When  informed  that  the 
brochure  had  been  forwarded  in  advance  of  the  effec- 
tive date,  many  stated  that  if  the  material  had 
reached  them  it  had  not  been  noticed. 

While  we  are  always  glad  to  render  any  assistance 
to  the  physicians  and  to  cooperate  with  them  to  the 
fullest  e.xtent,  the  requests  for  information  concern- 
ing the  premarital  law,  in  many  instances,  would  not 
have  been  necessary  if  the  physicians  had  read  the 
instructions.  The  failure  of  some  physicians  to  read 
carefully  the  contents  of  the  brochure  has  caused 
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considerable  confusion,  unnecessary  trouble  and  de- 
lay for  the  physicians  and  many  persons  applying 
for  marriage  licenses. 

Again  we  want  to  bring  to  the  attention  of  the 
physicians  and  to  impress  them  with  the  fact  that  the 
State  Department  of  Health  does  not  circularize  them 
unless  we  feel  that  the  message  is  of  sufficient  im- 
portance to  them  to  justify  the  expense.  Therefore,  in 
order  that  the  cooperative  services  rendered  by  the 
physicians  and  the  State  Department  of  Health  may 
be  performed  more  efficiently  with  the  least  delay  and 
be  of  more  value  to  the  citizens  of  the  State,  we  urge 
the  physicians  to  read  all  communications  from  the 
Health  Department  whether  first  or  second  class. 

I.  C.  Riggin,  M.D., 

State  Health  Commissioner. 

Changes  in  the  Requirements  for  Certification 

of  Tumor  Clinics. 

To  THE  Editor: 

Attention  is  called  to  a change  in  the  requirements 
for  the  certification  of  Tumor  Clinics  at  which  ex- 
penditures from  publicly  subscribed  funds  are  au- 
thorized in  the  care  of  indigent  cancer  patients. 
These  changes  were  recommended  to  the  House  of 
Delegates  by  the  Cancer  Committee  of  the  Medical 
Society  of  Virginia  at  its  last  meeting,  and  were  ac- 
cepted by  that  body. 

The  change  made  by  the  Committee  now  permits 
a Tumor  Clinic  to  be  approved  provided  its  Director 
has  been  certified  by  his  respective  American  Board. 
The  entire  regulations  for  approval  follow: 

Personnel 

The  personnel  of  the  Tumor  Clinic  shall  consist 
of  a chief  surgeon,  a chief  radiologist  and,  if  possible, 
a chief-  pathologist.  When  no  pathologist  is  directly 
associated  with  the  clinic,  evidence  must  be  offered 
that  the  opinion  of  a pathologist  certified  by  the 
American  Board  of  Pathology  is  readily  obtainable 
and  is  regularly  obtained. 

The  Director  of  the  Tumor  Clinic,  who  shall  be 
one  of  the  three  named  above  and  who  shall  be  resi- 
dent in  the  locality  in  which  the  Clinic  is  situated, 
must  have  been  certified  by  his  respective  American 
Board. 

Any  Clinic  approved  under  these  regulations  must, 
within  a period  of  five  years  following  approval, 
present  evidence  that  the  chief  surgeon  and  chief 
radiologist  are  certified  by  their  respective  American 
Boards  and  that  the  opinion  of  a pathologist  certified 


by  the  American  Board  of  Pathology  is  regularly 
obtained. 

Equipment 

The  Clinic  must  be  associated  with  or  have  avail- 
able a hospital  registered  by  the  American  Medical 
Association  and  approved  by  the  American  College 
of  Surgeons.  There  must  also  be  available  modern 
X-ray  therapy  apparatus  of  not  less  than  200,000 
KV.  It  is  not  essential  that  radium  be  owned  by  the 
Tumor  Clinic,  but  it  should  be  available  locally. 

Operation 

The  Committee  will  furnish  forms  to  each  certifi- 
cated Clinic  to  be  returned  to  the  Committee  for  each 
case  treated  at  the  expense  of  public  funds.  These 
forms  must  contain  written  and  signed  surgical, 
radiological,  and  pathological  opinion.  Other  details, 
such  as  the  diagnosis,  treatment,  and  result,  will  be 
included.  If  the  Committee,  on  the  basis  of  these 
reports,  is  not  satisfied  that  the  Clinic  is  employing 
funds  in  a way  to  insure  proper  treatment  to  the  pa- 
tient, they  will  have  data  on  which  to  withdraw  cer- 
tification. 

It  is  requested  that  all  groups  desirous  of  quali- 
fying under  the  above  regulations  submit  promptly 
to  the  Chairman  of  the  Committee  evidence  of  their 
ability  to  meet  the  minimum  requirements. 

Edwin  P.  Lehman,  Chairman, 

Cancer  Committee, 
Medical  Society  of  Virginia. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 


President — Mrs.  Griffin  Holland,  Eastville. 
President-Elect — Mrs.  E.  Latane  Flanagan,  Richmond. 
Recording  Secretary — Mrs.  T.  Elmore  Jones,  Portsmouth. 
Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 

Annual  Report  of  the  President. 

As  President  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  Virginia  I submit  the  following 
report : 

We  still  have  only  eleven  Auxiliaries,  despite  the 
efforts  of  the  Organization  Chairman,  her  Committee, 
and  my  own  work.  We  lost  Princess  Anne  County 
Auxiliary  and  gained  a fine  enthusiastic  new  Aux- 
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iliary  in  Loudoun  and  Fauquier  Counties.  Our  mem- 
bership must  be  almost  four  hundred. 

•After  the  splendid  Convention  in  October,  I am 
sure  we  felt  a busy  year  lay  ahead  of  us  with  much 
work  to  be  accomplished. 

Mrs.  Potter,  Program  Chairman,  Mrs.  Flanagan, 
Public  Relations  Chairman,  Mrs.  Chichester,  Legis- 
lative Chairman,  and  I met  in  Richmond  and  worked 
out  together  the  program  that  was  approved  by  the 
•Advisory  Council  and  then  sent  it  out  to  all  County 
Presidents.  Their  reports  will  show  you  how  far 
these  plans  were  carried  out. 

I have  attempted  to  keep  in  touch  with  each  •Aux- 
iliary through  letters,  articles  in  the  Virginia  Medi- 
cal Monthly,  and  the  National  Bulletin.  I have 
written  over  four  hundred  letters  besides  telegrams, 
long  distance  telephone  calls  and  fifty-eight  post 
cards.  I have  had  two  Board  meetings  and  several 
special  committee  meetings.  I have  visited  five  .Aux- 
iliaries and  was  only  sorry  I could  not  visit  everyone. 

I trust  the  time  is  coming  when  it  will  be  one  of 
the  duties  of  the  President  to  visit  all  -Auxiliaries 
whether  she  has  a special  invitation  or  not. 

It  seems  to  me  it  must  inspire  added  interest  to 
have  your  State  President  with  you  and  I’m  sure  she 
needs  that  contact.  I always  came  away  feeling  I 
had  gained  personally  so  much  more  than  I had 
given. 

I was  impressed  by  the  splendid  sincere  work 
being  done  by  the  -Auxiliary  members.  I had  urged 
at  the  beginning  of  our  year  self-education  first 
along  all  lines  pertaining  to  health  and  socialized 
medicine.  It  could  readily  be  seen  that  many,  many 
members  were  reading  and  informing  themselves  on 
these  subjects.  Through  personal  contact  and  letters 
I believe  the  splendid  suggestions  of  Mrs.  Potter 
and  Mrs.  Flanagan  have  been  carried  through  in 
seme  -Auxiliaries  and  splendidly  worked  out. 

On  account  of  illness  Airs.  Newman  could  not 
carry  out  her  plans  for  Hygeia.  I trust  ne.xt  year  wall 
see  a great  increase  in  our  number  of  subscriptions. 
-As  a member  of  the  National  Hygeia  Committee 
next  year  you  will  make  me  extremely  happy  if  you 
will  bend  every  effort  for  a successful  year. 

Airs.  Snead,  Chairman  of  Publicity,  has  had  an 
interesting  page  in  the  A'irginia  AIedical  AIonthly 
each  month. 

Airs.  Southgate  Leigh  sent  to  the  National  His- 
torian a brief  and  interesting  history  of  our  eighteen 
years. 


Airs.  Jones,  Chairman  of  Exhibit  sent  a beautiful 
e.xhibit  to  the  National  Convention  which  you  may 
see  here  among  the  exhibits.  It  was  built  by  Mrs. 
Chichester’s  young  son,  Peyton,  and  was  one  of  the 
best  at  the  Convention. 

Our  Jane  Todd  Chairman,  Airs.  Dillard  of  -Alex- 
andria, has  been  active  and  a splendid  chairman. 

Airs.  Wright’s  interest  in  the  Leigh-Hodges-Wright 
Alemorial  bed  is  as  keen  as  ever.  This  is  a splendid 
work  and  I bespeak  for  her  your  continued  interest. 

Our  Legislative  Chairman  has  been  very  active  in 
trying  to  inspire  you  all  to  study  all  legislative  mat- 
ters pertaining  to  medicine.  She  was  active  in  lead- 
ing the  women  of  -Auxiliaries  last  winter  in  aiding 
the  physicians  in  killing  the  bill  concerning  Chiro- 
practors. 

Airs.  Bear  as  usual  has  been  most  active  in  her 
work  with  Cancer  Control. 

Our  philanthropic  work  is  along  the  same  lines, 
but  increasing  each  year. 

This  is  a brief  summar}'  of  a year  of  sincere  work, 
perhaps  far  from  ideal,  for  several  auxiliaries  are 
not  as  active  as  I would  wish  but  perhaps  new  in- 
terest will  spring  up  next  year. 

The  Convention  in  New  York  was  wonderful  to 
me.  I kept  wishing  I could  have  attended  at  the  be- 
ginning of  my  year.  -As  we  grow  and  become  more 
prosperous,  let  us  send  our  State  Presidents  and 
Presidents-elect  to  the  National  Conventions. 

I wish  at  this  time  to  tell  you  this  has  been  the 
busiest,  happiest  year  of  my  life.  I wish  again  to 
thank  the  Richmond  -Auxiliary  for  the  courtesies  ex- 
tended to  us  at  the  mid-winter  meeting.  I wish  also 
again  to  thank  the  County  Presidents  and  members 
of  the  -Auxiliaries  I have  visited  for  their  hospitality 
and  beautiful  courtesies  bestowed  upon  me. 

To  Aliss  Edwards  who  has  shown  so  much  co- 
operation and  kindness,  to  all  my  State  Chairmen, 
I e.xtend  my  heartfelt  thanks  for  their  splendid  work 
and  cooperation  at  all  times. 

Eor  the  privilege  of  serving  you,  I give  thanks. 
I have  received  so  very  much  more  than  it  has  been 
possible  to  give.  Aly  life  will  be  much  richer  for  the 
friendships  I have  made.  I ask  the  same  cooperation 
for  my  successor,  and  I also  ask  and  know  that  you 
will  continue  to  serve  the  best  interests  of  the  medical 
profession. 

Respectively  submitted, 

Polly  Graham  Latane, 
(AIrs.  Henry  .Augustine  Latane). 
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Report  of  the  Joint  Meeting  of  the  Virginia 

and  West  Virginia  Auxiliaries. 

After  months  of  anticipation  and  preparation, 
members  of  the  Woman’s  Auxiliaries  to  the  Medical 
Society  of  West  Virginia  and  Virginia  met  July  29 
through  July  31  at  the  Greenbrier  Hotel,  White 
Sulphur  Springs,  West  Virginia. 

The  business  meetings  started  at  nine  o’clock  on 
Tuesday,  with  Mrs.  V.  E.  Holcombe,  President  of 
West  Virginia  and  newly  elected  National  President, 
presiding  and  Mrs.  Henry  Augustine  Latane  serving 
in  the  same  capacity  for  Virginia. 

On  West  Virginia  Day  a delightful  luncheon  was 
given  for  both  Auxiliaries  wdth  IMrs.  Holcombe  act- 
ing as  hostess  to  about  thirty  distinguished  guests  at 
the  speakers’  table,  with  two  hundred  auxiliary  mem- 
bers. Dr.  Hugh  Trout,  President  of  the  Medical 
Society  of  Virginia,  and  Dr.  Frank  Langfitt,  Presi- 
dent of  West  Virginia  State  Medical  Association, 
were  among  the  honored  guests.  The  principal  ad- 
dress was  given  by  Mrs.  Charles  P.  Corn,  President 
of  Southern  Medical  Auxiliary.  Singing  of  the  Vir- 
ginia State  song  and  lovely  favors  added  much  to 
the  pleasure  of  the  occasion. 

Wednesday,  Virginia  Day,  started  with  a past 
president  breakfast  followed  by  business  meetings 
until  12  :00.  Then  followed  a luncheon  at  the  Casino 
with  Mrs.  H.  A.  Latane  acting  as  hostess.  Again 
there  were  many  distinguished  guests,  favors,  flowers 
and  singing.  ISIrs.  V.  E.  Holcombe  gave  a most  in- 
structive address  on  “Coordinating  the  Auxiliary 
Program”. 

The  annual  election  of  officers  for  both  states  took 
place  in  the  morning.  Mrs.  H.  V.  Thomas  took  of- 
fice as  President  of  West  Virginia  Auxiliary  and  Mrs. 
Griffin  W.  Holland  of  Eastville  as  president  of  the 
Virginia  State  Auxiliary. 

The  splendid  work  and  cooperation  of  Mrs.  James 
Klump  and  Mr.  Joe  Savage  of  West  Virginia  and 
Mrs.  Peyton  Moncure  Chichester  and  Miss  Agnes 
Edwards  of  Virginia  really  made  the  Convention  a 
success,  for  they  took  entire  charge  of  all  arrange- 
ments. W'e  will  always  be  deeply  indebted  to  them. 

To  the  West  Virginia  ladies  we  of  Virginia  wish 
to  extend  sincere  thanks  for  their  hospitality  and 
many  courtesies  extended  to  us. 

Tlie  registration  was  larger  than  for  many  years. 
Everyone  felt  it  was  a most  successful  convention. 
There  were  dinners,  teas,  and,  receptions  honoring  the 
guests.  At  the  last  banquet  the  Governors  of  both 


states  were  present  with  the  first  ladies.  Governor 
James  Price  of  Virginia  and  Governor  Frank  Holt 
of  West  Virginia.  Both  gentleman  gave  short  ad- 
dresses and  so  closed  the  joint  meeting  of  two  neigh- 
boring states  with  the  bond  of  fellowship  and  good 
will  much  stronger  for  our  working  and  playing  to- 
gether. Polly  Graham  Latane. 

Medical  Auxiliary  Gets  State  Honor. 

The  Petersburg  Medical  Auxiliary  received  the 
exhibit  prize  at  the  recent  medical  meeting  of  the 
Medical  Society  of  Virginia  and  Auxiliary  at  White 
Sulphur  Springs.  The  exhibit,  for  which  Mrs.  H.  R. 
Schmidt  was  chairman,  contained  all  comforts  for 
bed  patients. 

The  Auxiliary  to  the  Northampton-Accomac 

Medical  Societies 

Held  a subscription  card  party  at  the  home  of 
Mrs.  H.  L.  Denoon  in  Nassawadox,  on  August  8. 
Bridge  was  played  at  eight  tables  and  a number  at- 
tended who  did  not  play.  The  money  made  is  to  be 
applied  on  the  Christmas  gift  the  Auxiliary  gives  the 
Northampton-Accomac  Memorial  Hospital  at  Nassa- 
wadox. After  delicious  refreshments,  the  members 
met  to  hear  the  reports  given  by  those  who  attended 
the  Bi-State  Meeting  recently  held  at  White  Sulphur 
Springs,  W.  Va.  IMrs.  S.  K.  Ames,  Secretary. 

Plea  for  Cooperation. 

Dear  Co-Workers: 

As  Press  and  Publicity  Chairman  for  the  new  year 
I am  using  this  opportunity  to  thank  each  County 
Auxiliary  for  their  cooperation  the  past  year,  and  at 
the  same  time  urge  more  support. 

.•\s  our  husbands  present  and  discuss  all  new  cases 
and  treatments  before  the  Medical  Society,  to  im- 
prove health  problems,  so  should  we,  as  co-workers, 
pass  on  our  new  ideas  through  the  Monthly,  so 
that  some  weak  Auxiliarj'  may  profit  by  them. 

Therefore  as  the  new  year  begins,  I’m  pleading  for 
accounts  of  your  accomplishments,  for  publication, 
either  in  Virginia  Medical  Monthly  or  Journal 
of  American  Medical  Association.  May  Virginia  be 
outstanding  this  year  in  progress,  interest  and  good 
results ! 

Thanking  you  in  advance  for  any  contributions 
and  hoping  to  get  a new  idea  from  each  Auxiliary 
as  the  months  roll  by,  I am 

Most  sincerely, 

Petersburg,  Va.,  Jane  W.  Snead, 

August  14,  1940.  (Mrs.  H.  M.  Snead) 
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Special  Meeting  of  the  Council, 
Medical  Society  of  Virginia 


The  members  of  the  Council  were  guests  of  Dr.  H.  H. 
Trout  for  dinner  at  the  Hotel  Roanoke,  on  July  3,  1940, 
and  the  meeting  was  called  to  order  by  Dr.  Trout  im- 
mediately following  dinner.  Present  were  Drs.  Trout, 
VV'alter  B.  Martin,  C.  E.  Martin,  J.  L.  Rawls,  C.  B. 
Bowyer,  R.  W.  Miller,  J.  E.  Knight,  A.  F.  Robertson, 
VV.  C.  Akers,  and  John  Hundley. 

The  meeting  was  called  for  the  purpose  of  arranging 
for  the  participation  of  the  Medical  Society  of  Virginia 
in  the  National  Defense  Program  now  under  way.  Dr. 
Robertson  moved  that  the  Committee  on  National  Pre- 
paredness of  the  Medical  Society  of  Virginia  be  composed 
of  the  membership  of  the  Council  and  such  other  mem- 
bers of  the  Medical  Society  of  Virginia  as  may  be  ap- 
pointed by  the  State  Representative.  Seconded  by  Dr. 
Miller  and  passed. 

Dr.  Robertson  moved  that  Dr.  Trout  be  chairman  of 
the  state  committee  for  the  duration  of  the  emergency 
due  to  the  war  in  Europe.  Seconded  by  Dr.  Miller  and 
passed. 

Dr.  Miller  moved  that  the  chairman  of  the  committee 
serve  as  the  state  representative  on  the  national  com- 
mittee. Duly  seconded  and  passed. 

Dr.  C.  E.  Martin  moved  that  Dr.  Walter  B.  Martin 
be  made  vice-chairman  of  the  state  committee  and  alter- 
nate state  representative.  Seconded  by  Dr.  Akers  and 
passed. 

Dr.  Rawls  moved  that  each  constituent  society  of  the 
Medical  Society  of  Virginia  be  requested  to  set  up  a 
local  committee  on  National  Preparedness  before  the 
state  meeting  in  July.  Seconded  by  Dr.  Bowyer  and 
passed. 

After  discussion  and  on  motion  duly  seconded  and 
passed  the  following  questionnaire  was  adopted: 

1.  Name 2.  Age 3.  Address 

4. . Married Single Number  of  Children 

5.  Are  you  a member  of  the  reserve  Medical  Corps  of  the 

U.  S.  Army Virginia  National  Guard 

Naval  Medical  Reserve United  States  Public 

Health  Service 

6.  Have  you  had  any  previous  military  training  or  ex- 
perience  

7.  In  the  event  of  war  or  a national  emergency  are  you 
willing  to  serve  in 

A.  The  armed  forces  of  the  United  States 

a.  Anywhere  needed  

b.  Anywhere  in  the  United  States 

c.  Anywhere  in  your  locality 

B.  Any  civil  capacity 

a.  Anyhere  assigned 

b.  Anywhere  in  your  locality 

8.  Do  you  believe  your  services  would  be  most  effective 

in  the  Army - Navy Public  Health 

Service Red  Cross At  Home 


Please  fill  this  questionnaire  in  at  once  and  return  to  the 
secretary  of  your  local  medical  society. 

Dr.  Robertson  moved  that  the  local  societies  be  re- 
quested to  hold  a special  meeting  at  the  earliest  possible 
date  in  order  to  set  up  the  local  committee,  obtain  the 
information  from  the  questionnaires,  and  return  that  in- 
formation to  the  secretary  of  the  Medical  Society  of  Vir- 
ginia before  the  state  meeting.  Duly  seconded  and  car- 
ried. 

Dr.  Walter  B.  Martin  presented  the  following  sug- 
gested “Provisions  for  Equalizing  Financial  Loss”  to 
those  physicians  who  are  called  into  service: 

1.  Establish  a corporation  and  issue  stock  to  each 
member  of  each  society  based  on  his  net  income  as 
shown  by  his  Federal  income  tax  returns. 

2.  All  physicians  not  called  into  the  service  be  re- 
quired to  contribute  a certain  percentage  of  their  in- 
come above  the  amount  shown  in  1939;  this  to  be  on 
a sliding  scale  in  proportion  to  their  total  income.  For 
example,  ten  per  cent  for  an  income  starting  at  $4,000 
and  an  added  five  per  cent  for  each  additional  thou- 
sand. 

3.  The  amount  realized  from  this  source  to  be  dis- 
tributed among  the  men  called  to  service  on  the  follow- 
ing basis: 

After  deduction  from  their  former  net  income  their 
net  Army  pay,  distribution  is  to  be  made  in  accord- 
ance with  the  pro  rata  amount  of  stock  held,  but 
not  to  exceed  fifty  per  cent  of  the  difference  between 
their  Army  pay  and  their  former  net  income. 

Dr.  Akers  moved  that  the  Council  approve  the  plan 
of  provisions  for  equalizing  financial  loss  and  that  the 
plan  be  submitted  to  each  constituent  society  as  a sug- 
gested procedure  to  be  followed.  Seconded  by  Dr. 
Knight  and  passed. 

Upon  nomination  by  Dr.  Bowyer,  Dr.  Roshier  W.  Miller 
was  selected  to  serve  as  toastmaster  at  the  banquet  to  be 
held  Wednesday  evening  during  the  state  meeting. 

It  was  moved  and  passed  that  Miss  Edwards  be  in- 
structed that  other  work  be  deferred  in  order  that  the 
foregoing  instructions  be  carried  out  promptly,  and  that 
all  reports  be  kept  secret  and  no  report  be  made  to  the 
press  of  either  the  plan  of  procedure  or  the  results  of 
the  questionnaire. 

Dr.  Miller  moved  that  the  minutes  of  this  meeting 
be  approved  after  clarification  by  the  acting  secretary 
and  signature  of  the  president.  Motion  carried. 

John  Hundley,  Jr., 

Acting  Secretary. 

Approved : 

Hugh  H.  Trout, 

President. 
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Proceedings 

Joint  Meeting 

Medical  Society  of  Virginia 

and 

West  Virginia  State  Medical  Association 

July  29,  30  and  31,  1940 
The  Greenbrier 

White  Sulphur  Springs,  West  Viriginia 


GENERAL  SCIENTIFIC  SESSIONS 
Monday  Morning,  July  29,  1940 

The  first  session  of  the  General  Scientific  Assembly 
of  the  joint  meeting  of  the  Medical  Society  of  Virginia 
and  the  West  Virginia  State  Medical  Association,  held 
July  29-31,  1940,  at  White  Sulphur  Springs,  West  Vir- 
ginia, convened  at  9:45  A.  M.  in  the  Auditorium  of  The 
Greenbrier,  Dr.  Hugh  H.  Trout,  President  of  the  Medical 
Society  of  Virginia,  and  Dr.  Frank  V.  Langfitt,  Presi- 
dent of  the  West  Virginia  State  Medical  Association, 
presiding. 

President  Langfitt:  The  meeting  will  now  come  to 
order.  We  will  have  the  invocation  by  Dr.  Ben  R. 
Roller,  of  White  Sulphur  Springs. 

Rev.  Ben  R.  Roller:  Dear  Lord  and  Father  of  us  all, 
in  whom  we  live  and  move  and  have  our  being,  we  come 
before  Thee  this  morning  with  grateful  hearts  for  the 
mercies  that  Thou  hast  bestowed  upon  us.  O Lord,  we 
confess  that  in  the  past  we  have  not  always  been  mindful 
of  Thy  mercies.  We  often,  through  timidity  or  igno- 
rance or  fear  or  even  through  selfishness,  have  done  the 
things  that  do  not  partake  of  Thy  kingdom,  but  because 
Thou  art  our  Father  we  dare  to  come  before  Thee  and  to 
ask  Thy  forgiveness  and  to  ask  that  Thou  wilt  give  us 
clear  vision  to  know  the  right,  and  courage  and  strength 
to  do  it. 

We  ask  Thy  blessing  upon  these  associations  in  con- 
vention assembled.  Be  with  them,  we  pray  Thee,  in  all 
that  they  do  or  think  or  say.  May  these  meetings  be  so 
filled  with  a grateful  thought  of  Thee  that  they  may 
return  to  their  homes  stimulated  and  with  the  knowledge 
that  the  members  can  go  on  to  greater  and  to  deeper 
things.  We  ask  Thy  blessing  upon  their  families  at 
home,  upon  their  loved  ones.  We  ask  Thy  blessing  upon 
this  country  of  ours,  and  may  its  leaders  see  the  right 
in  the  turmoil  of  the  present  world  and  be  able  to  go 
forward  so  that  when  a lasting  peace  shall  come  it  will 
be  a peace  not  based  on  force  but  based  on  Thy  love. 

O Lord,  we  pray  that  Thou  wilt  give  Thy  strength 
and  Thy  love  to  those  who  need  Thee  throughout  the 
whole  world.  Put  into  the  hearts  of  men  to  know  the 


only  way  is  the  way  of  love.  We  ask  this  and  all  else 
in  the  name  of  the  Great  Physician.  Amen. 

President  Langfitt:  We  are  certainly  very  fortunate 
this  year  in  having  a most  unusual  occurrence  in  the  his- 
tory of  the  West  Virginia  State  Medical  Association.  I 
refer  to  our  meeting  with  the  Medical  Society  of  Vir- 
ginia,. and  at  this  time  I want  to  introduce  to  you  their 
distinguished  President,  Dr.  Hugh  Trout. 

We  now  will  listen  to  the  address  of  welcome  by  Dr. 
Guy  Hinsdale,  President  of  the  Greenbrier  Valley  Med- 
ical Society. 

Dr.  Guy  Hinsdale:  Mr.  President  and  Mr.  President, 
Fellow  Members  of  the  Medical  Society  of  Virginia  and 
of  the  West  Virginia  State  Medical  Association,  Invited 
Guests,  Ladies  and  Gentlemen:  It  is  my  pleasant  duty, 

on  behalf  of  the  Greenbrier  Medical  Society  and  the 
management  of  the  Greenbrier  Hotel,  to  welcome  you  to 
White  Sulphur  Springs.  This  is  a unique  occasion,  as 
the  President  has  just  stated.  Very  rarely  have  the  two 
societies  met  together,  and  this  is  the  first  time  in  our 
history  that  we  have  met  in  common  session. 

As  you  may  remember,  years  ago  the  Commonwealth 
of  Virginia,  The  Old  Dominion,  as  it  was  called,  stretched 
from  the  Atlantic  Ocean  to  the  Ohio,  and  there  was  one 
state  society.  That,  however,  was  interrupted  by  an  un- 
fortunate economic  development  in  1863,  so  that  the  old 
state  was  divided,  and  in  the  division  100  counties  were 
assigned  to  Virginia  and  fifty-five  to  West  Virginia,  and 
I am  happy  to  say  that  Greenbrier  and  the  surrounding 
counties  and  White  Sulphur  Springs  were  assigned  to 
our  State  of  West  Virginia. 

I am  particularly  interested  in  this  meeting  and  have 
a special  interest  in  it  because  1 have  been  a member  of 
both  societies.  I practiced  for  twenty-five  years  in  Vir- 
ginia. Some  of  the  happiest  years  of  my  life  were  spent 
at  Hot  Springs,  and  for  the  last  ten  or  twelve  years  I 
have  been  here.  I feel  perfectly  at  home  in  both  states. 
I wish,  however,  that  there  might  be  some  change  in 
our  medical  laws  or  our  laws  in  reference  to  medical 
practice,  so  that  any  of  our  members  qualified  in  one 
state  could  be  perfectly  free  to  come  to  us  in  the  other 
state.  Those  divisions  ought  not  to  exist  and  they  might 
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readily  be  abolished,  but  sometimes  these  invisible  bar- 
riers are  harder  to  pass  than  tangible  lines.  It  might  be 
left  to  some  committee  on  legislation,  through  state  boards 
of  health  or  state  boards  of  medical  registration,  to  bring 
this  about. 

For  many  years  The  Greenbrier  and  its  predecessor, 
the  old  White,  have  been  famous  for  their  hospitality, 
for  their  beautiful  surroundings  and  for  their  healing 
waters.  We  are  very  proud  of  our  medical  department 
and  I hope  that  some  of  you  who  are  interested  in  phys- 
ical therapy  and  baths,  and  so  on,  will  come  to  visit  Dr. 
Caldwell  and  myself  and  those  who  are  associated  with 
us  over  there,  so  we  may  show  you  what  we  have  in 
the  line  of  physical  therapy.  We  have  a beautiful 
system  of  baths,  we  have  a laboratory  for  bacteriological 
and  chemical  analysis,  we  have  a department  of  colonic 
therapy,  physical  therapy,  lights,  and  last,  but  not  least, 
we  have  a beautiful  swimming  pool  which  perhaps  might 
appeal  to  you  as  one  of  the  most  beautiful  pools  in 
America. 

You  have  a wonderful  program,  and  when  it  is  con- 
cluded I hope  that  you  will  carry  with  you  pleasant 
memories  of  this  occasion  and  that  before  many  years 
have  passed  you  will  repeat  this  experiment  and  I 
shall  have  the  pleasure  of  welcoming  you  to  White  Sul- 
phur Springs  again. 

President  L.angfitt:  Dr.  Oscar  B.  Biern,  of  Hunting- 
ton,  Chairman  of  the  General  Arrangements  Committee, 
has  some  announcements  to  make. 

Dr.  Oscar  B.  Biern:  President  Trout  and  President 
Langfitt,  Members  of  the  two  V^irginias:  This  meeting  is 
a culmination  of  a year's  work  on  behalf  of  the  joint 
committee  working  from  the  two  societies,  and  the  pro- 
gram that  you  are  going  to  have  presented  here  in  large 
measure  is  due  to  the  work  of  that  committee.  However, 
the  many  hundreds  of  arrangements  that  are  necessary 
for  a meeting  of  this  sort  could  not  have  been  done  with- 
out the  very  excellent  services  of  the  two  Secretaries,  and 
I would  like  at  this  time  to  ask  Miss  Agnes  Edwards, 
the  Secretary  of  the  Medical  Society  of  V^irginia,  if  she 
will  please  stand  so  the  West  Virginians  may  have  a 
chance  to  see  her.  I also  will  ask  Joe  Savage,  the  Secre- 
tary of  the  West  Virginia  Medical  Association,  if  he  will 
please  stand  so  the  Virginians  can  look  him  over. 

These  few  announcements  that  we  have  will  be  very 
brief  but  rather  important.  First,  we  would  urge  that 
everybody  here  register  with  their  respective  association. 
We  especially  urge  you  to  visit  the  technical  exhibits  that 
in  a large  measure  finance  this  meeting.  They  are  both 
interesting  and  varied,  and  if  you  will  not  only  visit  them 
but  register  at  them  it  will  be  of  great  help  to  both  of 
our  associations.  I need  not  urge  you  to  visit  the  scien- 
tific exhibits  because  I am  sure  you  will  do  that,  because 
there  are  many  interesting  subjects. 

I want  to  explain  briefly  the  round  table  meetings  that 
are  being  held  in  the  afternoons  of  the  sessions.  There 
will  be  no  general  discussion  except  by  the  two  assigned 
discussants  at  our  general  sessions.  Following  each  gen- 
eral session  in  the  afternoon,  as  you  will  see  from  your 
program,  there  will  be  a round  table  held  following  the 


various  subjects  that  were  discussed  during  the  morning. 
Anyone  who  cares  to  attend  any  of  these  round  tables 
and  ask  questions  may  do  so,  and  cards  that  you  see 
distributed  here  are  supplied  for  you  to  address  your 
question  to  the  doctor  who  is  conducting  the  round  table, 
that  is  the  guest  speaker.  On  gastroenterology  you  will 
address  your  questions  to  Dr.  Alvarez,  for  instance.  If 
you  will  write  out  your  questions  and  hand  them  to  the 
reporter  at  the  morning  session  it  will  give  the  essayists 
time  to  look  over  and  classify  the  various  questions.  A 
round  table  on  neuropsychiatry  was  omitted  from  the 
program,  but  one  will  be  arranged  when  Dr.  Bowman 
of  New  York  arrives. 

. . . Dr.  Biern  made  further  announcements  as  to  the 
time  limit  on  discussions,  and  entertainment.  . . . 

Dr.  Biern:  I want  to  add  my  brief  welcome  to  that 
of  Dr.  Hinsdale  and  the  other  West  Virginians,  and  I 
hope  that  your  stay  here  will  be  both  pleasant  and  profit- 
able. 

President  Langfitt:  The  response  to  the  address  of 
welcome  will  be  given  by  Dr.  J.  M.  Emmett,  Clifton 
Forge,  Virginia. 

Dr.  J.  M.  Emmett:  Mr.  President  of  the  West  Virginia 
Medical  Association  and  Mr.  President  of  the  Medical 
Society  of  Virginia,  Members  of  the  West  Virginia  State 
Medical  Association  and  Members  of  the  Medical  So- 
ciety of  Virginia:  I am  grateful  for  the  opportunity  to 
respond  to  the  addresses  of  welcome  from  the  West  Vir- 
ginia State  Medical  Association.  I am  sure  it  has  been 
pleasing  to  us  to  listen  to  Dr.  Hinsdale  in  his  cordial 
remarks  of  welcome,  and  I feel  positive  that  Dr.  Hins- 
dale conveys  to  the  State  of  Virginia  the  good  wishes  of 
the  entire  State  of  West  Virginia,  not  limiting  his  wel- 
come from  this  section  alone. 

I am  sure  we  are  going  to  enjoy  this  meeting,  as  you 
members  of  the  West  Virginia  State  Medical  Association 
are  going  to  enjoy  it.  From  it  we  will  derive  many 
benefits.  Not  only  do  we  look  forward  to  professional 
opportunities,  but  we  will  gain  much  satisfaction  from 
the  fine  fellowship  with  the  members  of  the  Medical 
Society  of  West  Virginia. 

There  are  many  ties  that  bind  the  profesions  in  Vir- 
ginia and  West  Virginia.  It  is  well  within  the  memory 
of  man  today  when  Virginia  and  West  Virginia  were 
one.  The  separation  of  Virginia  and  West  Virginia 
has  not  separated  the  medical  professions  of  the  two 
states.  It  is  my  judgment  that  a large  number  of  the 
doctors  who  practice  medicine  in  West  Virginia  are  grad- 
uates of  one  of  the  two  Virginia  medical  schools.  I am 
sure  that  you  are  proud,  as  we  are,  of  the  progress 
which  has  been  made  by  the  two  medical  schools  in  the 
State  of  Virginia,  and  I believe  the  ties  of  these  medical 
schools  do  draw  very  closely  the  profession  in  the  two 
states. 

It  is  particularly  gratifying  to  be  able  to  meet  with 
the  West  Virginia  Medical  Association  at  White  Sulphur 
Springs.  Each  year  an  increasing  number  of  medical 
organizations  are  choosing  White  Sulphur  as  a place 
for  their  meetings.  There  is  an  opportunity  here  for  a 
complete  medical  association,  there  are  facilities  foi 
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the  entertainment  and  comfort  of  all  groups,  and  there 
is  entertainment  that  will  appeal  to  the  most  fastidious 
taste. 

I am  sure  that  all  of  us  are  proud  of  the  fine  tradi- 
tions of  this  old  institution,  and  I think  it  is  a very  dis- 
tinct opportunity  to  be  together,  to  be  associated  in  an 
institution  where  there  is  an  opportunity  to  close  fellow- 
ship. The  diversions  which  are  offered  here  are  entirely 
recreational  and  I believe  that  they  are  as  abundant 
as  we  could  hope  for  in  any  place. 

This  being  the  first  joint  meeting  of  the  West  Virginia 
and  Virginia  State  Medical  Societies  in  a group,  it  seems 
to  me  it  behooves  each  member  of  the  two  societies  to 
do  his  full  part  toward  making  this  a successful  meeting. 
I am  v'ery  pleased  to  offer  you  our  response  on  the  part 
of  the  Virginia  State  Medical  Society. 

President  Langfitt:  Captain  Angwin,  of  the  United 
States  Navy,  has  an  announcement  to  make. 

Captain  Angwin:  I hardly  expected  to  be  drawn  up 
to  the  front  of  the  gathering  today.  I am  up  here  as 
the  representative  of  the  Navy  to  meet  the  Naval  Reserve 
Officers  of  West  Virginia  and  Virginia.  We  have  estab- 
lished a registration  booth  in  the  West  Virginia  booth 
temporarily,  and  I would  urge  all  Naval  Reserve  Officers 
to  register  at  that  booth  for  information,  discussion,  or 
any  talks  they  may  wish  to  have  about  the  problems 
that  are  in  their  minds  during  this  time  of  emergency. 
If  there  are  any  doctors  here  who  are  interested  in  the 
Naval  Reserve  who  are  not  members  of  it,  I should  be 
very  pleased  personally  to  talk  it  over  with  them  at  any 
time  at  their  convenience  if  the}^  will  just  leave  a note 
at  the  West  Virginia  booth. 

President  Langfitt:  This  now  brings  us  to  the  be- 
ginning of  our  scientific  program.  The  first  paper  is 
“Management  of  Urinary  Infections  in  Childhood”  by 
Dr.  Ralph  M.  Tyson  of  Philadelphia.  This  was  dis- 
cussed by  Drs.  Russell  Bond,  Wheeling,  W.  Va.,  W.  W. 
Waddell,  Jr.,  University  of  Virginia,  A.  I.  Folsom,  Dallas, 
Texas,  and  by  Dr.  Tyson,  in  closing. 

Dr.  Langfitt  here  announced  that  Drs.  T.  L.  Carter, 
John  B.  Ray,  B.  C.  Willis  and  George  Erick  Bell  were 
official  delegates  to  this  meeting  from  the  Medical  Society 
of  the  State  of  North  Carolina  and  that  Mr.  Loranz, 
secretary-manager  of  the  Southern  Medical  Association 
was  also  in  attendance. 

The  next  address  was  “The  Orthopedic  Treatment  of 
Arthritis”  by  Dr.  George  E.  Bennett,  Baltimore,  Md. 
The  discussion  was  by  Dr.  Justus  C.  Pickett,  Morgan- 
town, W.  Va.,  and  Dr.  H.  H.  Wescott,  Roanoke,  Va. 
Dr.  Bennett  closed  the  discussion. 

President  Trout  then  took  the  chair  and  introduced 
Dr.  C.  M.  Peterson,  Chicago,  Director  of  the  Bureau  of 
Industrial  Health  of  the  American  Medical  Association, 
who  read  his  paper  on  “Industrial  Health — A Medical 
Opportunity”. 

Dr.  Ross  Golden,  New  York,  then  presented  his  address 
on  “Lesions  of  the  Small  Bowel”.  On  account  of  the 
lateness  of  the  hour,  it  was  announced  that  the  dis- 
cussants, Drs.  J.  E.  Wilson,  Clarksburg,  W.  Va.,  and 
Vincent  W.  Archer,  University  of  Virginia,  would  pre- 


sent their  discussions  at  the  Round  Table  to  be  conducted 
by  Dr.  Golden  in  the  afternoon. 

The  meeting  adjourned  at  12:45  P.  M. 

Tuesday  Morning,  July  30,  1940 

The  meeting  was  called  to  order  at  9:30  A.  M.,  Drs. 
Trout  and  Langfitt  presiding. 

Following  announcements  by  Dr.  Biern,  General  Ar- 
rangements Chairman,  President  Trout  introduced  the 
first  speaker.  Dr.  Walter  Alvarez,  Rochester,  Minn., 
who  presented  his  address  “The  Patient  Who  Is  Always 
Complaining”.  The  discussers  were  Dr.  J.  Morrison 
Hutcheson,  Richmond,  Va.,  and  Dr.  John  P.  Helmick, 
Fairmont,  W.  Va. 

President  Langfitt  taking  the  chair  introduced  Dr. 
Wesley  C.  Bowers,  New  York  City,  who  presented  his 
paper  on  “Sinus  Therapy”,  which  was  discussed  by  Drs. 
Francis  H.  McGovern,  Danville,  Va.,  and  William  F. 
Beckner,  Huntington,  W.  Va.  Dr.  Bowers  spoke  briefly 
in  closing. 

“The  Female  Urethra”  was  the  subject  of  the  next 
address  by  Dr.  A.  I.  Folsom,  Dallas,  Texas.  The  first 
discussant  was  Dr.  Herbert  Wolff,  Alexandria,  Va., 
who  was  followed  by  Dr.  W.  L.  Haltom,  Martinsburg, 
W.  Va.  Dr.  Folsom  closed  the  discussion. 

The  meeting  then  adjourned  at  12:30  P.  M. 

Tuesday  Evening,  July  30,  1940 

There  was  a general  session  at  8:30  P.  M.,  at  which 
time  addresses  were  given  by  the  two  presidents.  The 
subject  of  Dr.  Trout’s  talk  was  “Remarks  Concerning 
Some  of  the  Activities  of  the  Medical  Society  of  Vir- 
ginia— 1939-1940,”  and  that  of  Dr.  Langfitt’s  was  “De- 
velopments in  Organized  Medicine — 1939-1940.” 

Wednesday  Morning,  July  31,  1940 

The  meeting  convened  at  9:40  A.  M.,  and  the  first 
speaker  was  Dr.  Harvey  B.  Stone,  Baltimore,  Md.,  who 
was  introduced  by  President  Trout.  His  subject  was 
“The  Management  of  Acute  Appendicitis,  Arguments 
and  Controversies”.  The  discussion  was  by  Dr.  Robert 
King  Buford,  Charleston,  W.  Va.,  and  Dr.  J.  Bolling 
Jones,  Petersburg,  Va. 

Dr.  Karl  M.  Bowman,  New  York  City,  then  presented 
his  address  on  “The  Treatment  of  Delirium”  which 
was  discussed  by  Drs.  Joseph  R.  Blalock,  Marion,  Va., 
and  Archer  A.  Wilson,  Charleston,  W.  Va.  Dr.  Bow- 
man said  a few  words  in  closing. 

President  Langfitt  then  presented  Dr.  Frederick  C. 
Irving,  Boston,  Mass.,  who  gave  an  address  on  “Perni- 
cious Vomiting”.  The  discussers  were  Dr.  E.  Newton 
DuPuy,  Beckley,  W.  Va.,  and  Dr.  C.  J.  Andrews,  Nor- 
folk, Va.  Dr.  Irving  closed  the  discussion. 

President  Langfitt:  When  we  were  trying  to  arrange 
the  meetings  between  the  Virginia  State  Medical  Society 
and  the  West  Virginia  State  Medical  Association  it  was 
rumored  over  both  states  that  probably  the  Virginia 
doctors  would  not  attend.  As  a demonstration  of  that  I 
just  got  the  figures  on  the  registration  from  the  desks, 
and  at  the  present  time  there  are  460  doctors  registered 
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from  Virginia  and  381  from  West  Virginia.  I think  to 
get  a good  attendance  for  the  West  Virginia  State  Med- 
ical Association  we  will  have  to  go  to  Virginia. 

I want  to  ask  the  doctors  to  be  sure  to  go  to  the 
commercial  exhibits  and  register.  The  commercial  ex- 
hibits mean  a great  deal  to  our  societies  in  a financial 
way  and  we  want  to  show  those  boys  all  the  considera- 
tion we  can. 

The  meeting  adjourned  at  12:30  P.  M. 


The  afternoon  sessions  of  this  meeting  were  given 
over  to  Round  Table  Discussions  conducted  by  the  va- 
rious guest  speakers. 

BUSINESS  SESSIONS 
Council 
July  29,  1940 

The  annual  meeting  of  the  Council  was  held  at  a 
12:30  luncheon  at  the  Greenbrier  Hotel,  White  Sulphur 
Springs,  W.  Va.,  July  29th.  The  President,  Dr.  Hugh 
H.  Trout,  Roanoke,  presided,  and  the  following  members 
were  in  attendance:  Dr.  Walter  B.  Martin,  Norfolk, 

President-Elect;  Drs.  Karl  Blackwell,  Richmond,  and 
Frank  A.  Farmer,  Roanoke,  Vice-Presidents;  Drs.  Griffin 
W.  Holland,  Eastville;  Julian  L.  Rawls,  Norfolk;  Roshier 
W.  Miller,  Richmond;  W.  C.  Akers,  Stuart;  John  Hund- 
ley, Jr.,  Lynchburg;  A.  F.  Robertson,  Jr.,  Staunton;  J.  E. 
Knight,  Warrenton;  and  C.  B.  Bowyer,  Stonega,  Coun- 
cilors; Dr.  Wyndham  B.  Blanton,  Richmond,  editor  of  the 
Monthly;  Dr.  I.  C.  Riggin,  Richmond,  State  Health 
Commissioner;  and  Miss  Edwards,  Secretary 

The  minutes  of  the  winter  meetings  of  the  Council 
were  approved  as  published  in  the  March  and  April, 
1940,  issues  of  the  Monthly. 

Dr.  Miller  gave  the  following  report  as  a result  of 
investigations  into  the  sale  of  the  three  volumes  of  the 
History  of  Medicine  in  Virginia: 

Your  committee,  consisting  of  Dr.  Wyndham  B.  Blanton 
and  Dr.  R.  W.  Miller,  which  was  authorized  at  the 
Council  meeting  in  January,  to  make  a new  arrangement 
with  the  publishers  of  the  History  of  Medicine,  wish  to 
report  that  we  have  accepted  the  following  propositions: 

First,  that  the  Society  will  circularize  its  membership, 
and,  since  under  the  arrangement  there  will  be  no  profit 
to  the  publishers,  the  Society  will  bear  the  cost;  and, 
second,  that  we  believe  the  Seventeenth,  Eighteenth,  and 
Nineteenth  Century  volumes  can  be  sold  for  $9.75  for  the 
set.  On  the  Nineteenth  volume,  there  would  still  be  a 
small  royalty  for  the  Society. 

We  have  endeavored  to  get  these  volumes  at  the  low- 
est possible  subscription  price  in  order  that  there  may 
be  a greater  circulation  of  the  medical  history  among  the 
members  of  the  Society.  The  cost  of  publication  will,  we 
think,  forbid  a smaller  sales  price.  However,  we  do  feel 
that  a very  good  arrangement  has  been  made  with  the 
publishers  for  $9.75  for  the  three  volumes,  and  that  the 
cost  of  circularizing  need  not  be  heavy  since  we  can 
sent  out  forms  with  the  bills  for  dues. 

We  hope  that  this  meets  with  the  approval  of  the  Coun- 
cil. 

This  report  was  approved. 

The  following  result  of  the  study  of  problems  of  negro 
physicians  was  also  presented  by  Dr.  Miller: 


It  is  recommended  that  the  Secretary  of  the  Medical 
Society  of  Virginia  be  instructed  to  send  to  the  component 
societies  throughout  the  State  the  following  conclusions 
of  your  committee: 

1.  The  negro  physicians,  in  the  opinion  of  the  Insur- 
ance Commission,  can  secure  liability  (mal-practice)  in- 
surance in  the  same  manner  as  do  white  doctors. 

2.  A number  of  men  whom  we  have  contacted  be- 
lieve that  the  privilege  of  attending  local  medical  meet- 
ings can  in  some  instances  be  secured,  but  as  some  loca- 
tions and  programs  do  not  lend  themselves  to  mixed 
groups,  the  final  determination  of  this  question  of  neces- 
sity must  be  local. 

3.  Post-graduate  work  is  being  given  in  the  State  of 
Virginia  and  enlargement  of  this  plan  is  being  con- 
sidered for  next  year.  If  that  already  given  and  planned 
for  the  future  does  not  meet  the  need  of  the  colored 
doctor,  perhaps  the  Medical  Society  of  Virginia  would 
in  the  future  plan  for  additional  opportunities. 

4.  Books  can  be  secured  from  medical  libraries.  In 
fact,  the  Medical  College  of  Virginia  now  grants  the 
privilege;  Norfolk  and  the  University  of  Virginia  inform 
us  that  the  privilege  will  be  extended  to  the  negro  phy- 
sicians. 

While  the  Medical  Society  of  Virginia  has  no  authority 
to  regulate  these  matters  for  the  component  societies,  it 
is  further  recommended  that  the  component  societies, 
through  their  members,  be  asked  to  extend  to  the  colored 
doctors  of  their  respective  communities  every  favor  that 
is  reasonable  and  helpful.  The  doctors  of  the  State,  both 
white  and  colored,  are  guardians  of  the  health  of  the 
citizens. 

P.  St.  L.  Moncure, 

F.  A.  Farmer, 

Ernest  Scott, 

J.  E.  Knight, 

C.  E.  Martin, 

R.  D.  Bates, 

W.  C.  Henderson, 

P.  W.  Boyd, 

J.  C.  Motley, 

W.  C.  Akers, 

R.  W.  Miller,  Chairman. 


Addendum 

The  following  letter  was  sent  July  1,  1940,  by  Mr. 
George  A.  Peery,  Statistician.  Bureau  of  Insurance,  State 
Corporation  Commission,  to  Dr.  Miller  as  chairman: 

Dr.  Roshier  W.  Miller, 

Medical  Society  of  Virginia, 

1200  East  Clay  Street, 

Richmond,  Virginia. 

Dear  Sir: 

As  a result  of  my  conversation  with  you  several  days 
ago,  I am  enclosing  herewith  a list  of  companies  author- 
ized to  do  business  in  the  Statp  of  Virginia  which  have 
indicated  to  this  department  their  willingness  to  write 
physicians’  malnractice  liabilitv  insurance  on  either  white 
or  colored  applicants,  provided  that  said  applicants  live 
up  to  the  underwriting  requirements  adhered  to  by  the 
companies. 

According  to  statements  made  by  these  companies,  they 
do  not  discriminate  between  whit'*  and  colored  risks, 
provided,  they  meet  the  underwriting  requirements.  I 
feel  certain  that  if  members  of  the  Old  Dominion  Med- 
ical Society  contact  these  companies  or  their  represen- 
tatives in  this  State  they  will  be  able  to  secure  phy- 
sicians’ malpractice  liability  coverage.  However,  if  they 
are  not  able  to  secure  same  after  contacting  a number 
of  the  companies  listed,  we  should  appreciate  your  advice 
since  we  have  been  assured  by  all  companies  licensed 
to  write  this  coverage  that  they  will  be  glad  to  cooperate 
with  the  Insurance  Department  upon  a basis  of  some  as- 
signed risk  plan,  that  is,  in  those  cases  where  the  ap- 
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plicant  is  unable  to  secure  insurance,  the  companies  will 
be  willing  to  have  the  Bureau  of  Insurance  assign  risks 
to  these  companies  based  upon  some  impartial  plan  de- 
veloped by  the  Bureau  of  Insurance.  However,  as  stated 
before,  I feel  certain  that  if  the  companies  on  the  attached 
list  are  contacted  it  will  not  be  necessary  to  resort  to  any 
assignment  of  risks  by  this  department. 

If  we  can  be  of  any  further  assistance  to  you  in  this 
matter,  please  do  not  hesitate  to  call  upon  us. 

Very  truly  yours. 

Geo.  a.  Peery, 
Statistician. 

Companies  Licensed  in  State  of  Virginia  Writing  Phy- 
sicians’ Malpractice  Insurance  on  Both  White  and 
Colored  Risks,  Subject  to  Companies’ 
Underwriting  Requirements 

American  Casualty  Company,  Reading,  Pa. 

Celina  Mutual  Casualty  Company,  Celina,  Ohio. 

Central  Surety  & Insurance  Corporation,  Kansas  City, 
Mo. 

Eagle  Indemnity  Company,  New  York,  N.  Y. 

Fireman’s  Fund  Indemnity  Company,  San  Francisco, 
Calif. 

Glens  Falls  Indemnity  Company,  Glens  Falls,  N.  Y. 

Hardware  Mutual  Casualty  Company,  Stevens  Point, 
Wis. 

Indemnity  Insurance  Co.  of  North  America,  Philadel- 
phia, Pa. 

Mercer  Casualty  Company,  Celina,  Ohio. 

New  Amsterdam  Casualty  Company,  Baltimore,  Md. 

Phoenix  Indemnity  Company,  New  York,  N.  Y. 

Preferred  Accident  Insurance  Co.  of  N.  Y.,  New  York, 
N.  Y. 

Saint  Paul-Mercury  Indemnity  Company,  St.  Paul,  Minn. 

Standard  Accident  Insurance  Company,  Detroit,  Mich. 

United  States  Fidelity  & Guaranty  Company,  Balti- 
more, Md. 

Utica  Mutual  Insurance  Company,  Utica,  N.  Y. 

Zurich  General  Accident  & Liability  Ins.  Company, 
Ltd.,  Chicago,  111. 

It  was  moved  and  carried  that  this  report  be  adopted, 
and  Ur.  Martin  moved  that  a copy  be  sent  to  the  Old 
Dominion  Medical  Society.  Seconded  and  carried. 

The  Budget  as  prepared  by  Drs.  Miller  and  C.  E. 
Martin  was  then  presented.  In  explaining  some  of  the 
changes.  Dr.  Miller  stated  that  the  Committee  on  Scientific 
Exhibits  and  Clinics  had  been  allowed  $300.00  for  this 
year’s  work  whereas  they  would  probably  need  an  addi- 
tional $75.00  to  $100.00  and  he  moved  that  they  be  given 
an  additional  appropriation  up  to  $100.00  or  as  much 
thereof  as  needed  for  the  work  of  the  committee  for 
this  meeting.  Seconded  and  carried. 

A discussion  on  the  National  Preparedness  of  Physicians 
followed  and  Dr.  Trout  spoke  of  the  special  meeting  of 
the  Council*  in  Roanoke  on  July  3rd,  at  which  time  he 
had  been  named  State  Chairman  and  also  Representative 
on  the  National  Committee  for  the  duration  of  the  emer- 
gency due  to  the  war  in  Europe,  with  Dr.  Walter  B.  Mar- 
tin as  Vice-State  Chairman  and  Representative.  He  felt 
this  was  a subject  which  should  have  the  serious  consid- 
eration of  all  members  of  the  Society  and  that  the 
councilors  should  urge  all  doctors  in  their  districts  to 
fill  out  and  return  promptly  the  questionnaires  recently 
sent  out  by  the  American  Medical  Association,  as  those 
who  did  not  qualify  for  medical  service  might  be  drafted 
as  “buck”  privates. 

Dr.  Martin  felt  that  the  question  on  the  personnel  of 


the  State  Committee  had  not  been  made  entirely  clear 
and  offered  the  following: 

We  recommend  to  the  House  of  Delegates  that  all 
matters  pertaining  to  the  Preparedness  Program  in  Vir- 
ginia be  placed  in  the  hands  of  the  Council  of  this  Society, 
since  this  is  the  recognized  governing  body  of  the  Medical 
Society  of  Virginia  in  the  interim  between  the  meetings 
of  the  House  of  Delegates. 

Dr.  Holland  seconded  this.  Dr.  Miller  thought  the 
Council  should  first  rescind  their  former  action  with 
regard  to  the  personnel  of  the  Committee  and  Dr.  Martin 
moved  that  this  be  done.  Seconded  by  Dr.  Miller  and 
carried. 

It  was  explained  that  Drs.  Trout  and  Martin  would 
continue  as  State  and  v'ice-State  chairmen  and  as  repre- 
sentative and  alternative  representative,  respectively,  for 
the  period  of  the  emergency.  The  recommendation  to 
the  House  of  Delegates  was  then  adopted. 

Dr.  Martin  explained  that  his  motion  would  take  care 
of  the  changes  in  the  Council,  whereas  the  former  ac- 
tion would  necessitate  the  personnel  of  the  Committee 
to  remain  the  same,  regardless  of  Councilor  changes. 

Dr.  Trout  said  he  would  like  to  appoint  a committee 
composed  of  Drs.  Blanton,  Hundley,  and  Robertson,  to 
prepare  a note  of  appreciation  to  the  West  Virginia  State 
Medical  Association  for  making  possible  such  a successful 
joint  meeting,  that  it  might  be  sent  its  House  of  Delegates 
while  still  in  session. 

Dr.  Miller  moved  that  the  secretary  write  Dr.  C.  E. 
Martin  a letter  expressing  the  regret  of  the  Council  at 
his  inability  to  attend  this  meeting  because  of  illness, 
and  this  was  seconded  and  carried. 

Dr.  Blanton  stated  that  the  members  of  the  Council 
evidently  realized  the  importance  of  having  the  Editor 
of  the  Monthly  and  the  State  Health  Commissioner  at- 
tend the  meetings  of  the  Council  and  House  of  Dele- 
gates, and,  although  they  had  been  invited  to  attend,  it 
would  seem  a greater  courtesy  if  they  could  be  made  ex 
officio  members.  Dr.  Miller  moved  that  the  Council 
recommend  to  the  House  of  Delegates  a change  in  the 
By-Laws  whereby  the  Editor  and  State  Health  Commis- 
sioner would  be  ex  officio  members  of  the  Council,  and 
further  that  the  Society  have  a permanent  committee  on 
revision  of  the  Constitution  and  By-Laws,  to  be  known 
as  the  Judicial  Committee.  This  was  seconded  and  car- 
ried. It  was  then  stated  that  for  this  year  this  would 
have  to  be  a special  committee  until  a change  in  the  Con- 
stitution could  be  effected. 

Dr.  Hundley  then  called  attention  to  that  part  of  the 
report  of  the  Committee  on  Medical  Economics  which 
called  for  an  increase  in  dues  in  order  to  employ  legal 
advice  in  an  attempt  to  carry  out  the  requirements  of  the 
Medical  Practice  Act.  He  stated  that  the  State  Board  of 
Medical  Examiners  is  charged  by  law  with  the  duty  of 
reporting  to  the  Commonwealth’s  attorneys  any  violation 
of  the  Medical  Practice  Act;  however,  in  the  past  they 
have  had  no  cooperation  and  no  funds  with  which  to 
prosecute  these  illegal  practitioners.  It  had  been  sug- 
gested that  a $2.00  increase  in  dues  be  used  to  secure 

*Minutes  of  Special  Meeting  of  Council,  page  567  of 
this  issue. 
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an  attorney  to  prosecute  illegal  practitioners.  It  is  the 
consensus  of  opinion  of  the  Medical  Examining  Board 
that  the  medical  profession  will  have  to  get  behind  the 
prosecuting  attorney  and  have  sufficient  funds  or  nothing 
can  be  done.  He  then  presented  the  following  motion: 

Be  it  hereby  moved  that  Article  2,  Section  1 of  the 
By-Laws  of  the  Medical  Society  of  Virginia  be  amended 
to  increase  the  annual  dues  to  $7.00,  and  the  half  yearly 
dues  to  $3.50,  the  added  amount  of  $2.00  annually,  or 
$1.00  semi-annually,  to  constitute  a special  emergency 
fund  separately  maintained  and  administered  as  directed 
by  resolution  of  the  House  of  Delegates. 

Dr.  Holland  stated  that  his  sympathies  were  with  the 
purpose  of  trying  to  accumulate  this  fund  but  felt  there 
w’ould  be  opposition  to  the  raising  of  dues.  Most  of  the 
opposition  would  be  silent  or  not  expressed  until  after 
bills  are  sent  out. 

Dr.  Hundley  also  believed  that  some  members  are  go- 
ing to  object  to  the  raising  of  dues  but  it  is  necessary  that 
funds  be  raised  for  this  purpose  and  the  committee  felt 
this  the  best  way.  Voluntary  contributions  would  not 
w'ork  as  everyone  would  have  good  intentions  but  few 
would  follow  them  up. 

Dr.  Knight  gave  an  example  of  a so-called  naturopath 
in  his  county  from  whom  he  felt  the  public  should  be 
protected.  The  local  society  was  attempting  to  raise 
funds  to  prosecute  him  and  he  knew  they  would  be  in 
favor  of  the  State  Society  taking  over  this  work.  He  felt 
a definite  time  should  be  set  aside  for  the  raising  of  this 
fund — that  is  the  dues  to  be  increased  for  two  years — 
and  then  he  did  not  think  members  would  object  to  pay- 
ing it. 

Dr.  Martin  stated  that  the  Norfolk  County  Medical 
Society  had  unanimously  recommended  that  such  action 
be  taken. 

Dr.  Akers  stated  that  the  American  Medical  Associa- 
tion carried  out  such  a plan  of  increasing  dues  for  a 
specific  problem  and  they  did  not  lose  members  as  a 
result  of  it.  He  did  not  feel  the  State  Society  would 
lose  by  it  either. 

Dr.  Robertson  said  other  states  have  higher  dues  than 
Virginia. 

Dr.  Miller  also  felt  there  should  be  a limit  of  time 
for  the  additional  assessment,  and  the  committee  should 
be  especially  careful  as  to  how  this  is  drawn  up. 

In  response  to  a question.  Dr.  Trout  thought  all  ex- 
presidents and  other  honorary  members  able  to  pay 
should  be  asked  for  this  additional  assessment. 

Dr.  Hundley  stated  that  he  would  change  his  motion 
to  read  that  this  special  assessment  should  continue  for 
two  years  and  then,  if  found  necessary  to  continue  it, 
another  motion  could  be  presented.  Dr.  Martin  moved 
that  the  Council  endorse  Dr.  Hundley’s  motion  and  send 
it  to  the  House  of  Delegates  for  action.  Seconded  and 
carried. 

Dr.  Miller  called  attention  to  the  recent  action  of  the 
American  Medical  Association  whereby  the  abbreviation 
“col’’  had  been  omitted  after  the  names  of  colored  doctors 
in  the  Directory.  It  was  felt  this  would  be  rather  em- 
barrassing in  the  South  as  many  doctors  use  the  Direc- 
tory in  sending  out  invitations,  announcements,  etc.  If 


the  colored  doctors  object  to  being  indicated  as  such, 
white  physicians  could  have  the  letter  “w”  after  their 
names.  It  was  moved  that  the  Delegates  to  the  American 
Medical  Association,  after  consultation  with  delegates 
from  other  Southern  States,  prepare  resolutions  for  the 
House  of  Delegates  of  the  American  Medical  Association 
with  regard  to  this  subject.  Seconded  and  carried. 

Dr.  Hundley  stated  that  Dr.  Trout  had  appointed  him 
as  a representative  to  a meeting  held  in  Lynchburg  in 
July  to  consider  the  feasibility  of  a survey  of  rural  health 
conditions  and  problems  in  Virginia.  He  thought  the 
Society  should  endorse  the  movement  and,  if  it  has  the 
power  to  do  so,  should  assist  in  this  survey.  Dr.  Riggin 
felt  the  Society  should  have  a representative  in  this 
matter  as  it  is  going  on  anyway  regardless  of  whether 
or  not  the  doctors  cooperate.  Dr.  Trout  asked  Dr. 
Hundley  to  continue  to  represent  the  Society  in  this  work. 

There  being  no  further  business,  the  Council  adjourned. 

Agnes  V.  Edwards, 

Secretary. 

House  of  Delegates 
July  29,  1940 

The  first  meeting  of  the  House  of  Delegates  was  held 
at  the  Greenbrier  Hotel,  White  Sulphur  Springs,  W.  Va., 
July  29th,  at  4:30  P.  M.,  with  Dr.  Hugh  H.  Trout,  presi- 
dent, presiding.  There  being  a quorum  present.  Dr.  Trout 
introduced  Mr.  C.  P.  Loranz,  secretary-manager  of  the 
Southern  Medical  Association,  and  extended  him  the 
privileges  of  the  meeting. 

Dr.  Trout  then  introduced  Dr.  Harvey  B.  Stone,  Balti- 
more, representative  of  the  Third  Corps  Area  on  Na- 
tional Preparedness,  who  told  of  the  part  the  medical 
profession  will  play  in  any  scheme  of  defense  or  pre- 
paredness. First,  as  it  is  necessary  to  get  adequate  in- 
formation from  all  licensed  doctors  in  the  United  States, 
it  is  important  that  the  questionnaires  sent  them  by  the 
American  Medical  Association  be  filled  in  and  returned 
at  once.  Second,  sub-committees  have  been  set  up  in 
each  state  to  see  that  the  work  of  the  Central  Committee 
is  carried  out.  For  the  present  that  is  about  as  much 
as  can  be  accomplished.  Later,  there  will  almost  surely 
arise  the  need  of  a selection  of  doctors  for  various  duties, 
and  here  the  State  chairman  and  his  committee  will  play 
an  important  role.  This  work  is  being  done  as  in- 
telligently as  possible  with  the  best  available  material. 
Dr.  Stone  urged  all  members  to  support  Dr.  Trout,  State 
chairman.  In  view  of  the  likelihood  that  compulsory 
military  training  will  be  necessary,  he  felt  that  these 
State  committees  will  be  more  or  less  enduring  organi- 
zations and  not  just  emergency  committees. 

Dr.  Trout  stated  that  the  alternate-chairman  is  Dr. 
Walter  B.  Martin.  He  said  that  it  is  very  important 
that  each  member  of  the  House  of  Delegates  try  to  see 
that  ev'ery  doctor  in  his  community  answers  and  returns 
the  questionnaire  to  the  American  Medical  Association. 

The  minutes  of  the  last  meeting  of  the  House  of  Dele- 
gates, as  published  in  the  November,  1939,  Monthi.y, 
were  approved. 
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Dr.  R.  W.  Miller  then  presented  the  budget  as  ap- 
proved by  the  Council  and  Dr.  Moncure  moved  its  adop- 
tion. Seconded  and  carried. 

Budget  for  Year 

October  1,  1940 — September  30,  1941 


Medical  Society  of  Virginia  Proposed  1940-41 

Salaries  $2,790.00 

Rent  and  phone 365.00 

Stationery  and  Office  Supplies 75.00 

Repairs  and  Replacements 40.00 

Postage  225.00 

Audit  Fee  30.00 

Miscellaneous  expenses 25.00 

Social  Security  Tax  23.10 

President’s  expenses 100.00 

President-Elect’s  expenses  50.00 

Councilors’  & Officers’  expenses 75.00 

Delegates  to  A.  M.  A. 100.00 

Scientific  Exnibits  , 200.00 

Dept.  Clin.  & Med.  Education 1,200.00 

Medical  Economics 75.00 

Walter  Reed  Commission 75.00 

Child  Welfare  10. OC 

Maternal  Welfare  10.00 

Cancer  Committee 20.00 

Committee  on  Medical  Preparedness  75.00 
Convention  Expenses: 

Reporting  annual  meeting  $150.00 

Programs  85.00 

Badges  45.00 

Registration  Cards  5.00 

Reports  for  Delegates 15.00 

Invited  guests  200.00 

Publicity  100.00  $600.00 


$6,163.10 

Virginia  Medical  Monthly 

Salaries  $2,790.00 

Rent  & phone 365.00 

Preparation  of  Journal 6,500.00 

Stationery  & Supplies 30.00 

Repairs  & Replacement 40.00 

Office  Postage  50.00 

Audit  Fee  30.00 

Miscellaneous  expenses  20.00 

Social  Security  Tax  23.10 


$9,848.10 


Recommendations  from  Council. 

Dr.  W.  B.  Martin  stated  that  from  time  to  time  there 
is  a necessity  of  some  change  in  the  Constitution  and 
By-Laws  and  the  interpretation  of  some  phase  which 
could  be  handled  by  a committee.  The  Council  there- 
fore recommends  the  appointment  of  a new  special  com- 
mittee to  be  known  as  the  Judicial  Committee,  whose 
duty  it  shall  be  to  study  the  Constitution  and  By-Laws 
of  the  Society  and  suggest  necessary  revisions  and  to 
interpret  its  provisions  in  case  of  conflict  or  doubt  as 
to  specific  meaning.  He  moved  its  adoption,  which  was 
seconded  and  carried. 


The  following  revision  to  the  By-Laws  was  then  pre- 
sented, this  to  be  laid  on  the  table  until  the  next  day: 
Addition  to  Article  VIII,  Section  1 — “The  Editor  and 
State  Health  Commissioner  shall  be  cx  officio  members 
of  the  Council.” 

The  Council  recommendation  on  the  National  Prepared- 
ness Program  was  next  adopted  as  follows: 

We  recommend  to  the  House  of  Delegates  that  all 
matters  pertaining  to  the  Preparedness  Program  in  Vir- 
ginia be  placed  in  the  hands  of  the  Council  of  this  So- 
ciety, since  this  is  the  recognized  governing  body  of  the 
Medical  Society  of  Virginia  in  the  interim  between  the 
meetings  of  the  House  of  Delegates. 


The  reports  of  committees  as  published  in  the  July, 
1940,  issue  of  the  Monthly  w'ere  next  considered. 

Publication  and  Program  (page  428) — Accepted. 

Scientific  Exhibits  and  Clinics  (pages  428-9) — Ac- 
cepted. 

Dr.  McGee,  chairman,  then  presented  the  following 
supplementary  report: 

The  work  of  your  Scientific  Exhibit  Committee  has  been 
completed.  In  conjunction  with  the  same  committee,  of 
the  West  Virginia  State  Medical  Society,  we  have  for 
your  approval,  forty  exhibits.  The  task  this  year  was 
more  difficult  than  ever  before  and  far  more  expensive. 
This  was  due  to  the  fact  that  no  local  physician  was 
available  to  cooperate  with  the  Scientific  Exhibit  Com- 
mittee of  the  two  States  and  because  there  is  a greater 
number  of  large  exhibits  than  ever  before.  In  addition 
to  this,  due  to  the  fact  that  the  exhibits  are  arranged 
over  most  of  the  lobby  they  had  to  be  put  up  in  a mini- 
mum time  limit. 

The  American  Exhibit  Company  was  kind  enough  to 
reduce  the  price  of  exhibit  booths  from  $1.50  per  linear 
foot  to  $1.00,  and  then  they  reduced  the  bill  another 
$50.00.  There  were  additional  expenses  such  as  corre- 
spondence, which  was  tremendous;  electrical  wiring; 
tips;  committee  expenses,  etc.;  which  amounted  to  $183.55. 

The  total  expenses  are  $683.55  of  which  equal  parts 
are  to  be  defrayed  by  the  two  medical  societies.  The 
allowance  of  the  Medical  Society  of  Virginia  is  $200.00, 
which  was  increased  another  $100.00  by  Dr.  Roshier 
Miller’s  committee  from  the  Richmond  Academt'  of  Med- 
icine. That  additional  allowance  was  left  over  from 
our  last  meeting  in  Richmond.  We  are  greatly  indebted 
to  Dr.  Miller,  and  the  Richmond  Academy  of  Medicine 
and  thank  them  most  heartily.  Our  allotment  of  $600.00 
from  the  two  societies  has  been  exceeded  by  $83.55,  which 
we  hope  will  be  met  equally  by  both  societies. 

In  order  to  keep  the  Scientific  Exhibits  in  the  future 
to  the  level  of  the  last  two  years  and  to  aid  in  stimulating 
our  members  to  attending  the  meeting  annually,  we  will 
have  to  have  a greater  allowance.  May  I humbly  ask 
your  consideration  of  this  matter?  I hope  you  will  see 
fit  to  set  aside  at  least  $500.00  in  the  future  for  the 
Scientific  Exhibits.  If  that  amount  is  in  excess  of  the 
expenses,  it  can,  of  course,  be  returned  to  the  Medical 
Society  of  Virginia. 

I appreciate  the  privilege  of  serving  on  the  Scientific 
Exhibit  Committee  and  hope  our  request  will  meet  with 
your  approval. 

W.  A.mbrose  McGee,  Chairman, 

W.  W.  S.  Butler, 

William  R.  Rogers. 

Dr.  Martin  moved  that  the  Society  care  for  the  addi- 
tional expense  for  this  year,  up  to  $100.00  or  as  much 
thereof  as  necessary.  Seconded  and  carried. 
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Department  of  Clinical  and  Medical  Education 

(pages  429-31). 

Mr.  J.  A.  Rorer,  assistant  to  Mr.  Zehmer,  was  given 
the  privilege  of  the  floor  to  explain  why  the  Department 
was  asking  for  an  appropriation  of  $1,758.29.  He  stated 
that  they  were  only  asking  for  $750.00  but  that  the  ad- 
ditional amount  was  an  accumulation  of  several  years. 
However,  it  was  stated  that  according  to  the  By-Laws 
of  the  Society,  a committee  is  not  allowed  to  accumulate 
funds  but  must  turn  in  to  the  general  treasury  any  amount 
that  is  not  used  during  a fiscal  year.  In  view  of  this,  it 
it  was  felt  that  no  action  should  be  taken  on  this  report 
until  Dr.  Miller,  as  chairman  of  the  Budget  Committee, 
and  Mr.  Rorer  could  talk  this  over  and  decide  on  a 
definite  amount  for  the  work  of  the  Department  for  the 
coming  year. 

Legislative  (page  431) — Adopted. 

It  was  moved  and  carried  that  Dr.  Hutcheson,  chair- 
man be  thanked  by  the  House  of  Delegates  for  his  excellent 
work  on  this  committee  during  the  past  year. 

Medical  Economics  (pages  431-2) . 

Dr.  Hundley,  chairman,  called  attention  to  sections  VII 
and  VIII  of  this  report  which  called  for  the  raising  of 
dues  of  the  Society  in  order  to  set  up  a fund  for  the 
control  and  prosecution  of  illegal  and  irregular  practi- 
tioners in  the  State.  He  said  the  Medical  Society  of  Vir- 
ginia is  about  the  only  State  Society  which  does  not  em- 
ploy regular  legal  advice  and  it  was  felt  they  need  it  more 
than  ever  at  this  time.  The  Council  had  approved  the 
following  motion  and  he  moved  its  adoption: 

• Be  it  hereby  moved  that  Article  2,  Section  1 of  the  By- 
Laws  of  the  Medical  Society  of  Virginia  be  amended  to 
increase  the  annual  dues  for  1941  and  1942  to  $7.00,  and 
the  half  yearly  dues  to  $3.50,  the  added  amount  of  $2.00 
annually,  or  $1.00  semi-annually,  to  constitute  a special 
emergency  fund  separately  maintained  and  administered 
as  directed  by  resolution  of  the  House  of  Delegates. 

Upon  request,  Dr.  J.  W.  Preston,  as  secretary  of  the 
State  Board  of  Medical  Examiners,  made  the  following 
statement : 

Representing  the  Examining  Board,  which  of  necessity 
is  constantly  having  to  do  with  the  matter,  in  order  to 
conserve  your  time,  I have  prepared  a brief  summary 
which  may  possibly  be  helpful.  Seriatim  it  is  as  follows: 

1.  The  Virginia  Practice  Act  is  broad  and  embodies  the 
main  essentials  of  the  best  in  the  country,  insofar  as  the 
licensure  and  enforcement  as  relates  to  medical  prac- 
titioners themselves  are  concerned. 

2.  As  to  cults,  while  it  is  a source  of  annoyance  that 
they  exist  in  the  State  and  that  juries  often  refuse  con- 
viction, insofar  as  the  actual  harm  done  to  the  medical 
profession  itself  is  concerned,  it  is  of  little  consequence. 
Therefore  the  real  concern  of  the  profession  is  the  ques- 
tion of  how  far  it  is  its  duty  to  exert  itself  in  an  altruistic 
way  to  protect  the  people  of  the  State  from  quackerv. 

3.  The  profession  of  four  of  the  States  adjoining  Vir- 
ginia— Maryland,  Kentucky,  Tennessee,  and  North  Caro- 
line— have  given  up  the  fight  as  relates  to  chiropractors 
and  have  yielded  them  a board  of  their  own.  West  Vir- 
ginia has  placed  a chiropractor  on  its  board;  therefore 
Virginia  fights  alone  as  relates  to  the  surrounding  states. 

4.  CorrespPndence  with  secretaries  of  a number  of 
Boards  of  Examiners  of  other  States  justifies  the  conclu- 
sion that  regardless  of  the  set-up  of  the  various  Practice 
Acts,  no  State  has  been  able  to  entirely  eliminate  quackery 
in  some  form,  the  main  obstacle  being  the  gullibility 


and  sympathy  of  certain  portions  of  the  public  resulting 
in  the  refusal  of  juries  to  convict. 

A further  study  of  such  correspondence  shows  that  the 
States  suceeding  best  are  those  which  have  provisions  for 
assistants  to  Commonwealth’s  attorneys,  but  of  equal  or 
greater  importance,  have  also  full-time  inspectors  whose 
duty  it  is  to  supply  evidence.  The  States  succeeding  best 
appear  to  be  Pennsylvania  and  New  York.  Pennsylvania 
has  two  full-time  inspectors;  New  York  has  two  full-time 
lawyers  employed  and  six  full-time  inspectors  together 
with  additional  part-time  inspectors.  In  brief,  speaking 
for  the  Board  of  Examiners,  I believe  the  consensus  of 
opinion  to  be  that  with  the  present  set-up  as  much  is  being 
accomplished  in  Virginia  as  can  reasonably  be  expected. 
The  present  accomplishment  amounts  to  selection  of 
such  cases  of  advertisers  and  the  more  flagrant  violators 
of  the  act  in  which  a fair  prospect  of  a successful 
conviction  is  offered.  All  agree  that  unless  fair  pros- 
pects of  conviction  can  be  had,  it  is  better,  for  manifest 
reasons,  to  keep  out  of  court. 

5.  The  question  now  to  be  decided  is  whether  it  be 
better  to  continue  to  proceed  along  the  line  as  heretofore, 
that  is  to  say,  to  undertake  to  prosecute  only  the  more 
flagrant  violations,  or  whether  it  be  advisable  to  supply 
a fund  sufficient  to  make  available  capable  legal  assistants 
and  an  inspector,  and  in  this  fashion  experiment  between 
now  and  the  time  of  the  meeting  of  the  next  Legisla- 
ture and  in  the  meantime  likewise  utilizing  such  legal 
assistance  in  the  way  of  advice  as  to  further  procedure. 
The  board  is  of  the  opinion  that  this  would  be  a proper 
procedure. 

6.  In  the  matter  of  violators  of  the  Practice  Act,  it 
must  be  borne  in  mind  that  the  procedure  necessary  is 
not  against  chiropractors  alone,  but  it  is  also  against  the 
newly-fledged  Naturopaths  who  are  now  organizing  in  the 
State,  and  also  against  the  poorly-equipped,  self-styled 
Physiotherapists. 

7.  As  relates  to  the  Basic  Sciences  in  reply  to  inquiries, 
it  is  proper  to  rev'ert  to  the  statement  made  in  the  outset 
that  the  Practice  Act  is  broad  and  comprehensive  and  to 
explain  that  while  it  does  not  specifically  embody  a sep- 
arate Basic  Science  Board,  it  does  embody  in  a practical 
working  way  all  the  essentials  of  a separate  Basic 
Science  Board  without  the  complications  incident  to  two 
separate  boards.  As  to  the  comparative  working  as  re- 
lates to  Basic  Science  Boards,  the  function  of  these  boards 
for  the  most  part  is  the  examination  upon  certain  aca- 
demic branches,  namely,  biology,  physics,  inorganic 
chemistry,  etc.,  which  are  usually  included  in  the  two 
years’  preprofessional  courses  and  in  addition  also  upon 
anatomy,  physiology,  organic  chemistry,  etc.,  which  are 
usually  included  in  the  first  two  years  of  medical  courses, 
leaving  to  the  regular  examining  boards  the  examination 
upon  the  practicable  branches.  In  accordance  with  the 
Practice  Act  of  Virginia,  this  is  simplified  to  the  extent 
that  all  applicants,  whether  they  wish  to  undertake  to 
practice  regular  medicine.  Homeopathy,  Osteopathy, 
Chiropractic,  or  whatnot,  are  required  to  present  to  the 
Superintendent  of  Public  Instruction  of  the  State  an  au- 
thentic record  of  a transcript  of  grades  of  subjects  here 
mentioned.  In  the  event  these  grades  meet  the  approval 
of  the  Superintendent  of  Public  Instruction,  he  so  certifies 
to  the  Examining  Board,  and  the  applicant  is  accordingly 
admitted  to  the  examination  upon  the  medical  subjects 
which  embrace  the  Basic  Science  subjects  which  are  not 
included  in  the  two  years'  preprofessional  training. 

It  is  proper  to  further  state  that  the  Practice  Act  em- 
bodies the  requirement  that  all  desiring  to  practice  the 
subjects  above  mentioned  shall  be  required  to  be  graduates 
of  their  respective  schools  whose  courses  shall  all  alike 
not  be  less  than  that  of  eight  months  each  in  four  sep- 
arate calendar  years.  These  are  requirements  which 
have  been  in  effect  since  1916.  It  is  proper  to  state 
that  since  the  institution  of  these  requirements,  no  branch 
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of  drugless  healing,  except  osteopathy,  has  insofar  as  we 
are  informed  made  an  honest  effort  to  meet  the  require- 
ments. 

8.  In  conclusion  a word  as  to  the  need  of  properly 
trained  Physiotherapists.  It  must  be  recognized  that  in- 
herent in  human  nature  is  a feeling  that  much  can  be 
done  in  a curative  way  by  mechanical  means.  To  pre- 
vent the  abuse  of  such  means  by  the  cults  and  to  insure 
in  a measure  that  such  means  be  used  in  an  intelligent 
way,  thought  should  be  given  to  whether  or  not  organ- 
ized medicine  ought  not  to  further  encourage  the  train- 
ing and  practice  of  properly  qualified  Physiotherapists. 
It  seems  proper  to  ask  for  your  consideration  if  to  the 
present  facilities  of  our  two  medical  schools  it  might 
not  be  a step  in  advance  as  a prophylactic  and  con- 
structive against  quackery,  for  one  or  the  other,  or  both 
schools  to  undertake  to  train  a limited  number  of  Physio- 
therapists yearly,  just  as  technicians  in  other  lines  are 
being  trained  ? 

Dr.  J.  M.  Hutcheson  stated  that  the  questions  before 
the  House  were:  are  doctors  going  to  accept  the  respon- 
sibility of  enforcing  the  laws,  and,  second,  how  are  they 
going  to  finance  it?  Unless  doctors  undertake  to  en- 
force the  Medical  Practice  Act,  it  is  not  going  to  be 
enforced.  Without  their  opposition,  illegal  practitioners 
are  going  to  be  able  to  get  all  they  want;  with  their  op- 
position, they  will  not  get  anywhere.  There  are  two 
lines  of  activity  to  pursue.  One  is  a very  active  prosecu- 
tion of  illegal  practitioners. 

The  report  of  the  committee  was  then  accepted,  but, 
as  the  recommendation  with  regard  to  dues  necessitated 
a change  in  the  By-Laws,  it  was  laid  on  the  table  until 
the  next  day. 

Membership  (page  433). 

It  was  moved  and  carried  that  the  report  be  adopted 
and  Dr.  Trout  be  made  an  Honorary  Member  of  the 
Society. 

Ethics  (page  433) — Accepted. 

Advisory  Board  to  Woman’s  Auxiliary  (page  433) 
— Accepted. 

Child  Welfare  (pages  433-5). 

Dr.  Wilson,  chairman,  explained  several  parts  of  this 
report.  He  stated  that  in  Item  3 under  “Crippled  Chil- 
dren”, the  words  “State  Hospital  Board”  should  be 
substituted  for  “State  Board  of  Health”  as  this  was  a 
typographical  error.  The  report  was  approved  as 
amended. 

Maternal  Welfare  (page  435) — Accepted. 

Dr.  Rucker,  chairman,  presented  the  following  sup- 
plementary resolution  which  was  adopted: 

Whereas,  it  is  necessary  for  the  Committee  on  Ma- 
ternal Welfare  of  the  Medical  Society  of  Virginia  to  give 
major  consideration  to  those  problems  of  maternity  which 
relate  to  medicine  and  to  Public  Health. 

Therefore,  be  it  the  sense  of  this  committee  that  the 
House  of  Delegates  of  the  Medical  Society  of  Virginia  be 
requested  to  change  the  name  of  this  committee  from  the 
all-inclusive  committee  on  Maternal  Welfare  to  the  more 
specific  committee  on  Maternal  Health. 

Walter  Reed  Commission  (page  436) — Adopted. 

To  Arrange  the  Medical  Program  of  the  Vir- 
ginia Conference  of  Social  Work  (page  436). 

Dr.  Fletcher,  a member  of  the  Committee,  asked  that 
this  committee  be  continued.  Accepted. 

Pneumonia  Commission  (pages  436-40) — Accepted. 


To  Confer  with  State  Board  of  Nurses’  Examiners 
(page  440). 

Dr.  Peple,  chairman,  presented  the  following  supple- 
ment : 

Your  Committee  consisting  of  Drs.  J.  T.  Buxton,  C.  B. 
Morton,  F.  S.  Johns,  and  Elisha  Barksdale  were  notified 
of  a meeting  of  the  Board  of  Nurses’  Examiners  which 
was  held  at  the  Richmond  Academy  of  Medicine  on  July 
2,  1940,  at  2 P.  M.  There  were  present  Drs.  C.  B. 
Morton,  F.  S.  Johns,  and  the  Chairman,  Dr.  W.  L.  Peple. 
Dr.  Buxton  was  unable  to  attend  on  account  of  illness. 
I did  not  get  a reply  from  Dr.  Barksdale. 

The  meeting  was  called  to  order  by  Miss  Josephine 
McLeod,  Executive  Secretary  of  the  Virginia  State  Board 
of  Nurses’  Examiners.  She  stated  that  the  object  of  the 
meeting  was  in  response  to  a letter  and  a personal  con- 
ference with  Dr.  Hugh  H.  Trout,  President  of  the  Med- 
ical Society  of  Virginia.  Dr.  Trout  had  also  written 
me  as  Chairman  of  my  Committee  to  confer  with  the 
Board  of  Nurses’  Examiners  and  had  requested  me  to  add 
to  my  Committee,  Dr.  W.  T.  Graham,  President  of  the 
State  Board  of  Health,  and  Dr.  I.  C.  Riggin,  State  Health 
Commissioner. 

The  object  of  the  meeting  as  stated  by  Miss  McLeod 
was  to  discuss  the  question  of  a shortage  of  nurses  in 
certain  hospitals  in  Virginia  and  particularly  in  certain 
rural  districts.  Your  Chairman  was  not  a little  em- 
barrassed to  find  that  our  Committee  was  expected  to  be 
a part  of  a general  advisory  committee  of  the  Nurses’ 
Examiners,  which  consisted  of  nurses,  educators,  and 
doctors. 

On  a previous  occasion  I had  been  asked  by  Miss 
McLeod  to  designate  certain  members  of  my  Committee 
to  attend  a similar  meeting.  When  I reported  to  this 
body  that  there  had  been  no  meeting  of  my  Committee, 
M iss  McLeod  was  much  surprised  that  the  attendance 
of  these  men  asked  for  by  her  was  not  considered  a 
meeting  of  the  Committee  of  the  Medical  Society  of 
Virginia. 

At  the  outset  of  this  meeting  I had  Miss  Edwards  read 
the  act  of  the  Society  by  which  this  Committee  was  first 
appointed.  I also  tried  to  make  it  quite  clear  that  we 
were  responsible  to  the  Medical  Society  of  Virginia  and 
would  report  directly  to  that  body.  The  Chairman  of  the 
Nurses’  Advisory  Committee  was  Dr.  W.  T.  Sanger, 
President  of  Medical  College  of  Virginia.  A letter  from 
Dr.  Trout  was  read  setting  forth  the  complaints  that  had 
come  from  many  rural  districts  regarding  the  shortage 
of  nurses  and  the  rules  and  requirements  governing 
training  schools.  The  nurses  presented  a plan  for  en- 
larging the  facilities  for  and  the  creating  of  new  centers 
for  the  instruction  of  licensed  attendants.  Such  an  au- 
thorization has  existed  since  an  Act  of  Legislature  some 
years  ago,  and  some  of  these  young  women  have  been 
trained  and  licensed. 

The  matter  was  discussed  by  all  the  members  of  your 
Committee  including  Dr.  Graham  and  Dr.  Riggin.  It 
was  felt,  I believe  by  all,  that  while  this  move  would 
certainly  relieve  the  situation,  it  would  create  a new 
issue  of  two  distinct  types  or  grades  of  legalized 
nurses  who  were  both  licensed  to  attend  the  sick  for  pay. 
It  was  our  opinion  that  there  would  soon  be  competition 
between  these  two  grades  of  licensed  nurses  and  as  a 
result  friction,  which  could  only  end  in  an  effort  to  undo 
the  whole  law  licensing  a lower  grade  of  nurse. 

Your  Chairman  recalls  distinctly  a conference  with 
the  nurses  in  which  the  same  thing  was  suggested 
twenty  years  ago.  My  advice  then  coincided  with  the 
consensus  of  opinion  of  the  members  of  your  Committee 
at  this  time,  which  was  that  this  way  out  of  their  diffi- 
culty was  strewn  with  many  obstacles  that  would  grow 
larger  and  more  formidable  as  time  went  on.  It  was 
pointed  out  by  your  Chairman  and  by  other  members 
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of  your  Committee  that  it  would  be  far  better  to  have 
more  graduate  nurses  than  to  fill  the  field  with  two  kinds 
of  nurses.  This  could  be  accomplished  by  liberalizing 
the  requirements  for  training  schools;  in  other  words, 
to  increase  the  deficiency  now  existing  by  adding  more 
nurses  from  the  top  instead  of  expanding  from  the  bot- 
tom. 

No  definite  conclusions  were  reached,  and  the  Com- 
mittee adjourned. 

I am  accompanying  this  report  with  a copy  of  the 
minutes  of  the  Advisory  Committee  to  the  State  Board 
of  Nurses  Examiners  sent  me  by  Miss  McLeod. 

W.  Lowndes  Peple, 

Chairman. 

Minutes  of  Meeting  of  Advisory  Committee  to  the 
State  Board  of  Nurse  Examiners 

A meeting  of  the  Advisory  Committee  to  the  Virginia 
State  Board  of  Nurse  Examiners  was  held  July  2,  1940, 
at  2:00  P.  M.  at  the  Richmond  Academy  of  Medicine. 
The  meeting  was  called  to  order  by  the  Chairman,  Dr. 
W.  T.  Sanger.  The  minutes  of  the  previous  meeting  were 
read  and  approved. 

Dr.  Sanger  suggested  that  as  he  had  served  for  sev- 
eral years,  a new  Chairman  should  be  elected.  Dr. 
Graham  was  elected  to  succeed  Dr.  Sanger. 

A letter  was  read  from  Dr.  Hugh  Trout  relative  to 
complaints  from  rural  hospitals  regarding  lack  of  nurses 
to  staff  the  hospitals  and  inability  to  meet  what  they  con- 
sidered the  high  requirements  necessary  for  conducting  a 
school  of  nursing.  Dr.  Trout  seemed  to  think  that  if 
the  situation  were  not  relieved,  the  next  General  As- 
sembly would  attempt  to  abolish  the  Virginia  State 
Board  of  Nurse  Examiners.  A long  discussion  followed 
in  which  opinions  were  expressed  regarding  the  short- 
age of  nurses  in  rural  areas;  the  seeming  lack  of  nurses 
throughout  the  State;  the  demands  made  upon  schools  of 
nursing  by  the  Examining  Board;  the  inability  to  get 
general  floor  duty  graduates;  the  inferiority  of  the  nurses 
being  graduated  as  compared  with  those  of  fifteen  years 
ago;  and  the  tendency  to  over-educate  students  and  make 
specialists  of  them. 

The  matter  of  establishing  a few  training  centers  for 
licensed  attendants  was  then  taken  up.  Dr.  Peple  asked 
to  have  made  clear  the  status  of  such  attendants.  Dr. 
Johns  felt  that  hospitals  would  use  them  in  place  of 
graduate  nurses,  on  account  of  their  lower  charges.  Sev- 
eral of  those  present  stressed  the  competition  which 
would  arise  between  the  attendants  and  graduates  and 
the  lack  of  control  the  Board  would  have  over  them  after 
they  were  licensed.  Board  members  explained  that  the 
course  for  licensed  attendants  was  suggested  not  because 
the  Board  approved  of  this  step  so  much  as  that  it  wished 
somehow  to  meet  the  demands  of  the  rural  hospitals  that 
they  be  supplied  with  some  form  of  nursing  service.  Dr. 
Morton  gave  some  constructive  approval  of  the  idea; 
Dr.  Riggin  did  not  feel  it  would  be  a satisfactory  solu- 
tion to  the  problem,  but  at  present  was  not  prepared  to 
offer  any  substitute,  Dr.  Peple  read  the  Virginia  State 
Law  governing  Licensed  Attendants.  Dr.  Riggin  ex- 
pressed the  opinion  that  standards  would  be  lowered  by 
having  these  attendants  and  that  standards  should  not 
be  so  high  as  to  keep  schools  of  nursing  from  existing; 
also  that  affiliations  would  not  be  necessary  if  hospitals 
kept  up  their  services  properly.  He  expressed  concern 
about  the  nursing  courses  being  offered  by  the  National 
Youth  Administration,  stating  that  some  hospitals  would 
be  glad  to  obtain  the  services  of  these  poorly  trained 
girls.  Mr.  Buck  felt  that  the  high  school  courses  in  nurs- 
ing conducted  by  the  N.Y.A.  were  probably  beneficial 
and  if  properly  controlled,  would  do  no  harm.  These 
were  under  the  Vocational  Guidance  program.  Dr. 
Peple  stated  that  he  was  not  opposed  to  the  licensing  of 
attendants  but  felt  sure  it  would  work  an  injustice  to 
nurses  in  general.  He  and  Dr.  Graham  both  suggested 


that  schools  of  nursing  liberalize  their  courses  and  lower 
the  requirements  in  order  to  make  it  easier  to  operate  a 
school. 

A letter  from  Dr.  Smith  of  Abingdon,  was  read,  in 
which  he  expressed  limited  approval  of  the  licensed  at- 
tendant course.  He  thought  the  course  should  be  in- 
creased in  length  and  content  in  order  to  give  better 
training.  He  also  suggested  the  term  “licensed  attendant” 
be  changed  to  “licensed  nurse”.  Dr.  Smith  also  expressed 
the  opinion  that  nursing  school  requirements  were  too 
high  and  small  hospitals  should  be  permitted  to  operate 
schools  on  lower  standards  than  now  exist. 

A motion  was  made  but  not  seconded  that  the  matter 
of  the  licensed  attendant  course  be  abandoned.  No  def- 
inite action  was  taken  for  or  against  the  plan. 

In  answer  to  the  statement  that  too  few  aurses  were 
being  graduated,  Miss  McLeod  stated  that  the  graduat- 
ing classes  in  this  State  were  larger  than  ever  before. 
To  the  statement  that  so  many  schools  were  being  closed, 
she  replied  that  ten  hospitals  closed  their  schools  of 
their  own  accord  during  the  depression,  from  1932  to 
1934;  two  have  since  re-opened  and  no  schools  have 
closed  in  recent  years  since  1934. 

When  asked  by  Miss  Buxton  in  what  respects  did 
the  hospital  authorities  wish  the  requirements  lowered 
for  nursing  schools,  no  suggestions  or  definite  ideas  were 
by  those  present. 

The  matter  of  the  personnel  of  the  Committee  was 
taken  up.  Dr.  Peple  being  Chairman  of  the  Advisory 
Committee  of  the  Virginia  Medical  Society,  and  Dr. 
Sanger  Chairman  of  the  State  Board  Advisory  Commit- 
tee, some  confusion  arose  as  to  which  Committee  was 
meeting  and  who  should  preside.  It  was  suggested  that 
since  members  of  both  Committees  were  present,  it  would 
be  advisable  to  consider  it  a joint  meting. 

Though  no  definite  conclusions  were  reached  concern- 
ing the  proposed  program,  it  was  thought  best  to  ad- 
journ and  so  moved. 


Those  present: 
Dr.  Peple 
Dr.  Sanger 
Dr.  Johns 
Dr.  Graham 
Dr.  Morton 
Dr.  Riggin 
Mr.  Buck 


Miss  McLeod 
Miss  Summers 
Miss  Lanford 
M iss  Brightwell 
Miss  West 
Miss  Buxton 

Elizabeth  Buxton, 

Secretary. 


Dr.  Trout  stated  that  as  a result  of  criticisms  from 
rural  communities,  the  last  State  Legislature  wanted  to 
abolish  the  State  Board  of  Nurses’  Examiners.  Had  this 
found  leadership,  it  would  have  gone  through.  The 
Board  is  now  making  a survey  of  other  States  and  they 
will  make  a report  to  the  Society  before  the  next  Gen- 
eral Assembly. 

Dr.  Simpson  stated  that  the  main  cause  for  the  lack 
of  nurses  in  rural  communities  is  due  to  the  fact  that 
some  years  ago  the  Nursing  Board  specified  the  number 
of  beds  that  should  be  in  a hospital  training  nurses. 
Because  they  did  not  have  this  number  in  their  hospital, 
they  had-  to  do  away  with  the  training  school.  They 
had  previously  turned  out  excellent  nurses  who  now  stand 
well  in  other  States  and  communities.  So  many  of  these 
smaller  hospitals  have  had  to  discontinue  their  nursing 
schools  and  that  is  the  cause  of  the  shortage  in  rural 


communities. 

Dr.  Hiden  said  that  very  often  a doctor  needs  a nurse 
to  do  minor  things,  such  as  giving  baths,  taking  tem- 
perature, giving  hypodermics,  etc.  These  undergraduates 
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can  do  all  that  is  necessary.  Very  few  people  could  pay 
the  price  for  a graduate  nurse  and  he  did  not  think- 
adding  more  of  them  would  help  the  situation  a bit. 
They  need  more  nurses’  assistants. 

Dr.  Martin  moved  that  this  committee  be  continued 
and  be  requested  to  report  to  the  House  of  Delegates  in 
regard  to  the  solution  of  this  problem.  Seconded  and 
carried. 

Syphilis  Control  (page  440) — Accepted. 

Advisory  Board  to  State  Health  Department  (page 
442) — Accepted. 

In  connection  with  this  report,  Dr.  A.  F.  Robertson 
presented  the  following  resolutions: 

Whereas,  the  importance  of  competent  leadership  in  the 
administration  of  public  health  activities  in  the  cities 
as  well  as  the  counties  of  Virginia  demands  the  em- 
ployment of  health  officers  who  have  had  training  and 
experience  in  public  health  administration,  and 

Whereas,  this  has  not  been  the  practice  of  city  gov- 
ernments in  some  cases  and  has  resulted  in  a loss  of 
efficiency  and  lack  of  coordination  which  would  be  avoided 
by  the  direction  of  public  health  by  properly  trained 
health  officers  under  the  general  supervision  of  the  State 
Health  Commissioner, 

Therefore  Be  It  Resolved  that  the  Medical  Society 
of  Virginia  endorse  this  principle  and  use  every  proper 
influence  through  its  officers,  committees,  and  component 
societies  to  the  end  that  cities  be  urged  in  the  future, 
to  appoint  health  officers  of  experience  or  special  training 
in  routine  health  administration,  and 

Be  It  Further  Resolved  that  the  officials  of  cities  be 
urged  to  make  as  a necessary  requirement  for  the  posi- 
tion of  health  officer,  that  such  appointee  be  approved 
from  a list  of  qualified  physicians  to  be  furnished  by  the 
State  Health  Commissioner. 

This  was  adopted. 

Tuberculosis  (page  441). 

In  calling  attention  to  the  recommendations  of  the  com- 
mittee, Dr.  P.  W.  Miles  stated  that  with  regard  to  the 
x-ray  of  teachers  the  question  had  come  up  as  to 
who  would  pay  for  this,  and  it  is  being  studied  by  the 
Board  of  Education.  Dr.  Moncure  said  this  was  voted 
down  last  year,  and  he  thought  these  things  could  be 
worked  out  locally.  Dr.  Latane  thought  it  very  important 
that  teachers  he  examined  and  x-rayed.  In  one  of  his 
school  rooms,  they  had  85  per  cent  positive  tuberculin 
tests  and  found  the  teacher  had  active  tuberculosis.  You 
should  not  consider  the  welfare  of  the  teacher  but  the 
welfare  of  the  children  is  more  important.  It  maiy  be 
inconvenient  for  teachers  but  you  are  doing  them  a 
kindness  when  you  find  they  have  active  tuberculosis. 
Old  inactive  tuberculosis  in  a teacher  has  never  caused 
her  to  be  refused  a job.  Dr.  Mulholland  said  he  agreed 
with  Dr.  Latane  and  stated  that  Dr.  StaflFord  and  the 
staflF  at  Blue  Ridge  Sanatorium  would  be  willing  to  read 
any  x-ray  plates.  They  only  want  to  protect  school 
children.  Dr.  Riggin  agreed  with  Dr.  Latane  and  thought 
teachers  as  a whole  are  interested  in  this.  He  stated 
that  the  House  of  Delegates  had  approved  this  in  1938. 
Dr.  Simpson  did  not  think  an  active  case  of  tuberculosis 
could  be  diagnosed  by  an  x-ray  examination.  He  told 
of  one  of  his  patients  who  had  been  diagnosed  positive 
by  x-ray  but  on  later  examination  when  found  he  did 
not  have  tuberculosis,  he  was  a hopeless  neurotic.  It  was 


stated  that  several  counties  in  the  State  already  require 
an  x-ray  of  teachers.  The  report  was  adopted. 

Cancer  (page  442) — Accepted. 

Dr.  Lehman  presented  the  following  supplement  which 
was  accepted: 

The  regulations  governing  the  approval  of  cancer 
clinics  for  the  expenditure  of  publicly  subscribed  funds 
in  the  treatment  of  indigent  patients,  which  were  pre- 
sented to  the  House  of  Delegates  in  the  report  of  your 
Cancer  Committee  in  1939,  have  been  revised  in  respect 
to  the  personnel  of  approved  clinics,  to  read  as  follows: 
Personnel 

The  personnel  of  the  Tumor  Clinic  shall  consist  of  a 
chief  surgeon,  a chief  radiologist  and,  if  possible,  a 
chief  pathologist.  When  no  pathologist  is  directly  asso- 
ciated with  the  clinic,  evidence  must  be  offered  that  the 
opinion  of  a pathologist  certified  by  the  American  Board 
of  Pathology  is  readily  obtainable  and  is  regularly  ob- 
tained. 

The  Director  of  the  Tumor  Clinic,  who  shall  be  one 
of  the  three  named  above  and  who  shall  be  resident 
in  the  locality  in  which  the  clinic  is  situated,  must  have 
been  certified  by  his  respective  American  Board. 

Any  Clinic  approved  under  these  regulations  must, 
within  a period  of  five  years  following  approval,  present 
evidence  that  the  chief  surgeon  and  chief  radiologist  are 
certified  by  their  respective  American  Boards  and  that 
the  opinion  of  a pathologist  certified  by  the  American 
Board  of  Pathology  is  regularly  obtained. 

Your  Committee  also  ordered  the  following  recom- 
mendation: In  view  of  the  temporary  lowering  of  pro- 
fessional standards  for  the  personnel  of  approved  cancer 
clinics,  the  cancer  committee  recommends  to  the  V’irginia 
Cancer  Foundation  that  those  approved  clinics  in  which 
the  chief  surgeon,  chief  radiologist  and  chief  pathologist 
are  all  three  certified  by  their  respective  American 
Boards,  be  permitted  to  accept  indigent  cancer  cases  for 
treatment  without  first  obtaining  permission  from  the 
central  office  of  the  Foundation,  up  to  but  not  beyond 
the  limit  of  available  funds  in  the  immediate  locality, 
under  all  other  regulations  governing  the  expenditure 
for  the  care  of  indigent  patients,  already  established 
by  the  Foundation. 

Your  Committee  further  ordered  the  approval  of  the 
treatment  of  indigent  cancer  cases  of  the  Petersburg 
Tumor  Clinic,  Dr.  Wright  Clarkson,  Director.  This 
constitutes  the  fifth  approved  clinic. 

For  the  Committee 

Edwin  P.  Lehman,  Chairman. 

Industrial  Health  (page  442) — Accepted. 

Delegates  to  the  American  Medical  Association 
(page  443) — Accepted. 

Delegates  to  Virginia  State-Wide  Safety  Confer- 
ence (page  443) — Accepted. 

Representative  to  Virginia  Welfare  Council  (pages 
443-4) — Accepted. 

Delegates  to  U.  S.  Pharmacopoeial  Convention 
(page  444) — Accepted. 


The  next  order  of  business  was  the  selection  of  a 
nominating  committee.  Delegates  were  given  a ten-minute 
recess  to  select  a member  from  each  district,  and  the  fol- 
lowing committee  was  named: 

1st  — Dr.  S.  K.  Ames. 

2nd — Dr.  P.  St.  I,.  Moncure. 

3rd — Dr.  F.  P.  Fletcher. 

4th — Dr.  W.  D.  Kendig. 

5th— Dr.  P.  W.  Miles. 
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6th — Dr.  John  Hundley. 

7th — Dr.  Guy  Fisher. 

8th — Dr.  H.  A.  Latane. 

9th — Dr.  C.  B.  Bowyer. 

The  House  then  adjourned  to  meet  the  next  night  fol- 
lowing the  presidential  addresses. 

House  of  Delegates 
July  30,  1940 

Following  the  addresses  of  Dr.  Hugh  H.  Trout,  Presi- 
dent of  the  Medical  Society  of  Virginia,  and  Dr.  Frank 
V.  Langfitt,  President  of  the  West  Virginia  State  Med- 
ical Association,  on  Tuesday  evening,  July  30th,  the  Vir- 
ginia House  of  Delegates  was  called  to  order  by  Dr. 
T rout. 

The  first  order  of  business  was  the  consideration  of 
several  changes  in  the  By-Laws,  which  had  been  brought 
up  at  the  first  meeting.  The  change  to  make  the  Editor 
of  the  Monthly  and  the  State  Health  Commissioner  ex 
officio  members  of  the  House  of  Delegates  was  adopted. 

Dr.  Hundley  presented  his  motion  with  regard  to  the 
change  in  dues.  It  was  moved  and  seconded  that  it  be 
adopted.  The  subject  being  open  for  discussion.  Dr. 
James  King  then  offered  the  following  amendment,  which 
which  was  approved  by  Dr.  Hundley  and  seconded: 

Mr.  President:  I am  heartily  in  favor  of  Dr.  Hund- 
ley’s resolution  to  increase  the  dues  of  this  Society  for 
the  purpose  of  maintaining  legal  counsel  and  providing 
funds  to  protect  the  interests  of  the  medical  profession 
in  future  questions  involving  medical  legislation. 

I believe  we  should  go  a step  further.  Doctors  are  very 
poor  politicians.  This  is  borne  out  by  the  repeated  losses 
in  legislative  matters  and  the  lack  of  recognition  accorded 
us  by  the  legislators. 

If  the  physicians  in  the  State  are  not  sufficiently  inter- 
ested to  offer  resistance  where  needed,  or  to  carry  on  an 
offense  where  indicated,  then  we  can  scarcely  anticipate 
a representative  voice  in  the  government. 

During  the  last  session  of  the  Legislature,  I understand 
that  the  Governor  completely  ignored  organized  medicine 
in  proposing  important  and  radical  changes  in  the  State 
Hospital  Board.  The  Medical  Society  of  Virginia  had 
taken  pains  to  provide  the  Governor  with  a committee 
with  whom  he  did  not  consult  during  the  entire  session  of 
the  General  Assembly.  Do  you  gentlemen  believe  that 
the  Governor  would  have  even  advanced  an  idea  af- 
fecting the  legal  profession,  for  example,  without  first 
conferring  with  representative  lawyers  or  their  recog- 
nized organization?  The  Chiropractic  Bill — which  many 
of  you  assisted  in  suppressing — passed  a very  large  House 
Committee  ’luithout  a dissenting  vote  and  was  headed  for 
the  Floor  and  immediate  passage  when  Dr.  Hutcheson 
and  his  able  committee  went  into  action.  In  this  case, 
as  in  most  others  which  arise  in  the  Legislature,  it  was 
a question  of  someone  holding  his  finger  over  the  hole 
in  the  legal  dyke  until  sufficient  pressure  was  brought 
to  bear  upon  the  representatives  and  the  Bill  could  be 
shelved  for  the  time  being. 

I believe  that  we  should  have  a practical  system  of 
controlling  our  political  fortune  in  the  State  even  if  we 
are  disinterested  in  politics  as  a group. 

Some  physicians  believe  in  the  appeasement  of  the  leg- 
islator; others  favor  the  emotional  approach  with  its  plav 
upon  the  sympathy  of  the  representative  through  elabora- 
tion of  our  humanitaran  aspect.  I believe  both  of  these 
concepts  to  be  out-moded  and  worn  thread-bare  through 
constant  over-use  these  many  years.  In  1940,  and  in  the 


years  to  come,  the  medical  profession  needs  a modern 
and  practical  creed  calculated  to  get  results.  The  only 
language  which  the  politician  understands  is  that  of 
fear.  He  fears  the  loss  of  a substantial  bloc  of  votes; 
or  he  fears  unfavorable  comment  upon  his  office.  His 
actions  are  often  based  on  these  fears  and,  while  they 
are  not  always  logical,  he  fo.lows  their  dictates.  This 
is  the  weapon  that  we  must  employ  to  protect  our  polit- 
ical future  and  it  is  the  “step-further"  to  which  I refer. 

I would  like  to  see  this  body  provide  the  machinery 
to  give  us  a workable  political  set-up  in  the  State  to 
direct  medical  legislation  in  its  proper  channels — not 
allowing  ourselves  to  be  dragged  along  the  road  of  the 
medically  ignorant.  Why  should  we  allow  the  chiro- 
practor to  be  turned  loose  on  the  public  to  peddle  his 
illegitimate  wares  when  we,  knowingly  recognize  him  only 
as  a menace  to  the  public  health  and  medical  progress? 
There  is  no  reason  other  than  that  of  mental  inertia — 
indifference  and  mental  laziness,  if  you  please — on  the 
part  of  the  doctors  representing  organized  medicine  in 
Virginia. 

The  way  to  stop  the  chiropractor  is  to  educate  and, 
if  necessary  intimidate,  the  law-maker  before  he  goes 
to  Richmond — not  after  he  gets  there.  To  accomplish 
our  purpose  in  this — as  well  as  other  vital  medical  leg- 
islation— we  should  have  a political  set-up  for  each 
county  and  city  in  the  State,  key  doctors  who  will  Jic 
responsible  for  the  protection  of  medicine  in  their  locality, 
doctors  who  will  make  it  their  business  to  properly  edu- 
cate and  define  our  position  to  their  respective  represen- 
tatives in  the  Legislature  many  months  before  the  laws 
are  made. 

The  House  of  Delegates  should  take  appropriate  ac- 
tion here  tonight  to  provide  organized  medicine  with 
an  authoritative  voice  in  the  legislative  halls — a voice 
that  the  Governor,  the  Senator  or  the  Delegate  cannot 
afford  to  ignore. 

With  these  objectives  in  view,  I wish  to  offer  the 
following  amendment  to  Dr.  Hundley’s  resolution  and 
move  its  adoption: 

Be  It  Resolved  : 

1.  That  the  activities  of  the  Legislative  Committee  be 
broadened  and  made  continuous. 

2.  That  the  Legislative  Committee  be  increased  to 
nine  members,  with  an  effort  made  for  geographical  dis- 
tribution of  these  members  over  the  various  sections  of 
the  State. 

3.  That  the  cost  of  the  program  incident  to  the  work 
of  the  Legislative  Committee  be  provided  for  out  of  the 
Emergency  Fund  created  by  increasing  the  dues;  and 

4.  That  each  component  society  of  the  Medical  Society 
of  Virginia  be  requested  to  appoint  a local  representative 
who  will  be  the  Chairman  of  the  Local  Legislative  Com- 
mittee, maintaining  close  contact  and  cooperation  with 
the  work  of  the  Legislativ^e  Committee  of  the  State  So- 
ciety. 

Dr.  W.  B.  Martin  asked  if  it  would  not  be  better 
to  have  the  local  representatives  in  each  county  selected 
by  the  Legislative  Committee.  Dr.  H.  A.  Latane  stated 
it  was  his  understanding  the  Society  has  to  have  some- 
thing very  definite  and  specific  to  offer  the  representatives 
in  the  General  Assembly  as  they  think  organized  med- 
icine is  very  weak.  The  Medical  Practice  Act  is  fine 
but  it  has  not  been  enforced.  Illegal  practitioners  are  in 
the  State  and  it  looks  as  if  they  are  here  to  stay.  The 
courts  and  Commonwealth’s  attorneys  are  not  in  svmpathy 
with  doctors  and  it  was  just  by  luck  that  they  won  out 
in  the  last  Legislature.  The  chiropractors  had  been  work- 
ing for  months  and  the  doctors  did  not  know  it.  He 
said  he  would  like  to  see  a Basic  Science  Board  used. 


580 


Virginia  Medical  Monthly 


[September, 


Dr.  Riggin  thought  there  were  a good  many  points  that 
could  be  brought  out  in  a study  by  the  Legislative 
Committee.  The  only  thing  that  could  be  developed 
from  this  is  that  the  matter  be  referred  to  the  enlarged 
committee  and  that  they  report  their  findings  to  the 
House  of  Delegates  next  year.  Dr.  Hundley  said  the 
medical  profession  has  not  been  doing  what  it  should 
nor  what  it  could  do.  They  have  been  aroused  now 
more  than  ever  before.  This  is  shown  by  the  fact  that 
they  are  willing  to  pay  extra  dues.  He  believed  doctors 
were  ready  and  willing  to  do  something,  and  if  a con- 
certed effort  is  made  a great  deal  can  be  accomplished. 
In  the  last  Legislature,  the  local  representatives  were 
uninformed,  but,  when  they  were,  they  were  ready  to  do 
all  they  could  for  the  doctors.  The  Society  stands  for 
something  the  exact  reverse  of  lowering  of  standards.  If 
the  Medical  Practice  Act  standards  should  be  lowered 
it  should  not  come  from  the  medical  profession.  They 
should  not  be  lowered  because  doctors  have  not  been  able 
to  accomplish  what  they  would  like.  They  may  be 
forced  to  it  but  until  this  time.  Dr.  Hundley  stated  he 
was  strenuously  opposed  to  this  body  advocating  any 
change  in  the  Medical  Practice  Act  as  it  now  exists.. 
Chiropractors  can  qualify  under  the  present  law;  osteo- 
paths can  qualify  and  they  have  qualified  since  the  law 
was  passed  because  they  have  raised  their  standards. 
Chiropractors  have  done  nothing  to  raise  their  standards. 
He  was  in  favor  of  giving  the  Legislative  Committee 
more  power  and  aid  in  bettering  the  Medical  Practice 
Act. 

Dr.  W.  W.  Wilkinson  asked  if  the  committee  of  nine 
would  cover  the  entire  state.  Dr.  King  said  they  should 
be  near  enough  to  each  other  so  they  could  get  together 
for  meetings.  Dr.  Hundley  stated  that  it  is  very  neces- 
sary that  there  be  enough  men  in  and  around  Richmond 
to  contact  the  Legislators.  There  should  be  at  least  three 
from  Richmond.  Dr.  Latane  thought  the  committee  should 
get  together  and  have  something  definite  to  work  on  be- 
fore the  chiropractors  put  in  another  bill. 

Dr.  King’s  amendment  was  accepted  and  Dr.  Hundley’s 
change  in  the  By-Laws  adopted. 

Dr.  Martin  read  the  following  recommendation  from 
the  Council  with  regard  to  the  Provisions  for  Equalizing 
Financial  Loss; 

I.  Establish  a corporation  and  issue  stock  to  each 
member  of  each  society,  based  on  his  net  income 
as  shown  by  his  Federal  Income  Tax  Returns. 

II.  All  physicians  not  called  into  the  service  be  re- 
required to  contribute  a certain  percentage  of 
their  income  above  the  amount  shown  in  1939; 
this  to  be  on  a sliding  scale  in  proportion  to 
their  total  income.  For  example,  ten  per  cent 
of  an  income  starting  at  $4,000  and  an  added  five 
per  cent  for  each  additional  thousand. 

III.  The  amount  realized  from  this  source  to  be  dis- 
tributed among  the  men  called  into  the  service  on 
the  following  basis: 

After  deducting  from  their  former  net  income 
their  net  Army  pay,  distribution  is  to  be  made 
in  accordance  with  the  pro  rata  amount  of  stock 
held,  but  not  to  exceed  fifty  per  cent  of  the  dif- 
ference between  their  Army  pay  and  their  former 
net  income. 


Dr.  Martin  stated  that  it  was  the  action  of  the  House 
of  Delegates  of  the  American  Medical  Association  that 
some  plan  should  be  worked  out  whereby  those  entering 
the  service  of  the  United  States  during  a war  emergency 
should  be  cared  for  in  a financial  way.  These  sugges- 
tions are  to ' be  modified  to  the  needs  of  each  county 
society.  It  was  not  intended  that  they  be  forced  on  any 
society  as  there  is  a wide  difference  of  needs  and  situa- 
tions between  the  rural  communities  and  cities.  In  the 
last  war,  attempts  were  made  by  the  individual  physician 
to  equalize  the  loss  in  finances.  Dr.  A.  looked  after 
Dr.  B.’s  patients  and  then  turned  the  fees  collected  over 
to  him.  As  a general  plan  this  is  not  practicable.  Where 
there  are  only  two  or  three  doctors  involved,  this  can 
be  carried  out  but  it  cannot  in  larger  groups. 

Dr.  Carrington  Williams  felt  doctors  could  handle  the 
situation  financially  but  the  thing  that  disturbs  them  most 
is  the  loss  of  their  practice.  He  would  like  to  see  the 
House  approve  this  recommendation  in  principle  but  let 
the  local  society  work  out  a plan  whereby  the  clientele 
of  the  doctor  could  be  preserved. 

Dr.  Martin  moved  that  the  Society  go  on  record  as 
approving  in  principle  the  equalization  of  incomes  for 
men  called  into  service,  leaving  the  individual  society  to 
work  out  details  applicable  for  their  particular  commu- 
nity. Seconded. 

Dr.  Moncure  felt  that  many  of  the  younger  men  will 
make  a great  deal  more  after  they  have  been  in  the 
service  and  will  do  better  when  they  return  than  they 
did  before  they  went.  The  plan  of  helping  doctors  who 
go  to  the  front  cannot  be  worked  out  by  pooling  finances. 
This  is  a fraternal  question  and  doctors  are  pledged  by 
the  Hippocratic  oath  to  look'  after  doctors  and  their 
families. 

Dr.  Herbert  Jones  stated  that  at  a meeting  in  Peters- 
burg, the  Fourth  District  Society  passed  a resolution  op- 
posing any  such  plan  dealing  with  incomes  of  doctors 
as  being  thoroughly  impracticable.  Quite  a number  of 
the  doctors  said  it  was  not  a question  of  income  but  one 
of  practice.  The  sooner  doctors  stop  calling  attention  to 
what  they  are  paid  for  war  service  the  better  off  they 
will  be.  They  will  answer  the  call  for  cooperation  and 
preparedness  so  leave  the  money  side  out  of  it. 

Dr.  W.  L.  Powell  stated  that  most  doctors  who  had  a 
part  in  the  last  war  had  more  trouble  prying  patients 
loose  from  other  doctors  when  thej'  returned  than  they 
did  with  their  incomes. 

Dr.  R.  A.  Moore  did  not  see  how  a plan  could  be  formu- 
lated that  would  work.  He  had  no  faith  in  fraternal 
help  because  of  his  experiences  after  the  last  war.  In 
his  section  doctors  feel  there  should  be  some  way  in 
which  the  practice  of  men  who  are  called  to  service 
could  be  taken  care  of,  but  he  did  not  believe  the  doctors 
could  do  much  about  it.  He  felt  that  the  Government 
should  care  for  the  incomes  during  the  emergency  and 
for  two  years  afterwards. 

Dr.  M.  B.  Hiden  felt  that  the  man  least  needed  in 
his  community  will  be  drafted.  He  did  not  see  any  prac- 
ticable way  to  work  out  this  plan  as  you  cannot  force  a 
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man  to  contribute  to  such  a fund.  He  thought  the  Govern- 
ment alone  could  handle  this  proposition. 

Dr.  Martin  agreed  with  Dr.  Moore  about  fraternal 
help.  This  is  only  a suggested  plan  by  which  the  local 
societies  can  work  out  their  individual  problems.  The 
man  called  to  service  is  not  the  man  least  needed  in 
his  community  but  the  one  whom  the  Government  thinks 
it  needs  the  most.  Young  men  who  have  not  built  up 
a practice  may  profit  by  it. 

Dr.  Simpson  thought  this  plan  unfeasible  and  im- 
practical and  moved  that  the  motion  be  tabled.  Seconded 
and  carried. 


The  Department  of  Clinical  and  Medical  Educa- 
tion was  asked  to  report  on  what  they  had  worked  out  in 
regard  to  its  appropriation  for  next  year  and  Dr.  Robert- 
son, chairman,  presented  the  following  supplement,  which 
was  accepted; 

Your  Committee  was  under  the  erroneous  impression 
that  a reserve  fund,  for  expansion  of  its  work,  might  be 
built  up,  keeping  intact  any  unexpended  balance  of  the 
annual  appropriation. 

Since,  however,  all  such  unexpended  balances  must 
revert  to  the  treasury  at  the  end  of  the  year,  and,  since 
the  $1,200.00  appropriated  by  the  Budget  Committee  will 
care  for  the  needs  of  this  Department  during  the  coming 
year,  your  Committee  withdraws  its  request  for  $1,758.29 
and  requests  in  its  place  the  appropriation  of  $1,200.00 
approved  by  the  Budget  Committee. 

The  Nominating  Committee  was  next  asked  for  its  re- 
port and  the  chairman.  Dr.  Moncure,  submitted  the  fol- 
lowing slate: 

President-Elect — Dr.  Roshier  W.  Miller,  Richmond. 

Vice-Presidents — Dr.  John  M.  Emmett,  Clifton  Forge. 

Dr.  J.  E.  Knight,  Warrenton. 

Dr.  H.  B.  Mulholland,  Univ'ersity. 

Executive  Secretary-Treasurer — Miss  Agnes  V.  Ed- 
wards, Richmond. 

It  was  moved,  seconded  and  carried  that  the  nomina- 
tions be  closed  and  the  slate  accepted  as  a whole. 

In  the  election  of  councilors,  it  was  stated  they  should 
be  for  the  even  numbered  districts,  but  one  would  have 
to  be  named  to  fill  the  unexpired  term  of  Dr.  Roshier  W. 
Miller.  Dr.  J.  M.  Hutcheson,  Richmond,  was  elected  as 
councilor  for  the  third  district  and  the  following  for  the 
even  numbered  districts: 

2nd — Dr.  Julian  L.  Rawls,  Norfolk. 

4th — Dr.  J.  L.  Hamner,  Mannboro. 

6th — Dr.  W.  L.  Powell,  Roanoke. 

8th — Dr.  A.  D.  Hart,  Charlottesville. 

Owing  to  a reapportionment  of  Delegates  to  the  Amer- 
ican Medical  Association,  it  was  stated  that  the  Society 
loses  a delegate  and  those  elected  in  1939  for  a two- 
year  term  hold  over  as  follows: 

Delegates — Dr.  W.  B.  Martin,  Norfolk. 

Dr.  Alex.  F.  Robertson,  Jr.,  Staunton. 

Alternates — Dr.  Carrington  Williams,  Richmond. 

Dr.  Julian  L.  Rawls,  Norfolk. 


The  following  supplement  to  the  Committee  on  Syph- 
ilis Control  was  presented  by  the  chairman.  Dr.  Kim- 


brough : 

Because  of  the  need  for  more  laboratories  in  the  state 
to  do  serological  tests  for  syphilis  as  a result  of  the 
new  marriage  protective  law,  be  it  resolved  that: 

1.  All  laboratories  in  Virginia  be  urged  to  apply  to  the 
State  Health  Department  for  participation  in  the  sero- 
logical evaluation  for  performing  premarital  tests  for 
syphilis,  and, 

2.  That  the  House  of  Delegates  of  the  Medical  So- 
ciety of  Virginia  request  that  the  State  Health  Depart- 
ment supply  a trained  serological  consultant  to  laboratories 
in  the  State  to  assist  them  in  maintaining  the  accepted 
standards  established  by  the  State  Health  Department. 

This  was  accepted. 

A letter  from  the  Southern  Medical  Association  was 
presented  asking  that  the  Society  enter  a protest  to  Para- 
mount Pictures,  Inc.,  with  regard  to  giving  credit  for  the 
discovery  of  anesthesia  to  Dr.  W.  T.  G.  Morton  Instead 
of  to  Dr.  Crawford  W.  Long.  It  was  moved  that  a tele- 
gram be  sent  and  Dr.  W.  B.  Blanton  was  appointed  to 
prepare  this.  The  following  was  sent: 

The  Medical  Society  of  Virginia,  in  conv'ention  as- 
sembled at  White  Sulphur  Springs,  W.  Va.,  has  heard 
with  surprise  that  Paramount  Pictures  has  under  consid- 
eration the  making  of  a film  in  which  W.  T.  G.  Morton, 
a Boston  dentist,  is  given  the  credit  for  the  discovery  of 
anesthesia. 

It  is  now  well  known  that  Dr.  Crawford  W.  Long, 
of  Georgia,  was  the  first  to  use  ether  successfully  for 
anesthetic  purposes.  All  authorities  on  medical  history 
now  recognize  the  priority  of  Long's  discovery.  This  So- 
ciety urges  Paramount  Pictures  to  give  this  honor  to 
Crawford  W.  Long,  the  man  to  whom  the  credit  belongs. 

Dr.  W.  B.  Blanton  suggested  that  the  committee  on 
arrangements  of  meetings  should  set  aside  a time  and 
place  for  the  various  district  delegates  to  get  together 
prior  to  the  meeting  of  the  House  of  Delegates  and  name 
the  members  of  the  nominating  committee  and  attend  to 
any  other  necessary  business. 

Invitations  for  the  next  meeting  of  the  State  Society 
were  received  from  the  Princess  Anne  and  Norfolk 
County  Medical  Societies  for  Virginia  Beach  and  the 
Roanoke  Academy  of  Medicine  for  Roanoke.  After  dis- 
cussion, it  was  voted  that  the  1941  meeting  be  held  at 
Virginia  Beach  with  headquarters  at  the  Cavalier  Hotel. 
It  was  requested  that  the  comnTittee  look  into  the  prices 
and  see  if  they  could  secure  a better  rate  than  that  quoted 
by  the  hotel. 

Dr.  W.  B.  Martin  moved  that  the  Society  extend  thanks 
to  the  Roanoke  Academy  of  Medicine  for  their  invita- 
tion. Seconded  and  carried. 

Dr.  A.  F.  Robertson  then  presented  the  following  reso- 
lution which  was  seconded  and  carried: 

In  view  of  the  excellent  financial  condition  of  our 
State  Society  and  in  recognition  of  the  untiring  and  in- 
valuable work  done  in  editing  our  journal,  the  Virginia 
Medical  Monthly,  I move  that  our  Society  grant  an 
honorarium  of  $1,000.00  to  Dr.  Wyndham  Blanton  in 
appreciation  of  his  services  during  the  past  year. 

There  being  no  further  business,  the  House  adjourned. 

Agnes  V.  Edwards, 

Secretary. 

Approved : 

Hugh  H.  Trout, 

President. 
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Public  Health  Statistics 

I.  C.  Ricgin,  M.  D., 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 


eases of  the  State  Department  of  Health  for  July, 
1940,  compared  with  the  same  month  in  1939,  and 
for  the  period  of  January  to  July,  1940,  compared 
with  the  same  period  in  1939,  follows: 


Typhoid  and  Paratyphoid  Fever 


Scarlet  Fever  

Diphtheria  

Poliomyelitis  

Meningitis  

Undulant  Fever  

Rocky  Mountain  Spotted  Fever 
Tularemia  


Jan.- 

Jan.- 

[ULY  July 

July  July 

1940 

1939 

1940 

1939 

29 

116 

121 

220 

189 

1,527 

636 

2,736 

172 

440 

3,296  10,618 

42 

52 

1,053 

784 

20 

56 

308 

425 

8 

5 

16 

15 

7 

6 

53 

43 

2 

4 

10 

16 

10 

12 

19 

27 

0 

8 

28 

38 

Silicosis  in  the  Dental  Laboratory  Industry 

Recently  in  another  section  of  the  country,  atten- 
tion was  called  to  a fatal  case  of  silico-tuberculosis 
in  a thirty-five-year-old  worker  who  had  been  en- 
gaged for  nineteen  years  in  plate-polishing  in  a den- 
tal laboratory. 

Investigation  of  the  various  dental  laboratories  in 
that  section  showed  that  a number  of  operators  were 
using  a material  known  in  the  trade  as  “pummy”. 
This  material  has  been  on  the  market  since  the  World 
War  and  is  used  as  a substitute  for  pumice.  Pumice 
is  a comple.x  silicate  with  a very  low  free  silica  con- 
tent, but  “pummy”  essentially  is  a finely  pulverized 
quartz  containing  a high  percentage  of  free  silica. 
In  appearance  the  two  materials  look  very  much  alike. 

.Although  the  process  of  dental  plate  polishing  is 
done  with  a wet  paste,  the  rapid  rotation  of  the  pol- 
ishing brushes  causes  much  of  the  paste  to  be  dis- 
persed into  the  atmosphere  at  the  breathing  level  of 
the  operator.  The  continuous  exposure  to  the  concen- 
trations of  such  finely  powdered  material  of  so  high 
a free  silica  content  could  be  expected  to  cause  sili- 
cosis. 

The  investigation  has  opened  another  field  in 
which  silicosis  was  heretofore  unsuspected,  and  the 
usual  precautions  to  guard  against  this  disease  are 
applicable  in  this  new  field  just  as  they  are  in  other 
industries  where  silica  dust  is  generated.  Local  ex- 
haust ventilation  should  be  applied  to  the  dental 
polishing  process  so  that  the  silica  will  be  removed 
from  the  breathing  level  of  the  operator. 


Truth  About  Medicine 


Propaganda  for  Reform 

The  Treatment  of  Habitual  .Abortion  With  Vitamin  E. — 
The  Council  on  Pharmacy  and  Chemistry  authorized 
publication  of  a report,  prepared  for  it  by  one  of  its 
referees,  on  the  value  of  vitamin  E in  the  treatment 
of  various  disorders,  particularly  with  reference  to  its 
alleged  usefulness  in  habitual  abortions.  A critical  ex- 
amination of  the  evidence  presented  during  the  last  eight 
years  led  to  the  following  conclusions: 

Claims  that  vitamin  E (wheat  germ  oil)  is  of  value 
in  the  treatment  of  menstrual  disorders,  failure  of  lacta- 
tion and  the  vaginal  pruritus  after  the  menopause  can- 
not be  accepted  because  of  lack  of  sufficient  clinical 
evidence. 

The  claim  that  vitamin  E is  of  value  in  the  preven- 
tion of  habitual  abortion  cannot  be  accepted  because 
of  the  lack  of  convincing  clinical  evidence.  The  diag- 
nosis of  habitual  abortion  in  many  of  the  published  re- 
ports is  open  to  question;  the  great  variation  in  dosage 
of  vitamin  E and  the  lack  of  evidence  that  the  prepara- 
tions used  were  active  make  it  difficult  to  attribute  any 
effects  claimed  for  it  to  the  vitamin.  Moreover,  the 
expectancy  of  spontaneous  cure  in  cases  of  so-called  hab- 
itual abortion  has  not  been  accurately  established. 

Although  the  administration  of  wheat  germ  oil  prob- 
ably does  not  cause  the  development  of  neoplasms,  un- 
favorable effects  may  follow  its  use  in  certain  cases. 
These  effects  are  usually  not  serious. 

The  published  results  of  the  treatment  of  habitual 
abortion  with  vitamin  E are  sufficiently  encouraging  to 
justify  further  clinical  experiment.  Such  experiments 
are  justified  only  if  preparations  of  vitamin  E of  known 
activity  are  used  and  if  adequate  diagnosis  and  clinical 
control  can  be  established.  {J.A.M.A.,  June  1,  1940, 
p.  2214.) 

Digitalis  for  Obesity. — Too  much  publicity  has  appar- 
ently been  given  to  the  reports  of  a method  of  weight 
reduction  which  involves  administration  of  digitalis  for 
suppressing  the  appetite.  Whether  or  not  digitalis  can 
produce  a loss  of  appetite  without  harmful  effects  is 
debatable.  The  work  of  Hatcher  and  Weiss  in  partic- 
ular has  shown  that  the  nausea  produced  by  digitalis 
is  a reflex  the  sensory  organ  for  which  does  not  appear 
to  be  located  in  the  heart.  Thus  the  type  of  nausea 
which  digitalis  produces  is  at  least  partly  due  to  factors 
other  than  gastric  irritation.  Indeed,  nausea  and  vomit- 
ing are  toxic  symptoms  of  digitalis  and  constitute  a 
warning  to  decrease  or  stop  the  administration  of  the 
drug.  Confirmatory  evidence  for  this  method  of  re- 
ducing body  weight  is  lacking.  The  method  cannot  be 
generally  recommended  unless  its  efficacy  and  safety 
have  been  thoroughly  demonstrated  by  carefully  con- 
trolled observations.  (J.A .M.A June  8,  1940,  p.  2311.) 

The  Promiscuous  Use  of  the  Barbiturates. — The  Board 
of  Trustees  of  the  American  Medical  Association  re- 
quested the  Council  on  Pharmacy  and  Chemistry  to  make 


1940] 


Virginia  Medical  Monthly 


583 


a study  of  the  promiscuous  use  of  barbiturates,  partic- 
ularly with  reference  to  the  dangerous  use  of  these  prod- 
ucts by  the  public.  The  first  section  of  the  report,  en- 
titled “A  Study  of  the  Promiscuous  Use  of  the  Barbitu- 
rates: Their  Use  in  Suicides,”  was  published  in  The 

Journal,  April  8,  1939,  p.  1340.  The  second  section,  en- 
titled "The  Promiscuous  Use  of  the  Barbiturates:  II. 

Analysis  of  Hospital  Data,”  has  now  been  published  by 
the  Council.  Both  of  these  reports  were  prepared  for  the 
Council  by  Dr.  W.  E.  Hambourger  of  Western  Reserve 
University.  The  following  is  a summary  of  Dr.  Ham- 
bourger’s  study:  1.  During  the  decade  1928-1937,  thir- 

teen hospitals  with  combined  admissions  of  more  than 

I, 250,000  received  643  cases  of  acute  barbiturate  poisoning. 
2.  One  out  of  every  1,900  admissions  was  due  to  acute 
barbiturate  intoxication.  3.  Barbiturates  were  responsible 
for  one-seventh  of  the  acute  poisonings  due  to  all  drugs 
except  alcohol  and  carbon  monoxide.  4.  The  fatality 
rate  in  the  cases  of  acute  barbiturate  poisoning  was  7.3 
per  cent.  5.  As  each  new  barbiturate  has  been  intro- 
duced clinically  and  has  become  publicized  there  has 
been  a noticeable  trend  toward  its  use  in  poisoning 
cases.  6.  The  lowest  fatal  dose  for  barbital  reported  by 
these  hospitals  was  30  grains  (2  Gm.)  ; the  median  dose 
in  fatal  cases  was  90  grains  (6  Gm.).  For  phenobarbital 
the  minimum  fatal  dose  reported  was  25  grains  (1.7 
Gm.)  ; the  median  dose  142  grains  (9.5  Gm.).  The  wider 
margin  of  toxicity  for  phenobarbital  is  probably  acci- 
dental. 7.  Hypersusceptibility  to  therapeutic  doses  of  a 
barbitiirate  was  charged  in  thirteen  cases  admitted  to 
ten  of  the  hospitals,  about  one  case  for  every  90,000 
admissions.  8.  Addiction  to  barbiturates  was  the  reason 
for  admitting  eighty-five  patients  out  of  the  total  of  one 
and  one-fourth  millions  admitted  for  all  causes,  about 
one  barbiturate  addict  in  every  15,000  admissions.  9.  Bar- 
biturates accounted  for  more  than  10  per  cent  of  all 
addiction  cases,  excluding  chronic  alcoholism,  admitted 
to  the  thirteen  hospitals.  10.  Two-thirds  of  the  barbi- 
turate addicts  who  gave  information  claimed  that  they 
became  familiar  with  the  drug  through  a physician. 

II.  Nearly  a third  of  the  addicts  for  whom  the  infor- 
mation was  recorded  developed  craving  when  the  bar- 
biturate was  withheld.  12.  None  show^ed  any  serious 
withdrawal  symptoms.  13.  No  factual  data  could  be  ob- 
tained concerning  the  involvement  of  barbiturates  in  auto- 
mobile accidents  and  criminal  assaults,  although  from  the 
nature  of  the  actions  of  these  drugs  this  might  be  ex- 
pected. (J.  A.  M.  A.,  May  18,  1940,  p.  2019.) 


Book  Announcements 


Modern  Dermatology  and  Syphilology.  By  S.  WILLIAM 
BECKER.  M.  D..  Associate  Professor  of  Derma- 
tology and  Syphilology  Kuppenheimer  Foundation, 
University  of  Chicago.  And  MAXIMILLIAN  E. 
OBERMAYER,  M.  D.,  Assistant  Professor  of 
Dermatology  and  Syphilology  Kuppenheimer 
Foundation,  University  of  Chicago.  Philadelphia. 


J.  B.  Lippincott  Company.  1940.  871  pages.  461 
Illustrations  in  Text,  32  Full  Color  Plates.  Cloth. 

A review  of  this  book  appears  in  the  editorial 
pages  of  this  issue. 

Diabetes.  Practical  Suggestions  for  Doctor  and  Pa- 
tient. By  EDWARD  L.  BORTZ,  A.  B.,  M.  D.,  F.  A. 
C.  P.,  Associate  Professor  of  Medicine,  Graduate 
School  of  Medicine,  University  of  Pennsylvania; 
Chief  of  Medical  Service  B,  The  Lankenau  Hospital, 
Philadelphia;  Assistant  Editor,  The  Cyclopedia  of 
Medicine.  With  a Foreword  by  George  Morris 
Piersol,  B.  S.,  M.  D.,  F.  A.  C.  P.,  Professor  of  Med- 
icine, Graduate  School  of  Medicine,  University  of 
Pennsylvania;  Editor  in  Chief,  The  Cyclopedia  of 
Medicine.  F.  A.  Davis  Company.  Philadelphia. 
1940.  12mo  of  xxix-296  pages.  Illustrated.  Cloth. 
Price,  $2.50. 

This  book  is  oiie  of  the  most  comprehensive  and 
ambitious  type  of  diabetic  manual.  It  is  written  in 
simple  fashion  for  the  most  part  and  for  that  reason 
it  should  be  understood  by  the  average  patient  with 
diabetes.  Scattered  throughout  are  diagrams  and 
plates  which  are  helpful  in  emphasizing  various 
points.  The  only  adverse  criticism  might  be  the  dis- 
cussions are  a little  too  full  and  in  some  places 
abstruse;  conversational  matter  may  well  have  been 
left  out.  The  section  on  diabetes  in  children  is  par- 
ticularly good.  On  the  whole,  much  useful  and 
practical  information  is  contained  in  this  book  and 
it  might  be  recommended  for  the  more  intelligent 
patient. 

H.  B.  Mulholland. 

The  Era  Key  to  the  USP  XI  & NF  VI.  Fifth  Edition. 
Revised  by  LYMAN  D.  FONDA,  Professor  of  Phar- 
macy, Brooklyn  College  of  Pharmacy,  Long  Island 
University.  The  Haynes  and  George  Co.,  Inc., 
Newark,  N.  J.  .320  pages,  pocket  size.  Cloth. 

This  pocket-sized,  ready  reference  book  for  the 
medical  and  pharmaceutical  professions  has  been  in 
use  since  1893.  It  is  intended  to  serve  as  an  aid  to 
students  of  medicine  and  pharmacy,  and  to  physi- 
cians and  pharmacists  in  the  intelligent  i)rescribing 
and  dispensing  of  medicines. 

Brought  up  to  date,  it  is  essentially  an  alphabeti- 
cal list  of  the  drugs,  chemicals  and  preparations  of 
the  U.  S.  P.  XI  and  N.  F.  VI,  giving  their  Latin 
titles,  abbreviations,  synonyms,  definitions,  thera- 
peutic uses,  average  doses;  and  in  the  case  of  drugs, 
their  habitats,  constituents  and  the  official  j)repara- 
tions  made  from  them. 

In  addition  it  contains  sections  on  non-official 
materia  medica,  incompatibilities,  Latin  phrases  and 
abl)reviations,  a taljle  of  maximum  doses,  and  a 
glossary  of  common  technical  terms. 
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Endocrine  Therapy  in  General  Practice.  By  ELMER 

L.  SEVRINGHAUS,  M.  D„  F.  A.  C.  P„  Professor  of 
Medicine,  University  of  Wisconsin,  Madison,  Wis.; 
Editor,  Department  of  Endocrinology,  the  Year 
Book  of  Neurology,  Psychiatry  and  Endocrinology. 
The  Year  Book  Publishers,  Inc.,  Chicago,  111.  1940. 
239  pages.  Illustrated.  Cloth.  Price,  $2.75. 

This  is  a good,  simple,  and  elementary  book  for 
the  general  practitioner,  covering  fairly  thoroughly 
the  treatment  of  various  endocrine  disorders  includ- 
ing diabetes  mellitus  and  obesity,  with  diets.  The 
dosage  of  the  various  endocrine  products  is  also  dis- 
cussed. It  is  to  be  regretted  that  the  author  continues 
using  the  old  term  “prolan”  instead  of  the  official 
“chorionic  gonadotropin.” 

R.  J.  Main. 

Clinical  Heart  Disease.  By  SAMUEL  A.  LEVINE, 

M. D.,  F.A.C.P.,  Assistant  Professor  of  Medicine, 
Harvard  Medical  School;  Senior  Associate  in  Medi- 
cine, Peter  Bent  Brigham  Hospital,  Boston;  Con- 
sultant Cardiologist,  Newton  Hospital;  Physician, 
New  England  Baptist  Hospital,  Boston.  Second 
Edition,  Revised  and  Reset.  Philadelphia.  W.  B. 
Saunders  Company.  1940.  495  pages  with  109  illus- 
trations. Cloth.  Price,  $6.00. 

This  second  editioa  of  Dr.  Levine’s  book,  like  the 
first,  is  not,  nor  does  it  pretend  to  be,  of  encyclopedic 
scope.  Lengthy  statistical  and  historical  references 
are  not  to  be  found.  This  very  fact,  however,  makes 
it  more  readable  from  the  viewpoint  of  the  under- 
graduate student  and  general  practitioner.  The  vol- 
ume is  actually  the  embodiment  of  the  practical 
things,  diagnostic  and  therapeutic,  which  its  author 
teaches  the  Harvard  undergraduate  and  postgraduate 
students  on  the  wards  of  the  Peter  Bent  Brigham 
Hospital. 

The  whole  book  has  been  revised  and  reset,  the 
index  is  more  complete,  and  the  subject  matter  is 
very  satisfactorily  brought  up  to  date.  It  includes, 
for  example,  evaluations  of  such  recent  developments 
as:  the  use  of  heparin  and  sulfanilamide  in  subacute 
bacterial  endocarditis;  the  operation  for  ligation  of 
the  patent  ductus  arteriosus;  and  the  operative  anas- 
tomosis of  a portion  of  the  omentum  (through  the 
diaphragm)  to  the  ventricle  for  the  improvement  of 
coronary  circulation.  Goldblatt’s  work  on  the  mech- 
anism of  hypertension  is  also  not  overlooked. 

Our  country  is  now  facing  the  prospect  of  military 
conscription.  If  and  when  it  comes,  any  doctor  who 


must  serve  on  a draft  board  could  very  properly  con- 
sider it  a duty  to  read  (or  re-read)  the  chapters  on 
“The  Clinical  Significance  of  the  Systolic  Murmur” 
and  on  “Functional  Heart  Disease”. 

Something  novel  and  timely  is  the  short  section 
devoted  to  the  “Medicolegal  Aspects  of  Heart  Dis- 
ease”. Obviously  all  such  problems  are  neither  posed 
nor  solved  therein,  but  the  physician  is  given  a com- 
prehensive insight  into  such  matters. 

A section  of  125  pages  devoted  exclusively  to 
clinical  electrocardiography  is  a desirable  feature  be- 
cause what  would  otherwise  be  the  necessity  for  the 
possession  of  a separate  treatise  on  this  subject  is 
thus  eliminated.  There  are  more  than  five  hundred 
representative  tracings,  well  selected,  and  clearly  re- 
produced. The  newer  terminology  for  precordial 
leads,  adopted  in  1938  by  the  American  Heart  Asso- 
ciation and  the  Cardiac  Society  of  Great  Britain  and 
Ireland,  is  employed. 

Although,  of  course,  it  is  not  universally  used,  an 
outline  of  the  most  recent  (1939)  classification  of 
heart  disease  as  published  by  the  American  Heart 
Association  could  appropriately  have  been  included. 

Edward  A.  Delarue,  Jr. 

Expectant  Motherhood.  By  NICHOLAS  J.  EAST- 
MAN, M.  D.,  Professor  of  Obstetrics  in  Johns 
Hopkins  University;  and  Obstetrician-in-Chief  to 
the  Johns  Hopkins  Hospital.  Boston.  Little, 
Brown  and  Company.  1940.  xi-176  pages.  Illus- 

trated. Cloth.  Price  $1.25. 

In  spite  of  the  fact  that  there  are  many  books  on 
the  market  dealing  with  this  problem,  the  “Expec- 
tant ^Motherhood”  has  a definite  place. 

Dr.  Eastman  talks  to  the  expectant  mother  in 
her  own  language  and  is  so  gently  persuasive  that 
the  woman  is  led  into  the  paths  of  safety  without 
detecting  it. 

The  growth  and  development  of  the  fetus  and 
the  newborn  baby  are  outstanding  examples  of  sci- 
ence discussed  in  such  a way  that  the  average  woman 
can  understand  it. 

I hope  every  medical  student  at  the  Medical  Col- 
lege of  Virginia  will  read  Expectant  Motherhood 
so  that  he  may  improve  his  technic  of  approach  to 
his  pregnant  patients. 


Greer  Baughman. 
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Editorial 


High  Lights. 

There  were  many  things  of  interest  and  importance 
that  occurred  at  the  recent  joint  meeting  of  the  West 
Virginia  State  Medical  Association  and  the  Medical 
Society  of  Virginia.  The  doctor  in  his  relation  to 
the  military  preparedness  program  of  the  country  was 
warmly  discussed  in  the  Virginia  House  of  Delegates. 
It  was  clearly  brought  out  that  the  medical  profession 
stands  ready  to  do  its  full  share  in  any  plan  of  uni- 
versal selective  service  but  that,  as  a class,  doctors  do 
not  expect  or  favor  the  creation  of  artificial  means 
for  preserving  their  practice  or  augmenting  their  in- 
come w’hile  they  are  in  the  service  of  their  country. 

Considerable  concern  was  expressed  over  the  nurs- 
ing situation  in  Virginia,  the  apparent  lack  of  leader- 
ship and  of  a clear  cut  program  designed  to  meet 
society’s  demands  for  more  adequate  nursing  care,  to 
maintain  more  reasonable  standards  of  education  and 
training,  and  to  bring  nursing  service  more  generally 
within  the  reach  of  the  average  consumer. 

The  problem  of  how  to  assist  the  negro  doctor  in 
his  laudable  efforts  to  improve  his  training  and  edu- 
cation and  keep  abreast  of  the  times  by  access  to 
medical  knowledge  was  seriously  and  sympathetically 
discussed.  The  action  of  the  Society  was  consonant 
with  the  best  interest  of  the  doctors  of  both  races. 

The  Council  of  the  Medical  Society  of  Virginia, 


functioning  as  it  does  ad  interim  is  a body  charged: 
with  grave  responsibilities.  It  will  have  to  push  to  a 
conclusion  some  of  the  matters  discussed  in  the  House 
of  Delegates.  It  should  press  vigorously  for  action, 
for  example  in  the  matter  of  irregular  practitioners, 
and  see  to  it  that  the  citizens  of  Virginia  are  protected 
against  powerful  lobbyists  in  the  next  Assembly 
working  to  let  down  the  bars  of  the  Medical  Practice 
Act. 

Biologic  Dermatology. 

A new'  book,  a new'  medical  book.  .Almost  as 
regularly  as  the  tick  of  a clock  they  come  to  chal- 
lenge our  interest  and  demand  our  appraisal.  S.  W. 
Becker  and  M.  E.  Obermayer's  new  volume.  Modern 
Dermatology  and  Syphilology  (J.  B.  Lippincott  Co.), 
is  before  us.  It  is  a new  kind  of  text  on  dermatology. 
It  is  not  so  painfully  formal,  not  so  voluminous  as 
those  with  which  we  have  been  familiar.  It  is  a new- 
kind  of  book  in  arrangement,  in  spirit,  in  brevity,  and 
in  method  of  ajiproach.  It  leaves  the  old  descriptive 
dermatology  to  others  while  it  stresses  biologic  prin- 
ciples and  by  them  seeks  to  harmonize  diagnosis  and 
therapy.  It  is  a book  for  the  student  of  medicine, 
because  the  facts  are  compressed  into  a limited  space, 
because  it  is  up  to  date  and  because  the  authors  have 
written  especially  for  them. 
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Proceedings  of  Societies 


Virginia  State  Board  of  Medical  Examiners. 

At  the  meeting  of  the  Board,  held  in  Richmond  in 
June,  1940,  there  were  166  successful  medical  ap- 
plicants, four  osteopaths,  and  seven  chiropodists. 
The  following  received  their  medical  certificates: 

Dr.  George  Travers  Alston,  Norfolk. 

Dr.  Roy  .Adelbert  Anduze,  Washington,  D.  C. 

Dr.  John  William  Anderson,  Norton. 

Dr.  Clement  Sherrill  Armantrout,  Richmond. 

Dr.  Thomas  McMurray  Armistead,  Lynchburg. 

Dr.  Leonard  Apter,  New  Orleans,  La. 

Dr.  William  Perry  Baker,  Richmond. 

Dr.  Charles  Ballou,  Richmond. 

Dr.  Joseph  F.  Belair,  Arlington. 

Dr.  Edgar  Clayton  Brantly,  Jr.,  Danville. 

Dr.  James  Garnett  Bruce,  Jr.,  Culpeper. 

Dr.  James  Otey  Burke,  Richmond. 

Dr.  Eugene  Stapleton  Carter,  Jr.,  University. 

Dr.  Joseph  William  Chinn,  Washington,  D.  C. 

Dr.  Italo  Charamella,  Charlottesville. 

Dr.  Nathaniel  John  Chew,  Bristol. 

Dr.  Graham  Clark,  Baltimore,  Md. 

Dr.  Frank  William  Claytor,  Nashville,  Tenn. 

Dr.  Richard  Kenneth  Clements,  Matoaka,  W.  Va. 

Dr.  John  Alexander  Cocke,  Seattle,  Wash. 

Dr.  Ashby  Coleman,  University. 

Dr.  Galen  Glick  Craun,  Huntington,  W.  Va. 

Dr.  Arthur  Bascom  Croom,  Buckingham  C.  H. 

Dr.  James  Workman  Culbertson,  Charlottesville. 

Dr.  Virgil  Clayton  Daniels,  Jr.,  New  Orleans,  La. 

Dr.  Charles  Emmett  Davis,  Jr.,  Cincinnati,  Ohio. 

Dr.  William  Lee  Davis,  Charleston,  W.  Va. 

Dr.  Francis  Marvin  Bunce  Day,  Seattle,  Wash. 

Dr.  William  Morgan  Delaney,  Alexandria. 

Dr.  William  Minor  Deyerle,  Bluefield,  W.  Va. 

Dr.  Samuel  Mayer  Dodek,  Arlington  County. 

Dr.  William  D.  R.  Driscoll,  Covington. 

Dr.  John  Reid  Edwards,  Madison,  Wis. 

Dr.  Edmund  Murdaugh  Ellerson,  Staunton. 

Dr.  Joseph  Wilson  Eversole,  New  Orleans,  La. 

Dr.  Nathaniel  Clayton  Ewing,  Washington,  D.  C. 

Dr.  James  Arthur  Eyres,  Richmond. 

Dr.  Herbert  Ruper  Farber,  Paterson,  N.  J. 

Dr.  Felix  Claudius  Feamster,  Ft.  Sam  Houston,  Tex. 

Dr.  George  Stone  Ferrell,  Norwalk,  Conn. 

Dr.  Henry  Haskins  Ferrell,  Jr.,  Goochland  C.  H. 

Dr.  Charles  A.  Finnigan,  Falls  Church. 

Dr.  Dorothy  Fisher,  Brooklyn,  N.  Y. 

Dr.  Herman  Jacob  Flax,  Richmond. 

Dr.  William  Alexander  Franklin,  Nashville,  Tenn. 

Dr.  Julian  Harold  Frieden,  Norfolk. 

Dr.  Gerhard  Gabriel,  Abingdon. 

Dr.  David  Cornelius  Geade,  Quantico. 


Dr.  Leonard  Meredith  Galbraith,  Norfolk. 

Dr.  Amelia  Ester  Gardner,  Richmond. 

Dr.  Henry  L.  Gardner,  Jr.,  Suffolk.  ^ 

Dr.  Alfred  Randolph  Garnett,  Sayre,  Pa. 

Dr.  Richard  Wingfield  Garnett,  Jr.,  Atlanta,  Ga. 
Dr.  John  Franklin  Gibson,  Jr.,  Carbondale,  Pa. 

Dr.  John  H.  Gilmore,  Lexington. 

Dr.  Harold  Howard  Gist,  Cleveland,  Ohio. 

Dr.  Marx'in  Wiibur  Glover,  Silver  Spring,  Md. 

Dr.  James  M.  Graybeal,  Marion. 

Dr.  Harry  Lee  Greenberg,  Baltimore,  Md. 

Dr.  William  Cecil  Grinnan,  Richmond. 

Dr.  Pembroke  Thomson  Grove,  Washington,  D.  C. 
Dr.  Edward  John  Guilfoyle,  Norfolk. 

Dr.  John  Hiner  Guss,  Churchville. 

Dr.  Winston  Clarkson  Hainsworth,  Norfolk. 

Dr.  Carl  Bemis  Hall,  New  Orleans,  La. 

Dr.  James  Monroe  Hanks,  New  York  City. 

Dr.  Richard  Franklin  Hawkins,  Lynchburg. 

Dr,  Frederick  S.  Henstridge,  Sayre,  Pa. 

Dr.  Marvin  Swindell  Herrington,  Norfolk. 

Dr.  John  Gill  Holland,  St.  Louis,  Mo. 

Dr.  Milton  Josiah  Hoover,  Jr.,  Richmond. 

Dr.  Carlisle  Bee  Hughes,  Jr.,  Huntington,  W.  Va. 
Dr.  John  Franklin  Croom  Hunter,  Temple,  Tex. 
Dr.  Shelton  B.  Hunter,  Jr.,  Lexington,  Ky. 

Dr.  William  M.  Jefferies,  Richmond. 

Dr.  Hal  Standish  Johnson,  Chattanooga,  Tenn. 

Dr.  Gordon  Willis  Jones,  Wilderness. 

Dr.  Bernard  Katzen,  Alexandria. 

Dr.  Edward  Kaye,  Stonega. 

Dr.  Richard  Edward  Kelso,  Washington,  D.  C. 

Dr.  Gus  Theodore  Kerhulas,  Eloise,  Mich. 

Dr.  Edward  Leon  King,  Wheeling,  W.  Va. 

Dr.  John  Albert  Kirchner,  New  Orleans,  La. 

Dr.  James  Sidney  Kitterman,  Norfolk. 

Dr.  Philip  Sherwood  Kline,  Arlington. 

Dr.  David  Krapin,  Richmond. 

Dr.  James  Richmond  Low,  Charlottesville. 

Dr.  Douglas  Waldemar  Lund,  Lexington. 

Dr.  Edward  P.  Luongo,  Washington,  D.  C. 

Dr.  James  Tate  Mason,  Jr.,  New  York  City. 

Dr.  Julian  Edward  Mangus,  Bluefield,  W.  Va. 

Dr.  John  Rogers  Mapp,  Machipongo. 

Dr.  James  Alexander  L.  Mathers,  Smithfield. 

Dr.  Henry  Wise,  Mayo,  Jr.,  Raymond,  Maine. 

Dr.  Thomas  Francis  McGough,  Pulaski. 

Dr.  Evelyn  Adeline  Meadows,  Hinton,  W.  Va. 

Dr.  Julien  Herman  Meyer,  Roanoke. 

Dr.  George  Ridgway  Minor,  Charlottesville. 

Dr.  John  Hope  Moorman,  Jr.,  Macon,  Ga. 

Dr.  William  Pinkerton  Mulford,  Burlington,  N.  J. 
Dr.  Perry  Ligon  Monday,  Chester. 

Dr.  Thomas  Whitehead  Murrell,  Jr.,  Richmond. 
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Dr.  John  Montague  Murphy,  Washington,  D.  C. 

Dr.  Robert  R.  Nelson,  Washington,  D.  C. 

Dr.  Robert  Allen  Nutter,  Norwalk,  Conn. 

Dr.  Albert  John  Ochsner,  II,  Richmond. 

Dr.  Morris  Hill  O'Dell,  Charleston,  W.  Va. 

Dr.  Forrest  Elliott  Oglesby,  Norfolk. 

Dr.  Philip  Anthony  Palisano,  Richmond. 

Dr.  Joseph  Corbin  Parker,  Richmond. 

Dr.  Carney  Cooper  Pearce,  Jr.,  Suffolk. 

Dr.  James  M.  Peery,  Philadelphia,  Pa. 

Dr.  Thomas  M.  Peery,  Arlington. 

Dr.  Don  Preston  Peters,  Jr.,  Atlanta,  Ga. 

Dr.  Algerd  Powell,  Norfolk. 

Dr.  Alfred  Eldridge  Powell,  University. 

Dr.  Hugh  White  Sheffey  Powers,  Jr.,  Baltimore,  Md. 
Dr.  George  Washington  Price,  Jr.,  Martinsville. 

Dr.  Andrew  Antonio  Pringos,  Petersburg. 

Dr.  Jack  Tayman  Rafter,  Lexington,  Ky. 

Dr.  Angus  Crawford  Randolph,  Lynchburg. 

Dr.  Bernard  Harold  Raymond,  Norfolk. 

Dr.  Louis  Paul  Ripley,  Charlottesville. 

Dr.  Elmer  Shackleford  Robertson,  Richmond. 

Dr.  Benjamin  Rosenberg,  Brooklyn,  N.  Y. 

Dr.  Robert  R.  Rudolph,  Roanoke. 

Dr.  Bencel  Leib  Schiff,  Amherst. 

Dr.  Davdd  William  Scott,  Jr.,  Fredericksburg. 

Dr.  Robert  James  Scott,  Richmond. 

Dr.  Ernest  E.  Serrano,  Waynesboro. 

Dr.  Edward  E.  Shapiro,  Bayonne,  N.  J. 

Dr.  Edward  Valintine  Siegel,  II,  Newport  New's. 

Dr.  Mason  Smith,  Baltimore,  Md. 

Dr.  Landon  Boyce  Snapp,  II,  Bristol,  Tenn. 

Dr.  George  Everett  Snider,  Richmond. 

Dr.  James  Earl  Sparge,  Jr.,  Wheeling,  W.  Va. 

Dr.  William  Harper  Spicer,  Arlington. 

Dr.  Benjamin  Stein,  Arlington. 

Dr.  Amos  Leslie  Stephens,  Lynchburg. 

Dr.  Carl  Floyd  Stevens,  Los  Angeles,  Calif. 

Dr.  Wilkin  Richard  Stevens,  Roanoke. 

Dr.  Hilda  Germaine  Straker,  Washington,  D.  C. 

Dr.  Theodore  Booth  Strange,  Gordonsville. 

Dr.  Charles  Legrand  Stuckey,  Bamberg,  S.  C. 

Dr.  Eve^  n Phillips  Sturges,  Los  Angeles,  Calif. 

Dr.  Michael  Chester  Tavenner,  Norfolk. 

Dr.  William  D.  Terrell,  Jr.,  Arlington. 

Dr.  Gordon  Livingston  Todd,  Jr.,  Bethelem,  Pa. 

Dr.  James  Baker  Twyman,  Charlottesville. 

Dr.  Walter  Edward  Vest,  Jr.,  Huntington,  W.  Va. 
Dr.  John  Tabb  Walke,  Norfolk. 

Dr.  Glenn  Leland  Walker,  Roanoke. 

Dr.  Clarence  Fenimore  Ward,  Norwalk,  Conn. 

Dr.  Robert  Barnes  Ware,  Lynchburg. 

Dr.  James  Conrad  Waters,  Arlington. 

Dr.  Clifford  A.  Webb,  Alexandria. 

Dr.  John  Christian  Weaver,  Rochester,  N.  Y. 

Dr.  Jack  Graham  Webb,  Richmond. 

Dr.  Karl  Frederick  Welte,  Richmond. 

Dr.  Edwin  B.  Jones  Whitmore,  Jr.,  Staunton. 

Dr.  William  Guerin  White,  Panama  Canal  Zone. 


Dr.  Herman  O.  Wiley,  Washington,  D.  C. 

Dr.  Robert  Williams,  Washington,  D.  C. 

Dr.  Norman  Lee  Wilson,  Brookline,  Mass. 

Dr.  Lewis  Klair  Woodward,  Jr.,  Front  Royal. 

Dr.  Margaret  Helen  Zolensky,  Atlanta,  Ga. 

The  Augusta  County  Medical  Association 

Held  its  regular  quarterly  meeting  at  Hotel  Gen- 
eral Wayne,  in  Waynesboro,  on  August  7,  at  4:00 
p.  m.,  with  thirty-one  members  of  the  Association 
and  visitors  present.  The  annual  election  of  officers 
was  held  and  Dr.  S.  H.  Garst  of  Staunton  was  elected 
president.  Drs.  L.  S.  Booker  of  Waynesboro,  B.  H. 
Payne  of  Staunton,  and  C.  C.  Freed  of  Waynesboro 
were  elected  vice-presidents,  and  Drs.  J.  E.  Cox  of 
Waynesboro  and  J.  E.  Womack  of  Staunton  were 
re-elected  secretary  and  treasurer,  respectively.  Drs. 
T.  H.  Rolston  of  New  Hope  and  H.  G.  Middlekauff 
of  Weyers  Cave  were  elected*  to  membership  on  the 
board  of  censors.  Dr.  J.  F.  Hubbard  of  \\’aynesboro 
being  the  third  member. 

The  scientific  program  was  presented  by  Dr.  James 
B.  Pettis,  Clinical  Director  at  the  Western  State  Hos- 
pital in  Staunton,  his  subject  being  “Results  of  the 
Use  of  Bulgarian  Treatment  of  Parkinsonism”. 
This  was  followed  by  a moving  picture,  illustrating 
the  results  described  in  the  paper.  The  meeting  was 
followed  by  dinner  at  the  Hotel,  at  which  the  Hon- 
orable C.  G.  Quisenberry,  member  of  the  House  of 
Delegates,  was  the  speaker. 

The  Mid-Tidewater  Medical  Society 

Met  at  Urbanna  for  its  regular  quarterly  meeting, 
July  23,  with  Dr.  W.  P.  Jones  of  Eirbanna  in  the 
chair.  The  morning  was  taken  up  with  several  mat- 
ters of  business,  and  Dr.  R.  B.  Bowles,  Deltaville, 
was  admitted  to  membership  in  the  Society.  The 
local  committee  entertained  the  members  and  guests 
at  dinner  at  Urbanna  Beach  Hotel. 

The  scientific  program  included  papers  by  Dr. 
R.  A.  Berger  on  X-ray  Diagnosis  of  Diseases  of  the 
Colon  (illustrated);  Dr.  James  P.  Baker  on  Nerv- 
ous Control  of  the  Circulation  in  Health  and  Dis- 
ease; and  Dr.  Guy  W.  Horsley  on  Appendicitis, 
with  colored  movies.  All  of  the  guest  speakers  are  of 
Richmond.  Other  guests  were  Dr.  Charles  R.  Robins, 
Dr.  Spotswood  Robins,  Dr.  John  L.  Tabb  and  Dr. 
W.  P.  Barnes,  also  of  Richmond.  Following  the 
meeting,  members  and  guests  were  taken  for  a cruise 
on  the  Rappaliannock. 
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Orange  County  Medical  Society. 

At  the  regular  quarterly  meeting  of  this  Society  on 
July  5,  Dr.  R.  Bruce  Mallett,  health  officer  of  the 
County,  was  elected  to  membership.  Dr.  Mallett, 
upon  request,  outlined  for  the  members,  the  activities 
of  the  Unit,  showing  how  his  is  a cooperative  pro- 
gram. .\mong  the  activities  discussed  were  the  estab- 
lishment of  various  clinics  in  which  the  local  physi- 


White Sulphur  Springs  Convention. 

The  joint  meeting  of  the  ISIedical  Society  of  Vir- 
ginia with  the  ^^’est  Virginia  State  Medical  Asso- 
ciation on  the  last  three  days  in  July  was  a highly 
sucessful  one,  both  because  of  the  excellence  of  its 
scientific  program  and  because  of  the  pleasant  social 
contacts  between  members  and  their  wives  of  the  two 
Societies.  Dr.  Oscar  Biern  of  Huntington,  chairman 
of  the  General  .Arrangements  Committee,  handled  his 
part  like  an  “old  timer’’,  and  the  Presidents,  Dr. 
Hugh  H.  Trout  of  Virginia  and  Dr.  Frank  V.  Lang- 
fitt  of  West  Virginia  conducted  the  meetings  as  if 
they  had  been  presiding  for  many  years.  With  the 
charm  of  the  surroundings  of  the  Greenbrier,  it  was  a 
most  delightful  occasion.  A total  of  911  registered, 
502  of  these  being  at  the  Virginia  booth.  In  addition 
the  .Auxiliary  reported  a registration  of  219,  119  of 
these  being  from  Virginia.  Eliminating  registrations 
of  local  doctors  in  cities  where  the  Virginia  Society 
has  been  meeting,  this  was  the  banner  attendance. 

Exhibits — scientific  and  commercial — were  a big 
attraction  at  this  meeting  and  were  well  attended. 

Golf  and  tennis  attracted  quite  a bit  of  attention. 
Two  Virginia  doctors — Dr.  T.  G.  Hardy  of  Farm- 
ville  and  Dr.  J.  Edwin  Wood  of  the  University — 
were  among  the  golf  winners,  and  Dr.  Alaurice  AI. 
Fliess  of  Clifton  Forge  was  one  of  the  tennis  winners. 

There  was  an  excellent  attendance  at  the  business 
sessions  and  many  matters  of  importance  were  dis- 
cussed as  will  be  noted  in  the  minutes  which  appear 
in  this  issue  of  the  Monthy. 

Dr.  Hugh  H.  Trout  will  continue  as  president  until 
a meeting  of  the  Council  early  in  October  at  which 
time  Dr.  Walter  B.  Alartin  of  Norfolk  will  succeed 
to  that  office  and  then  name  committee  members  for 
the  coming  year.  Dr.  Roshier  W.  Miller  of  Rich- 
mond was  named  president-elect  for  the  year  1940- 


cians  would  participate  and  the  physician’s 
responsibilities  in  the  new  premarital  law. 

Warwick  County  Medical  Society. 

We  have  recently  been  advised  that  Dr.  Thomas 
C.  Lawford  of  Hilton  Village  is  president  of  the 
Warwick  County  Aledical  Society  and  Dr.  J.  E. 
Eissel  of  Newport  News  is  secretary. 


1941,  and  Drs.  J.  AI.  Emmett  of  Clifton  Forge,  J.  E. 
Knight  of  Warrenton,  and  H.  B.  Alulholland  of 
University  of  Virginia  were  elected  vice-presidents. 
New  councilors  for  a term  of  two  years  will  be  Drs. 
Julian  L.  Rawls  of  Norfolk,  J.  L.  Hamner  of  Alann- 
boro,  L.  Powell  of  Roanoke,  and  .Andrew  D. 
Hart  of  Charlottesville.  Dr.  J.  AI.  Hutcheson  of 
Richmond  was  named  councilor  for  one  year  to  fill 
the  unexpired  term  of  Dr.  R.  W.  Miller.  It  was 
v^oted  to  hold  the  next  meeting  at  Virginia  Beach, 
with  headquarters  at  the  Cavalier  Hotel. 

West  Virginia  Officers 
Dr.  Frank  V.  Langfitt  of  Clarksburg  continues  in 
the  office  of  president  of  the  West  Virginia  State 
Aledical  .Association  until  January  1 at  which  time 
he  will  be  succeeded  by  Dr.  Robert  K.  Buford  of 
Charleston.  Drs.  AI.  H.  Porterfield  of  Alartinsburg 
and  D.  G.  Preston  of  Lewisburg  were  elected  vice- 
presidents,  and  Dr.  Thomas  AI.  Barber  of  Charles- 
ton was  re-elected  treasurer.  This  .Association  will 
hold  its  next  annual  meeting  at  Charleston. 

The  Virginia  Obstetrical  and  Gynecological 
Society 

Held  a business  meeting  at  White  Sulphur  Springs, 
W.  Va.,  July  31,  which  was  attended  by  Drs.  C.  J. 
.Andrews,  John  O.  Boyd,  .A.  L.  Carson,  C.  W.  Dor- 
sey, .A.  AI.  Groseclose,  E.  S.  Groseclose,  Geo.  S. 
Hurt,  Rees  Alorgan,  S.  E.  Oglesby,  W.  R.  Payne, 

AI.  P.  Rucker,  H.  C.  Spalding,  H.  H.  Ware,  and 

T.  J.  Williams. 

Dr.  W.  C.  Winn,  now  connected  with  the  maternal 
welfare  work  of  the  State  Welfare  Department,  was 
elected  to  active  membership. 

The  Society  expressed  alarm  at  the  growth  of  the 
group  in  that  it  might  become  too  large  and  un- 
wieldy to  be  accommodated  at  the  annual  Spring 
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travel  meeting.  It  was  thought  well  to  give  consid- 
eration to  a reorganization  of  the  constitution  and 
by-laws  with  this  in  mind.  The  several  applications 
for  associate  membership  were  approved  contingent 
on  the  new  constitution. 

Dr.  Frederick  C.  Irving  of  Boston,  guest  of  the 
two  state  societies,  was  elected  to  honorary  member- 
ship in  our  group. 

Election  of  officers  followed  with  the  result  that 
Dr.  Waverly  Payne  of  Newport  News,  Dr.  A.  M. 
Groseclose  of  Roanoke,  and  Dr.  H.  C.  Spalding  of 
Richmond,  will  be  President,  Vice-President  and 
Secretary-Treasurer  respectively  for  the  year  1940- 
1941. 

The  Virginia  Pediatric  Society 

And  the  Section  on  Pediatrics  of  the  West  Vir- 
ginia Medical  Society  held  a joint  luncheon  at  Green- 
brier Hotel,  White  Sulphur  Springs,  W.  Va.,  July  29. 

Following  the  luncheon  a round-table  discussion 
on  “Urinar}’  Infections  in  Childhood”  was  held. 
The  discussion  was  led  by  Dr.  Ralph  M.  Tyson  of* 
Philadelphia,  assisted  by  Dr.  Russell  Bond  of  Wheel- 
ing, W.  Va.,  Dr.  W.  W.  Waddell,  Jr.,  University, 
Va.,  and  Dr.  A.  I.  Folsom  of  Dallas,  Texas. 

The  Virginia  Pediatric  Society  at  a business  meet- 
ing following  the  round-table  cancelled  the  annual 
Spring  Clinical  Meeting,  due  to  the  scheduled  meet- 
ing in  Richmond,  next  April,  of  Region  II  of  the 
-American  Academy  of  Pediatrics. 

The  vice-president.  Dr.  J.  V.  Bickford  of  Norfolk, 
presided  due  to  the  absence  of  the  president.  Dr.  S.  .\. 
.Anderson,  Jr.  of  Richmond. 

The  following  officers  were  elected:  President,  Dr. 
J.  M.  Bishop,  Roanoke;  vice-president.  Dr.  Emily 
Gardner,  Richmond,  Secretary-treasurer,  Dr.  E.  .\. 
Harper,  Lynchburg. 

The  Virginia  Orthopedic  Society 

Held  its  annual  meeting  on  the  afternoon  of  July 
30,  at  White  Sulphur  Springs,  W.  Va.,  at  time  of  the 
joint  meeting  of  the  Virginia  and  West  Virginia  State 
Medical  Societies.  Dr.  George  E.  Bennett  of  Balti- 
more made  the  chief  address.  Dr.  H.  H.  Wescott  of 
Roanoke  was  elected  president  for  the  coming  year, 
and  Dr.  Bernard  H.  Kyle  of  Lynchburg  was  re- 
elected secretary. 

The  Virginia  Radiological  Society 

Held  its  annual  meeting  at  the  Greenbrier  Hotel, 
White  Sulphur  Springs,  W.  Va.,  July  29,  at  which 
time  the  following  officers  were  elected  for  the  ensu- 


ing year:  President,  Dr.  Wright  Clarkson,  Peters- 
burg; vice-president.  Dr.  Clayton  W.  Eley,  Norfolk; 
and  secretary.  Dr.  Charles  H.  Peterson,  Roanoke. 

Dr.  Ross  Golden  of  New  York  City  was  guest 
speaker  and  also  conducted  a round  table  discussion. 

This  Societ}'  meets  annually  in  October,  but  the 
meeting  this  year  was  held  earlier  in  order  to  coin- 
cide with  the  joint  meeting  of  the  Virginia  and  West 
Virginia  State  Medical  Societies. 

The  Virginia  Urological  Society 

Met  Tuesday,  July  30,  at  Hotel  Greenbrier,  White 
Sulphur  Springs,  W.  Va.,  during  the  meeting  of  the 
Virginia- Y’est  Virginia  ^ledical  Societies. 

Dr.  A.  I.  Folsom  of  Dallas,  Texas,  was  guest  at 
the  luncheon  and  addressed  this  organization. 

Officers  elected  for  1940-41  are:  President,  Dr. 
S.  B.  Cary,  Roanoke;  vice-president.  Dr.  Linwood  D. 
Keyser,  Roanoke;  and  secretary-treasurer.  Dr. 
Charles  Nelson,  Richmond. 

The  Symposium  on  Industrial  Health 

Is  to  be  held  September  12  and  13,  1940,  in  the 
Simon  Baruch  Auditorium  of  the  Medical  College 
of  Virginia.  This  symposium  is  being  held  at  a 
very  opportune  time.  It  is  expected  that  announce- 
ments will  be  made  concerning  recent  governmental 
plans  for  industrial  health  in  relation  to  the  national 
defense. 

Some  of  the  men  carrying  large  active  programs  in 
industrial  health  who  will  appear  on  the  program  are 
Dr.  C.  D.  Selby,  medical  consultant  for  General 
Motors  Incorporated,  and  Dr.  G.  H.  Gehrmann, 
medical  director  of  the  E.  I.  du  Pont  de  Nemours 
and  Company.  Dr.  Raj-mond  Hussey,  chairman  of 
the  Committee  on  Industrial  Health  of  the  Medical 
and  Chirurgical  Faculty  of  the  State  of  Maryland 
will  also  be  on  the  program.  Dr.  Victor  G.  Heiser, 
author  of  “An  .American  Doctor’s  Odyssey”,  will  be 
the  principal  speaker  on  the  night  program,  Thurs- 
day, September  12. 

Opportunity  will  be  given  those  attending  this 
symposium  to  tour  the  new  hospital  which  is  now 
nearing  completion. 

Further  information  and  programs  may  be  se- 
cured by  addressing  the  Department  of  Preventive 
Medicine,  Medical  College  of  Virginia,  Richmond. 

Married. 

Dr.  George  Edmund  Stone,  resident  physician  at 
Dejarnette  Sanatorium,  Staunton,  and  Miss  Frances 
Elizabeth  I'itzpatrick  of  Radford,  July  27. 
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Dr.  Maurice  Milton  Fliess  of  Clifton  Forge  and 
Miss  Irwin  Rand  P'oster  of  Lynchburg,  August  3. 

Dr.  E.  B.  Powers  of  Winchester  and  Miss  Martha 
Snyder  of  Lewistown,  Pa.,  July  29. 

Dr.  Emory  Hamlin  Anderson,  class  of  ’33,  Medi- 
cal College  of  Virginia,  now  of  Paia,  Hawaii,  and 
IMiss  Janice  Watkins  of  Oakland,  Calif.,  August  21. 

Dr.  Arthur  A.  Davidman  of  Rocky  Mount  and 
Miss  Tamara  Zanoff  of  Baltimore,  July  7.  Dr. 
Davidman  is  a member  of  the  class  of  ’36,  Medical 
College  of  Virginia. 

Dr.  Levi  Woodbry  Hulley  of  Staten  Island,  N.  Y., 
and  Miss  Ela  Frances  Digges  of  University,  Va., 
February  10.  Dr.  Hulley  is  a graduate  of  the  F^ni- 
versity  of  Virginia,  Department  of  Medicine,  in  1939 
and  has  recently  been  connected  with  the  Medical 
Center  of  Jersey  City,  N.  J. 

Committee  on  Medical  Preparedness. 

In  accordance  with  action  taken  at  its  last  annual 
meeting  in  June,  the  .American  Medical  Association 
formed  a Committee  on  Medical  Preparedness  so  as 
to  assist  the  Government  in  ever)'  way  possible.  Dr. 
Irvin  .Abell  of  Louisville  is  chairman  of  the  National 
Committee.  Each  State  Society  was  asked  to  appoint 
one  of  its  members  as  a representative  to  cooperate 
with  that  committee.  .At  a special  meeting  of  the 
Council,  Dr.  Hugh  H.  Trout  of  Roanoke  was  named 
State  chairman  and  representative  to  the  National 
Committee  with  Dr.  Walter  B.  Martin  of  Norfolk  as 
alternate  chairman  and  representative.  The  Council 
of  the  Society  will  be  the  State  Committee  on  Aledi- 
cal  Preparedness. 

Dr.  Edmund  M.  Ellerson, 

Recently  of  Washington,  D.  C.,  has  located  in 
Staunton,  where  he  is  limiting  his  practice  e.xclusively 
to  obstetrics  and  gynecology.  He  also  has  offices  in 
Y’aynesboro.  Dr.  Ellerson  graduated  from  George 
Washington  University  in  1927  and,  after  complet- 
ing his  internship  at  Garfield  Hospital,  was  assistant 
for  three  years  to  Dr.  Howard  F.  Kane  of  Washing- 
ton, before  taking  up  private  practice  in  his  specialty. 
His  wife  is  a daughter  of  Dr.  Beverley  R.  Tucker 
of  Richmond. 

Registration  of  Aliens. 

.As  part  of  the  National  Defense  program,  a nation- 
wide registration  of  aliens  will  be  conducted  from 
August  27  through  December  26,  1940,  by  the  Im- 
migration and  Naturalization  Service  of  the  Depart- 
ment of  Justice.  Registration  will  take  place  in  the 


post  offices  of  the  nation.  This  is  made  compulsory 
by  a specific  Act  of  Congress  and  requires  that  all 
aliens  fourteen  years  or  older  are  to  be  registered  and 
fingerprinted.  A fine  of  $1,000  and  imprisonment  of 
six  months  is  prescribed  by  the  Alien  Registration 
.Act  for  failure  to  register,  for  refusal  to  be  finger- 
printed, or  for  making  registration  statements  known 
to  be  false. 

The  Alien  Registration  .Act  was  passed  so  that  the 
United  States  Government  may  determine  exactly 
how  many  aliens  there  are,  who  they  are,  and  where 
they  are.  It  has  been  pointed  out  that  this  will  not 
be  harmful  to  law-abiding  citizens  as  all  records  will 
be  kept  secret  and  confidential.  This  program  is  de- 
signed for  the  protection  of  loyal  aliens.  Disloyal 
aliens  will  be  apprehended,  but  loyal  American  aliens 
will  not  unjustly  be  condemned  for  the  disloyal  be- 
havior of  a few. 

The  Service  asks  for  the  cooperation  of  all  citizens 
in  the  carrying  out  of  this  .Act  in  a friendly  manner 
so  that  our  large  foreign  population  is  not  antag- 
onized. It  is  suggested  that  citizens  may  be  of  great 
help  to  their  non-citizen  neighbors  or  relatix’es  by 
calling  this  .Act  to  their  attention  and,  in  many  cases, 
by  assisting  them  with  the  actual  registration. 

Dr.  Edwin  M.  Rucker, 

Class  of  ’34,  Duke  University,  Aledical  School, 
and  recently  resident  in  obstetrics  and  gynecology  at 
Duke  Hospital,  has  just  returned  to  Richmond  where 
he  will  be  associated  with  his  father.  Dr.  M.  Pierce 
Rucker,  in  the  practice  of  these  specialties. 

Dr.  Keyser  Honored. 

.At  the  meeting  of  the  American  Urological  .Asso- 
ciation held  in  Buffalo,  New  AYrk,  June  24,  Dr. 
Linwood  D.  Keyser  of  Roanoke  was  elected  a mem- 
ber of  the  Executive  Committee  of  this  organization 
to  represent  the  Mid-.Atlantic  Section. 

Changes  in  the  Requirements  for  Certification 

of  Tumor  Clinics. 

The  Cancer  Committee  of  the  Society  is  working 
earnestly  and  constantly  to  insure  the  proper  treat- 
ment of  patients  in  Tumor  Clinics  in  this  State  and, 
at  the  recent  meeting  of  the  Aledical  Society  of  Vir- 
ginia, recommended  certain  requirements  for  the  cer- 
tification of  tumor  clinics,  operated  for  the  care  of 
indigent  cancer  patients.  These  requirements  as  to 
personnel,  equipment  and  operation  are  explained 
under  the  heading  of  Correspondence  in  this  issue  of 
the  Monthly,  and  we  would  like  to  have  our  mem- 
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bers  familiarize  themselves  with  the  explanation  as 
given  by  Dr.  E.  P.  Lehman,  Chairman. 

Executive  Director  at  Stuart  Circle  Hospital. 

Dr.  Herbert  T.  Wagner,  former  assistant  director 
of  the  Roosevelt  Hospital  in  New  York  City,  has 
been  appointed  executive  director  of  Stuart  Circle 
Hospital,  Richmond.  He  succeeds  Miss  Charlotte 
Pfeiffer,  resigned,  who  had  been  superintendent  of 
the  Hospital  for  a number  of  years. 

Dr.  D.  C.  Daughtry, 

Class  of  ’39,  Medical  College  of  Virginia,  was  re- 
cently awarded  a $25.00  prize  in  the  Case  Report 
Contest  sponsored  by  the  East  Side  Physicians’  .Asso- 
ciation of  Detroit,  Michigan,  the  paper  being  the  re- 
port of  a case  of  an  Arrhenoblastoma  of  the  Ovary. 
Dr.  Daughtry  is  serving  a mixed  residenc}’,  consist- 
ing of  six  months  each  of  surgery  and  medicine,  at 
the  Detroit  Receiving  Hospital. 

Don’t  Ignore  Your  Correspondence! 

The  State  Health  Department  from  time  to  time 
sends  valuable  information  to  the  doctors  of  the  State 
but  in  spite  of  this  they  receive  numerous  inquiries 
which  had  been  previously  answered  in  the  corre- 
spondence. Therefore,  if  you  receive  a letter  from 
the  Department,  read  it  carefully  and  it  will  save 
you  trouble  and  time.  .A  letter  in  regard  to  this  from 
Dr.  I.  C.  Riggin,  State  Health  Commissioner,  is 
published  under  “Correspondence”  in  this  issue  of 
the  Monthly.  Read  it  and  let’s  cooperate  with 
them ! 

Have  You  Returned  Your  A.  M.  A.  Question- 
naire? 

The  last  issue  of  The  Journal  of  the  American 
Medical  Association  stated  that  the  .Association  had 
sent  out  almost  180,000  questionnaires  for  the  sub- 
mission of  personal  information  to  be  associated  with 
any  mobilization  of  the  medical  profession  that  may 
be  required.  Of  this  number,  2,903  were  sent  to 
A'irginia  doctors  and  only  1,290  had  been  returned. 
This  means  that  more  than  half  of  the  Virginia  ques- 
tionnaires have  not  been  returned.  These  should  be 
filled  out  and  returned  regardless  of  whether  or  not 
you  would  be  eligible  for  service  to  the  United  States 
during  an  emergency.  If  you  have  not  sent  back 
your  questionnaire,  please  do  so  at  once. 

“Osier  at  Old  Blockley”, 

A painting  in  oil  by  Dean  Cornwell  was  unveiled 
at  the  dedication  of  the  Osier  Memorial  Building  on 


the  grounds  of  the  Philadelphia  General  Hospital 
this  past  June  and  was  later  e.xhibited  at  the  Ameri- 
can Medical  .Association  convention  in  New  A^ork. 
The  painting  depicts  one  of  Osier’s  outstanding  con- 
tributions to  medicine,  namely,  bringing  medical  stu- 
dents to  the  bedside  of  the  patient  for  clinical  study. 
This  memorial  was  made  possible  by  a grant  from 
John  W’yeth  & Brother.  They  have  also  made  colored 
reproductions  of  this  painting,  which  are  suitable  for 
framing,  and  they  may  be  obtained  free  by  address- 
ing requests  to  the  Monthly,  1200  East  Clay  Street, 
Richmond. 

Doctors  on  School  Board. 

Dr.  Roshier  W.  Miller  was  elected  chairman  and 
Dr.  Ramon  D.  Garcin  vice-chairman  of  the  Rich- 
mond City  School  Board  at  a meeting  the  latter  part 
of  July. 

Dr.  Thomas  Southgate  Ely, 

Of  Jonesville,  w’ho  recently  completed  his  intern- 
ship at  the  Aledical  College  of  Virginia  Hospitals, 
has  located  at  Middlesboro,  Ky.,  where  he  is  con- 
nected with  the  staff  of  the  Evans  Hospital. 

Graduate  Course  in  Ophthalmology  and  Oto- 
laryngology. 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, Roanoke,  announces  that  its  fifteenth  annual 
Spring  Graduate  Course  will  be  held  in  that  city 
from  .April  7 to  12,  1941.  The  following  guest 
speakers  will  appear  on  the  program : Dr.  LeRoy  .A. 
Schall  of  Boston;  Drs.  .Alfred  Cowan  and  Robert 
Groff  of  Philadelphia;  Dr.  J.  H.  Alaxwell  of  .Ann 
.Arbor;  Drs.  Paul  Moore  and  A.  D.  Ruedemann  of 
Cleveland;  Drs.  C.  R.  Straatsma,  .A.  B.  Reese  and 
Raymond  Meek  of  New  York  City;  Dr.  Warren 
T.  A’aughan  of  Richmond;  Dr.  C.  Stewart  Nash  of 
Rochester,  N.  Y. ; and  Dr.  Frank  Walsh  of  Balti- 
more. 

Dr.  Sidney  Trattner 

Of  Richmond  has  discontinued  private  practice 
and  accepted  the  position  of  Staff  Ophthalmologist 
with  the  A’irginia  State  Commission  for  the  Blind. 
His  temporary  address  is  at  3007  Parkwood  Avenue, 
this  city. 

Dr.  A.  H.  Deekens, 

Formerly  of  Richmond  but  now  of  New  Orleans, 
La.,  was  recently  elected  first  vice-commander  of 
Carrollton  Post  228,  American  Legion  of  New 
Orleans. 


592 


Virginia  Medical  Monthly 


[September, 


Dr.  W.  O.  Bailey, 

Leesburg,  was  recently  elected  president  of  the 
Loudoun  County  Sunday  School  Association. 

Physician  Wanted. 

The  residents  of  Smith’s  Island,  Maryland,  are 
asking  for  a physician  for  that  locality.  For  par- 
ticulars, address  Mr.  Nick  Evans,  Ewell,  Maryland. 

{Adv.) 

For  Sale — 

One  Honsacker  Hydro- Eneciator  • — a physical 
therapeutic  fever  producing  unit.  In  good  condition; 
reasonably  priced  at  $200.00,  Norfolk  delivery.  Ad- 
dress Trust  Department,  National  Bank  of  Com- 
merce, Norfolk,  Va.  {Adv.) 


Obituary  Record 

Dr.  Everett  Eldridge  Watson, 

Salem,  died  August  3,  having  been  in  ill  health  for 
some  time.  He  was  fifty-two  years  of  age  and  grad- 
uated from  the  former  University  College  of  Medi- 
cine, Richmond,  in  1912.  Dr.  Watson  was  the 
founder  and  operator  of  Mt.  Regis  Sanatorium  which 
he  closed  some  months  ago  on  account  of  failing 
health.  Since  then  he  had  serv'ed  in  a diagnostic  and 
consulting  capacity.  Dr.  Watson  had  been  a member 
of  the  Medical  Society  of  Virginia  for  twenty-five 
years.  His  wife,  a son.  Dr.  J.  C.  Watson,  a brother. 
Dr.  E.  C.  Watson,  of  Roanoke,  and  two  sisters  sur- 
vive him. 

Dr.  William  Isaac  Painter, 

Prominent  physician  of  Tazewell,  died  July  20. 
He  was  seventy  years  of  age  and  graduated  from  the 
Jefferson  Medical  College,  Philadelphia,  in  1894. 
Dr.  Painter  had  been  ver}’  active  in  civic  and  medical 
affairs  of  Tazewell  County,  and  had  been  a member 
of  the  Medical  Society  of  Virginia  for  forty-one  years. 
He  is  survived  by  his  wife  and  two  sons. 

Dr.  Lewis  Abner  Law, 

Prominent  Brunswick  County  physician,  died  sud- 
denly at  his  home  in  Alberta  on  August  13.  He  was  a 
native  of  Henry  County  and  forty-four  years  of  age. 
Dr.  Law  graduated  from  the  Medical  College  of 
Virginia  in  1926  and,  after  serving  an  internship. 


located  for  practice  in  .\lberta.  He  joined  the  Medi- 
cal Society  of  Virginia  in  1927.  His  wife  and  two 
children  survive  him. 

Dr.  J.  S.  Smith, 

Radford,  died  July  23,  after  several  weeks  of  ill- 
ness from  myocardial  degeneration.  He  was  seventy- 
eight  years  of  age  and  graduated  from  the  College 
of  Physicians  and  Surgeons,  Baltimore,  in  1887.  Dr. 
Smith  had  practiced  in  Radford  for  over  fifty  years 
and  at  the  time  of  his  death  was  president  of  the 
Montgomery  County  Medical  Society.  He  was  a 
Mason  and  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  since  1904.  His  wife  and  a son 
survive  him. 

Dr.  Thomas  Dudley  Merrick, 

Well-known  eye,  ear,  and  throat  specialist  of 
Richmond,  died  July  28  after  a long  illness.  He  was 
born  in  Ingleside,  Md.,  in  1862  and  graduated  from 
the  Jefferson  Medical  College,  Philadelphia,  in  1888. 
Dr.  Merrick  had  practiced  in  Richmond  for  more 
than  fifty  years,  having  retired  recently  because  of  ill 
health.  He  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  for  forty-three  years.  Several  nieces 
and  nephews  survive  him. 

Dr.  Frank  Knight  Lord, 

Richmond,  died  .August  18,  after  a long  illness. 
He  was  a native  of  Canada  and  si.xty  years  of  age. 
Dr.  Lord  graduated  from  the  former  University 
College  of  Medicine,  Richmond,  in  1908,  and  had 
been  a member  of  the  Medical  Society  of  Virginia 
for  thirty-one  years.  His  wife  and  a son  survive  him. 

Dr.  Henry  Bowen  Frazier, 

Bluefield,  died  .August  9,  after  a short  illness,  at 
the  age  of  si.xty-eight.  He  was  a graduate  of  the 
College  of  Physicians  and  Surgeons,  Baltimore,  in 
1897,  and  had  been  practicing  in  Bluefield  since  that 
time.  Dr.  Frazier  was  formerly  a member  of  the 
Medical  Society  of  Virginia.  His  wife  and  four 
children  survive  him. 

Theodore  Weicker. 

We  regret  to  announce  the  death  on  .August  7,  of 
Theodore  Weicker,  Chairman  of  the  Board  of  E.  R. 
Squibb  & Sons,  at  his  home  in  Greenwich,  Conn. 
He  was  in  his  eightieth  year  and  had  been  with 
Squibb  since  1905. 


every  infant’s  diet.  The  addition  of  carbohydrate  cannot  compensate 


Yes,  Some  Fats  Do  Upset  Them.  Yet  a proper  fat  is  an  essential  part  of 


Are  You 
FEEDING 


a Suitable 

FAT? 


for  the  absence  of  a sufficient  amount  of  a suitable  fat. 


SMA  fat  resembles  human  milk  fat — has  the  same  chemical  and  physical 
characteristics.  And  because  SMA  fat  is  like  human  milk  fat  the  SMA 
carbohydrate  is  lactose,  the  only  sugar  present  in  human  milk. 


The  percentages  of  fat,  protein,  carbo- 
hydrate and  ash  are  the  same  as  those  in 
human  milk  and  when  prepared  accord- 
ing to  the  physician’s  directions  SMA  is 
essentially  similar  to  human  milk. 


Therefore,  SMA  may  be  fed  to  normal 
full-term  infants  without  modification  or 
change  for  the  same  reason  that  it  is  not 
necessary  to  modify  human  milk. 


Normal  infants  relish  SMA — digest  it  easily  and  thrive  on  it. 
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BRIEF  HISTORICAL  NOTES 

ON 

MEAD’S  CEREAL  AND  PABLUM 


Hand  in  hand  with  pediatric  progress,  the  introduction  of  Mead’s  Cereal 
in  1930  marked  a new  concept  in  the  function  of  cereals  in  the  child’s  dietary. 
For  150  years  before  that,  since  the  days  of  “pap”  and  “panada,”  there  had 
been  no  noteworthy  improvement  in  the  nutritive  quality  of  cereals  for 
infant  feeding.  Cereals  were  fed  principally  for  their  carbohydrate  content. 


The  formula  of  Mead’s  Cereal  was  designed 
to  supplement  the  baby’s  diet  in  minerals  and 
vitamins,  especially  iron  and  How  well  it 
has  succeeded  in  these  functions  may  be  seen 
from  two  examples : 

(1)  As  little  as  one-sixth  ounce  of  Mead’s 
Cereal  supplies  over  half  of  the  iron  and  more 
than  one-fifth  of  the  vitamin  B^  minimum 
requirements  of  the  3-months-old  bottle-fed 
baby.  (2)  One-half  ounce  of  Mead’s  Cereal 
furnishes  all  of  the  iron  and  two-thirds  of  the 
vitamin  B^  minimum  requirements  of  the 
6-months-old  breast-fed  baby. 

That  the  medical  profession  has  recognized 
the  importance  of  this  contribution  is  indi- 
cated by  the  fact  that  cereal  is  now  included  in 
the  baby’s  diet  as  early  as  the  third  or  fourth 


month  instead  of  at  the  sixth  to  twelfth  month 
as  was  the  custom  only  a decade  or  two  ago. 

In  1933  Mead  Johnson  & Company  went 
a step  further,  improving  the  Mead’s  Cereal 
mixture  by  a special  process  of  cooking,  which 
rendered  it  easily  tolerated  by  the  infant  and  at 
the  same  time  did  away  with  the  need  for 
prolonged  cereal  cooking  in  the  home.  The 
result  is  Pablum,  an  original  product  which 
offers  all  of  the  nutritional  qualities  of  Mead’s 
Cereal,  plus  the  convenience  of  thorough 
scientific  cooking. 

During  the  last  ten  years,  these  products 
have  been  used  in  a great  deal  of  clinical  in- 
vestigation on  various  aspects  of  nutrition, 
which  have  been  reported  in  the  scientific 
literature. 


Many  physicians  recognize  the  pioneer  efforts  on  the  part  of  Mead  Johnson 
«&  Company  by  specifying  Mead’s  Cereal  and  PAl^UM. 


Pablum  is  a palatable  mixed  cereal  food,  vitamin  and  mineral  enriched,  composed  of  wheatmeal  i farina  I,  oatmeal,  cornmeal.  wheat 
embryo,  beef  bone,  brewers’  yeast,  alfalfa  leaf,  sodium  chloride,  and  reduced  iron. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 

The  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in  this 
system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of  au- 
thoritative clinical  experience  as  Dextri-Maltose. 
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Petrolagar — liquid  petrolatum  65  cc.  emulsified  with  0.4  gm.  agar  in  a menstruum  to  make  100  cc. 
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Winfred  Overholser,  M.D.,  Sc.D., 

Washington,  D.  C. 


1 am  interested  in  coming  here  and  hearing  these 
papers  that  we  have  heard  read  this  afternoon.  It 
is  always  a pleasure  for  me  to  hear  papers  other 
than  my  own.  You  had  a well-balanced  program 
this  afternoon,  and  I got  something  out  of  every 
paper  I heard  read.  You  heard  something  of  ex- 
traneural  pathology,  then  something  about  the  meth- 
ods that  are  being  used  to  detect  and  to  control 
tuberculosis  in  the  state  institutions.  You  heard 
.something  about  the  extension  of  the  activities  of 
the  hospital  into  the  community;  of  what  the  psy- 
chiatrist needs  to  know  in  extending  his  own  field 
of  activity.  Now,  I am  going  to  talk  to  you,  if  I 
may,  on  another  invasion  into  the  community  life 
by  the  psychiatrist;  namely,  the  invasion,  as  some 
of  the  lawyers  look  upon  it,  I am  sure,  into  the  courts 
of  the  country  by  the  psychiatrist. 

The  psychiatrist  has  not  been  called  by  that  name 
very  many  years,  when  we  consider  the  length  of 
time  the  courts  have  been  in  session  all  over  the 
world,  but  the  man  whose  business  it  was  to  deal 
' with  mental  problems  has  been  advising  the  courts 
and  testifying  before  the  juries  for  a long,  long  time. 
The  law  has  long  recognized  that  there  are  persons 
who  are,  as  the  law  calls  them,  insane,  or  lunatic, 
or  non  compos  mentis,  or  some  other  term  of  that 
sort.  {We  should  remember  that  insanit}'  is  strictl}’ 
a legal  term,  and  not  a medical  one.)  This  has  been 
true,  both  on  the  civil  and  criminal  side  of  the  court. 
The  mental  condition  of  the  person  coming  before 
the  court  has  been  of  interest  almost  ever  since  there 
have  been  courts,  and,  regardless  of  the  type  of 
question  that  comes  up  l>efore  the  court,  there  event- 
ually may  come  up  the  question  of  what  the  law  re- 
fers to  as  responsibility,  if  it  is  the  case  of  one 
who  has  committed — or  who  is  alleged  to  have  com- 

*Given by  invitation  before  the  Neuropsychiatric  So- 
ciety of  Virginia  in  Richmond,  February  7,  1940. 


mitted — a crime.  .As  far  back  as  about  the  year 
1350  it  was  recognized  in  the  English  law  that 
there  were  certain  persons  who  could  not  be  con- 
victed of  crime,  because  of  the  fact  that  their  mental 
condition  was  not  that  of  the  normal  individual; 
that  their  actions,  in  other  words,  at  that  time,  were 
due  to  what  they  were  pleased  to  call  an  “act  of 
God”,  or  not,  at  least,  of  their  own  devising;  that 
they  were  not  responsible  for  what  they  did. 

The  question  comes  up,  however,  in  many  other 
lines;  the  matter  of  wills,  for  instance.  Sometimes 
those  trials  get  a great  deal  of  attention.  Then, 
of  course,  the  law  is  interested  in  the  commitment  of 
mentally  ill  persons;  that  is,  the  depriving  of  an  in- 
dividual of  his  liberty  by  sending  him  to  a mental 
hospital.  It  is  a complicated  procedure  in  some 
states  and  highly  legalistic  as  well,  sometimes  ac- 
companied by  a great  deal  of  what  one  may  term 
legal  “mummery”,  and  very  often  to  the  disadvan- 
tage of  the  patient  by  making  it  difficult  for  him 
to  enter  the  hospital.  Then  there  is,  of  course, 
the  question  of  annulment  of  marriage;  questions 
tliat  may  involve  the  mental  disease  or  defect  of 
one  of  the  parties  at  the  time  of  contracting  the  mar- 
riage. As  some  of  you,  at  least,  know,  in  several 
states  today  mental  disorder  resulting  in  the  con- 
finement of  the  spouse  in  a mental  hospital  for  a 
stated  period  is  sufficient  ground  for  divorce.  I am 
somewhat  doubtful  about  the  wisdom  of  such  a law. 
Certainly  there  is  something  to  be  said  in  favor  of  it, 
but  at  the  same  time  there  are  many  things  to  be 
said  against  it.  Nevertheless,  the  fact  remains;  the 
question  is  litigated  more  and  more,  and  a number 
of  states  now  have  laws  of  that  type.  So  there  are 
many  questions  of  one  sort  or  another  that  ma}- 
come  up,  relative  to  the  mental  condition  of  the 
person  involved  in  a legal  case. 
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Now,  it  has  long  been  true  that  the  people  who 
testified  before  the  courts  on  questions  of  this  sort 
have  been  looked  upon  by  the  court,  and  by  the 
general  public,  with  a certain  degree  of  suspicion. 
That  is  a sad  statement  to  make;  nevertheless  it 
is  true,  and  I would  like  to  discuss  with  you  briefly 
some  of  the  difficulties  that  surround  the  person 
who  comes  into  court  to  testify  in  questions  of  that 
sort.  Some  of  these  questions  are  inherently  merely 
human;  some  are  inherently  legal,  and  some  are  es- 
sentially psychiatric.  The  suspicion  is  nothing  new, 
and  it  is  not  hard  to  understand  how  it  came  about. 
To  go  back  a bit  over  the  history  of  the  so-called  ex- 
pert witness,  may  I suggest  that  there  are  many 
kinds  of  experts  other  than  psychiatrists.  If  any 
of  you  ever  heard  a real  estate  expert  testify  about 
valuations,  I am  sure  you  will  agree  that  the 
psychiatrists  have  no  imagination  at  all  by  com- 
parison; the  differences  in  the  valuations  are  posi- 
tively staggering  at  times!  Of  course  it  is  a fact 
that  psychiatrists  sometimes  disagree.  They  dis- 
agree in  the  staff  conference  in  the  mental  hospital 
just  as  they  do  in  the  court  room,  too.  E.xperts  in 
all  lines  disagree  at  times,  but  it  is  the  psychiatrist 
that  gets  most  of  the  blame.  Now,  why  is  it?  I 
suppose  that  fundamentally  the  distrust  of  the  psy- 
chiatric witness  goes  back  to  the  fact  that  the  most 
publicized  cases  in  which  experts  appear  are  crim- 
inal cases  in  which  psychiatrists  testify,  coming  to 
the  defense  of  someone  whom  the  public  seeks  to 
make  the  scapegoat,  upon  whom  it  wishes  to  vent 
all  of  its  sadistic  impulses,  and,  therefore,  anyone 
who  suggests  that  there  may  be  another  side  to  the 
question — that  the  accused  may  not  have  been  re- 
sponsible for  his  act,  let  us  say,  or  that  he  may 
be  of  unsound  mind — that  person  is  looked  upon 
as  attempting  to  “cheat”  justice.  You  know  the 
sort  of  language  the  papers  can  use.  They  like 
the  arresting  and  lurid  word;  they  speak  of  “cheat- 
ing the  chair”,  just  as  they  are  prone  to  use  the 
ugly  and  inaccurate  word  “asylum”  instead  of  “men- 
tal hospital”,  or  the  word  “insane”,  instead  of 
“mental  irresponsibility”,  or  some  other  term  that 
would  more  accurately  name  the  condition  they  are 
trying  to  describe. 

Originally  the  courts  recognized  the  fact — as 
they  still  recognize  it — that  there  were  some  par- 
ticular sul)jects  upon  which  the  court — that  is,  the 
judge  or  the  jury — was  not  competent  to  pass.  In 
other  words,  there  were  topics  or  matters  which  were 


entirely  within  the  ken  of  certain  persons  specially 
trained  as  experts,  upon  which  the  judge  would  not 
presume  to  pass;  as,  for  example,  a surgical  prob- 
lem. No  judge,  of  course,  would  presume  to  pass 
on  a surgical  problem,  or  an  engineering  problem, 
let  us  say,  involving  the  strain  to  which  a bridge 
could  be  subjected.  But  it  is  a curious  thing  that 
for  almost  everj'  person  in  America,  in  almost  ever)' 
type  of  human  deportment,  his  own  views  on  psy- 
chological matters  are  considered  by  him  to  be  su- 
perior in  validity  to  the  views  of  anyone  else.  There 
are  two  things,  you  know,  upon  which  the  man  on 
the  street  is  always  ready  to  pass  an  opinion,  and  a 
very  dogmatic  opinion.  One  of  these  is  the  mental 
condition  of  the  other  fellow  (he  is  sure  his  own 
is  all  right!),  and  the  other  is  how  to  “cure”  that 
cold;*  and  his  opinion  is  likely  to  be  as  sound  on 
one  as  on  the  other ! 

In  the  early  days  the  judge  combined  the  fact- 
finding and  the  law-finding  functions  in  the  trial, 
and  the  jury  acted  merely  as  a co-trier.  It  was 
only  natural  in  cases  involving  matters  of  unusual 
significance  or  of  scientific  knowledge,  even  before 
the  days  of  what  we  now  call  science,  that  he  should 
call  in  men  in  whom  he  had  confidence — men  who 
he  knew  were  honest,  trained  men  who  could  ad- 
vise him.  That  was  done.  There  was  no  scandal 
about  exp>ert  testimony  then.  Tlie  exj>ert  or  the 
specialist,  whatever  he  might  have  been  called,  was 
looked  upon  as  a friend  of  the  court,  and  he  was  in 
a way  acting  as  an  official  of  the  court.  In  other 
words,  he  acted  impartially,  and  gave  his  opinion  as 
nearly  as  possible  according  to  the  evidence,  and 
not  in  favor  of  one  side  or  the  other.  I'hen  a change 
came  about  in  the  administration  of  the  law,  par- 
ticularly in  criminal  trials,  and  the  jury  became 
the  finder  of  the  facts,  the  judge  merely  being  the 
arbitrator.  It  was  not  more  than  two  hundred  and 
fifty  years  ago,  or  thereabout,  that  the  judge  began 
to  hesitate  to  exercise  his  right  to  summon  experts, 
and  that  meant  that  when  there  were  experts  to  be 
presented  to  the  jury  the  respective  parties  presented 
them.  The  jury  naturally  took  cognizance  of  the 
fact  that  the  witnesses  were  employed  and  presented 
by  the  parties,  and  therefore  assumed  that  their 
testimony  would  naturally  be  biased  in  favor  of  the 
side  by  which  they  were  employed. 

Now  I submit  that  there  is  no  such  thing  as  an 
unbiased  person.  Cold  reason,  uninfluenced  by  emo- 
tion, never  existed,  and  I am  positive  it  never 
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will;  and  if  anyone  fancies  that  he  is  unbiased, 
strictly  unprejudiced,  it  merely  shows  that  he  is 
deluding  himself  or  trying  to  deceive  someone  else. 
A person  may. recognize  the  fact  that  he  is  biased  and 
try  to  overcome  it;  but  regardless  of  whether  a man 
tries  to  overcome  his  bias  or  not,  he  is  given  credit 
for  plenty  of  it  when  he  comes  before  a jury,  pre- 
sented by  one  side  or  the  other.  Juries  have  usually 
been,  and  not  without  reason,  rather  suspicious  of 
any  expert,  regardless  of  who  he  may  be,  who  comes 
in  to  testify  for  one  side  or  the  other,  and  have 
discounted  his  evidence  accordingly.  The  curious 
thing  about  it  is  that  although  judges  have  excoriated 
the  experts  for  years  past  (decisions  in  which  the 
judges  use  some  rather  strenuous  language  about 
the  experts  are  not  new),  they  have  hesitated  very 
much  to  exercise  the  right  which  they  have  at  com- 
mon law,  at  least  in  many  states;  namely,  of  calling 
in  experts  as  friends  of  the  court.  There  is  a good 
case  in  this  state  (144  Virginia,  473,  decided  1926), 
in  which  the  Supreme  Court  of  the  state  upheld 
specifically  that  right,  and  in  a number  of  other 
states  it  has  been  upheld.  Only  two  states  that  I 
know  of  have  ever  denied  that  there  was  such  a 
right.  In  other  states  it  has  been  held  that  where 
the  expert  was  employed  by  the  court,  that  fact 
could  be  argued  to  the  jury  as  affecting  his  credibil- 
ity. The  emplo\Tnent  of  neutral  experts,  although 
reasonably  well  accepted  in  theor}',  has  not  been 
used  very  much  in  practice.  Here,  then,  is  an 
unused  remedy.  The  jury  may  disregard  the  ex- 
pert evidence  and  follow  their  hunch,  but  they  will 
be  fooled  if  they  follow  their  hunches  as  against 
trained  and  expert  knowledge. 

Another  question  is  the  kind  of  language  that 
the  expert  is  to  use  when  he  comes  into  court.  The 
difficulty  here  has  been  that  although  the  law  has 
developed,  it  has  changed  relatively  little  in  the 
last  hundred  years.  While  this  is  true  of  the 
law,  it  is  true  also  that  psychiatry  has  changed 
a great  deal,  even  in  the  last  twenty-five  years. 
The  expert  is  called  to  testify  concerning  what  the 
law  refers  to  as  insanity — and  I might  add  that  the 
law  means  many  things  by  the  word,  insanity.  It 
depends  entirely  upon  the  context.  Insanity  in 
criminal  law  means  something  entirely  different 
from  the  same  term  used  in  the  law  relating  to 
wills.  But  I digress.  The  tests  were  laid  down 
in  the  law  long  ago,  when  psychological  concepts 
were  far  different  from  what  they  are  today.  To 


the  law,  everyone  is  either  sane  or  insane;  one  is 
either  a sheep  or  a goat.  In  other  words,  there 
is  no  middle  ground.  That  is  not  consistent  with 
our  psychiatric  belief.  The  criminal  law  now  finds 
itself  with  a great  variety  of  tests  that  have  come 
down  to  us,  and  it  would  be  interesting  to  know 
how  these  tests  have  developed  through  the  years. 

I wish  time  permitted  me  to  go  into  it  and  to  show 
you  how  these  tests  have  evolved;  how,  until  a hun- 
dred years  ago  the  tendency  was  lenient,  the  tests 
becoming  less  rigorous;  and  how,  a hundred  years 
ago  in  the  famous  McNaghten  Case,  which  most 
English  lawyers  and  juries  consider  to  be  the  last 
word  spoken,  the  trend  was  reversed.  That  case 
laid  down  the  Right  and  Wrong  Test,  the  test  which 
is  the  law  today  in  most  jurisdictions,  though  I 
fear  if  the  learned  judges  of  England  who  wrote  that 
opinion  could  knov/  how  some  judges  have  garbled 
it,  they  would  turn  over  in  their  graves.  Just  to 
show  you  the  brilliancy  with  which  some  judges 
think  they  are  following  the  McNaghten  Case  in 
charging  on  the  law  of  criminal  responsibility,  let 
me  read  you  this.  If  I had  not  seen  it  with  my 
own  eyes  in  the  records  of  the  Supreme  Court  of 
Mississippi,  (150  So.  757),  I would  not  believe 
that  any  judge  could  ever  talk  like  this.  “The  only 
absolute  defense  of  insanity  known  in  the  State  of 
Mississipi  is  paranoia.  That  is  just  real  flat  in- 
sanity, not  temporary;  so  if  you  are  pleading  in- 
sanity, the  only  insanity  I recognize  is  paranoia. 
That  is  real  insanity;  not  just  a lapse  of  memory 
or  just  a sudden  forgetting  of  everything;  just 
real  insanity,  known  as  paranoia  in  the  medical 
profession.”  Fortunately  the  Supreme  Court  of 
Mississippi  overruled  that  learned  (?)  decision,  but 
I think  you  see  what  I mean  when  I say  there  have 
been  a lot  of  liberties  taken  with  the  old  McNaghten 
Rule. 

They  went  one  step  farther  in  this  country,  how- 
ever, in  developing  what  is  known  as  the  Irresistible 
Impulse  Test,  a test  which  is  entirely  logical.  Orig- 
inally in  criminal  law,  and  today  for  that  matter, 
there  were  two  elements  of  any  criminal  act.  One 
is  the  physical  act,  the  other  the  evil  intent;  so  if 
there  is  absence  of  sound  mind  you  cannot  conceive 
the  intent;  therefore,  there  is  no  crime.  Now  that 
is  entirely  logical,  but  it  doesn’t  always  work;  logic 
seldom  does;  not  the  legal  logic!  If  everyone  in 
this  room  were  logical,  all  of  you  would  have  walked 
out  on  me  long  before  this!!  I have  said,  speaking 
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of  the  tests,  the  Irresistible  Impulse  Test  was  de- 
veloped to  cover  the  act  element  of  the  crime  as 
opposed  to  the  knowledge  element.  There  has  been 
a great  deal  of  imposition  upon  juries,  undoubtedly, 
both  on  the  basis  of  the  Irresistible  Impulse  and  on 
the  basis  of  Right  and  Wrong,  but  the  fact  remains, 
regardless  of  this  condition  and  the  conditions  that 
led  up  to  the  development  of  the  test;  it  is  good 
law  today  in  about  half  the  states  of  the  Union, 
although  it  has  never  been  allowed  in  England. 
Tliere  has  been  great  suspicion  in  England  of  any- 
thing psychiatric,  apparently.  Listen  to  what  the 
Lord  Chancellor  of  England  said  in  1862.  This 
is  not  from  Gilbert  and  Sullivan;  it  is  in  Han- 
sard’s Debates  (3rd  series,  vol.  165,  p.  1297): 
“I  repeat,  that  the  introduction  of  medical  opinion 
and  medical  theories  into  this  subject  has  pro- 
ceeded upon  the  vicious  principle  of  considering  in- 
sanity as  a disease,  whereas  the  law  regards  it  as  a 
fact  which  can  be  ascertained  as  evidence  in  like 
manner  as  any  other  fact.”  So  much  for  the  tests. 

The  doctor  coming  into  court  has  to  conform 
to  the  legal  language.  He  is  asked  whether  the 
mental  condition  of  the  individual,  let  us  say, 
permitted  him  to  know  the  difference  l)etween  right 
and  wrong.  He  is  asked  to  speak  a language  en- 
tirely foreign  to  him.  and  if  he  tries  to  consider  the 
cjuestion  in  that  terminolog}’  he  may  Ije  stultifying 
his  professional  opinion.  This  is  one  reason  whv 
a great  many  doctors  prefer  to  stay  out  of  court. 
But  there  is  another  pons  asinorum.  There  are 
cases  in  which  the  psychiatrist  did  not  examine  the 
Ijerson  about  whom  the  fight  is  on.  This  is  par- 
ticularly true  in  will  cases  where  the  subject  of  the 
case  is  dead.  In  that  case  how  is  the  specially 
trained  man  to  make  his  knowledge  available  to  the 
jury?  He  did  not  see  the  person;  how  can  he  give 
an  opinion  about  him? 

The  answer  is,  by  means  of  the  hypothetical 
question,  a question  which  again  is  purely  logical. 
It  is  as  logical  as  the  syllogism,  but  it  can  be  made 
to  deceive  the  jury  and  to  bamboozle  the  expert  in 
so  many  ways  that  he  will  hardly  know  whether 
he  is  talking  for  one  side  or  tlie  other — whether 
he  is  in  court  or  out  of  court.  The  theory  is  that 
he  is  not  asked  to  testify  about  the  deceased  pa- 
tient, let  us  say.  He  is  asked  to  testify  about  some 
liypothetical  individual — a long  question  which  may 
be  some  five,  ten,  twenty  pages  is  read  to  him,  and 
then  he  is  asked,  “Now  Doctor,  suppo.se  so  and  so. 


and  so  and  so — .”  That  question,  I may  say,  is 
supposed  to  cover  the  points  brought  out  in  the 
evidence  which  favor  the  side  that  is  asking  the 
question.  Thus,  one  lawyer  gets  up  and  asks  a 
very  complicated  and  involved  question  which  leaves 
out  everything  that  will  not  favor  his  side,  of  course, 
and  the  doctor  answers  one  way.  Then,  if  there 
has  been  any  dispute  about  it,  the  other  lawwer 
gets  up  and  reads  another  question  about  the  in- 
dividual they  are  talking  about,  and  this  hypothetical 
question,  from  A.  B.  on  down  to  X.  Y.  Z.,  is  just 
as  different  as  black  is  from  white.  You  would  not 
know  the  hypothetical  men  for  the  same  person. 
In  fact,  they  are  not  the  same  person.  As  was  the 
case  in  the  first  question,  of  course,  everything  is  left 
out  of  this  question  that  will  not  favor  this  side; 
then,  if  the  doctor  answers  it  honestly,  the  attempt 
is  made  to  belittle  him  by  making  it  appear  to  the 
jury  that  he  has  given  two  diametrically  opposite 
opinions  about  the  same  person,  even  though  it 
was  hot  the  same  person  at  all.  So  the  expert,  when 
he  gets  up  before  the  hypothetical  question,  is  in  a 
bad  way  to  answer  it.  As  I say,  the  courts  have 
held  that  it  is  perfectly  fair  to  draft  a hvpothetical 
question  on  any  theory  in  accordance  with  the 
proponent’s  view  of  the  evidence.  This  may  be 
good  law;  it  certainlv  is  conducive  to  the  despair  of 
the  iurv  and  the  confusion  of  the  expert. 

The  law  has  not  been — to  go  back  to  the  tests 
for  a moment — entirely  realistic  about  the  tests.  It 
has  not  kept  pace  with  psychological  and  psychiatric 
progress.  I know  the  answer  to  that  which  the  law 
will  make,  and  there  is  something  to  it.  That  is, 
that  the  law  must  not  lead;  it  must  follow.  The  law 
must  give  recognition  to  things  generally  accepted, 
but  must  not  take  the  part  of  matters  which  may  be 
still  in  a theoretical  stage.  Years  before  Copernicus 
developed  the  idea  of  the  solar  system,  of  course  the 
courts  took  judicial  notice  that  the  earth  was  the 
center  of  the  universe,  and  was  flat.  Today,  how- 
ever, I think  it  is  generally  recognized,  except  in 
one  town,  I believe,  in  Illinois,  in  which  they  have 
a rather  peculiar  religious  sect,  that  the  earth  is 
round  and  that  it  is  merely  one  of  the  planets,  and 
that  the  Sun  is  the  center  of  this  particular  solar 
system.  In  the  same  way  the  courts  have  to  be 
hesitant  regarding  new  things.  To  take  another 
score— -the  question  of  blood  grouping  tests  to  de- 
termine unknown  paternity.  There  is  no  question 
today  that  it  is  an  entirely  scientific  procedure;  that 
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it  can,  in  certain  cases,  show  that  a certain  man  can- 
no’t  be  the  father  of  a certain  child;  and  yet  it  is 
astonishing  how,  for  a number  of  years,  the  courts 
hesitated  to  accept  that  sort  of  evidence.  It  is  only 
in  the  last  two  or  three  years  that  the  courts  have 
given  legal  recognition  to  this  type  of  tests,  so  it  may, 
in  the  same  way,  not  be  strange  that  the  courts  have 
lagged  in  recognizing,  for  instance,  that  a person 
may  be  able  to  theorize  abstractly  that  something 
is  right  or  that  something  is  wrong,  and  may  never- 
theless be  certain  that  what  he  is  doing  is  not  crimi- 
nal. There  are  many  patients  in  state  hospitals,  as 
you  all  know,  who  could  tell  you  abstractly  that  a 
certain  act — let  us  say  homicide — was  wrong,  al- 
though, if  you  are  going  to  be  strictly  consistent  in 
that  case,  they  would  be  responsible  in  the  eyes  of 
the  law  if  they  killed. 

You  all  appreciate  that  courts  and  juries  may  be 
guided  by  their  emotions  rather  than  by  reason  and 
intelligence  and  competent  advice.  Let  me  cite  you 
a case  that  occurred  not  long  since  in  the  state  of 
Colorado.  A boy  of  twenty-five  or  more,  with  a men- 
tal level  of  not  more  than  seven  years,  formerly  an 
inmate  of  a school  for  feebleminded,  had,  in  com- 
pany with  another  and  probably  a brighter  boy — 
something  like  the  situation  in  “Of  Mice  and  Men,” 
perhaps — become  involved  in  the  criminal  assault 
and  killing  of  a small  girl.  The  plea  of  insanity 
was  made,  and  under  the  Colorado  law  he  was  com- 
mitted, as  required,  to  the  state  mental  hospital  for 
observation.  They  had  him  under  observation  thirty 
days  and  three  members  of  the  staff  of  the  hospital 
gave  an  unequivocal  report  to  the  court  to  the  effect 
that  either  legally  or  psychiatrically  the  man  was 
not  to  be  considered  responsible;  that  he  was  ex- 
tremely low  grade  and  that,  in  their  opinion,  he  was 
legally  “insane”.  The  case  went  to  trial,  and  at 
the  trial  one  or  two  police  officers  testified  that  they 
had  talked  to  the  boy  and  that,  in  their  opinion,  he 
was  of  sound  mind.  They  did  not  say  how  much  of 
the  “third  degree”  they  put  him  through,  nor  how 
many  leading  questions  they  asked  him,  but  it  was 
their  opinion  that  he  was  of  sound  mind,  and  the 
jury  found  the  boy  guilty,  disregarding  entirely  the 
testimony  of  the  three  psychiatrists  who  were  em- 
ployees of  the  state  and  not  hired  for  the  purpose 
of  this  case  by  either  side  and,  of  course,  competent 
to  give  an  opinion;  w'hereas  all  that  the  policemen 
were  really  concerned  over  was  their  sadistic  desire 
to  see  the  boy  executed.  Well ! he  was.  The  case  had 


nation-wide  publicity;  volumes,  almost,  were  W'ritten 
about  it,  and  about  the  boy  in  the  death  house  play- 
ing w'ith  toys.  All  through  the  trial  lie  showed  no 
worry  because  he  didn’t  appreciate  his  situation. 
He  was  not  mentally  able  to  realize  the  predicament 
he  was  in.  It  was  unfortunate,  of  course,  that  he 
was  not  committed  to  the  state  hospital  instead  of 
being  executed.  There  was  certainly  a gross  injustice 
done,  even  though  they  had  experts  to  testify.  You 
see,  the  jury  preferred  to  believe  these  policemen — 
these  laymen — and  so  they  agreed  wdth  them.  The 
jury  looked  for  an  excuse  to  execute  somebody  who 
they  thought  ought  to  be  executed.  Neutral  experts 
are  no  guarantee  that  a jury  w’ill  reach  the  right  de- 
cision, but  it  is  mucli  safer  and  much  sounder  and 
much  less  likely  to  cause  miscarriage  of  justice  if 
we  arrange  to  have  expert  witnesses  who  are  neutral 
in  the  matter;  to  have,  in  other  words,  court- 
appointed  experts. 

A recent  bill  has  been  drafted  by  the  Commission 
on  Uniform  State  Laws — a uniform  expert  testimony 
bill — which  covers  not  only  psychiatric  matters  but 
other  subjects  of  expert  testimony.  One  of  the  pro- 
visions of  that  is  tremendously  significant.  It  is' 
that  the  experts  retained  by  the  two  sides,  if  there 
are  any,  may  be  joined  by  an  expert  appointed  by 
the  court,  and  that  the  group  shall  make  their  ex- 
amination and  report  jointly.  In  the  past  there  has 
been  much  said  about  the  difference  of  opinion. 
I am  speaking  now  of  the  case  in  which  the  sub- 
ject is  available  for  examination.  It  might  even  be 
done  in  the  case  of  walls  where  the  question  might 
be  submitted  to  a board,  so  to  speak,  rather  than 
having  men  appear  on  opposite  sides.  I think  it 
w'ould  be  sound  advice  to  counsel  men  who  have 
been  engaged  as  experts  to  refuse  to  go  into  court 
unless  they  are  permitted  to  make  such  joint  exami- 
nation. I think  it  would  be  a great  thing  for  the 
cause  of  decency  if  the  psychiatrists  and  other  ex- 
perts would  insist  on  this  procedure,  .\fter  all,  the 
e.xpert  does  not  have  to  go  into  a case;  he  goes  in 
voluntarily.  It  is  not  as  if  he  w'ere  an  unwilling 
witness  to  an  accident.  He  goes  in  as  an  expert 
because  he  is  willing  to;  not  because  he  has  to. 

Of  course  the  question  of  the  qualification  of  an 
expert  is  another  matter,  and  here  I think  the  courts 
have  been  seriously  negligent.  They  can  blame  no 
one  else,  since  the  admission  of  a man  as  an  expert 
is  strictly  within  the  discretion  of  the  judge.  If  the 
judge  is  not  satisfied  that  the  wdtness  is  possessed 
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of  such  trainin"  and  such  experience  that  he  is  com- 
petent to  speak  with  authority,  he  does  not  have  to 
accept  him  as  an  expert.  Many  judges — in  fact,  it 
has  almost  been  the  rule,  I regret  to  sav — have  been 
content  to  let  almost  anvbodv  qualify  as  an  expert: 
and  the  fantastic  ideas  that  have  been  promulgated 
by  some  of  these  alleged  psychiatric  “experts”  on 
the  witness  stand  would  fairly  make  your  hair  stand 
on  end.  They  are  no  credit  to  psychiatrv,  yet  we 
get  the  blame  for  what  these  “bootleg  psvchiatrists” 
testify  to.  It  was  for  this  reason  that  the  American 
Psychiatric  Association,  during  Dr.  IMay’s  presi- 
dency in  1933,  took  the  first  step  in  the  establish- 
ment of  The  American  Board  of  Psychiatry  and 
Neurology.  Today  there  are  over  seven  hundred 
diplomates  of  that  Board.  Of  course  we  cannot  guar- 
antee that  everyone  certified  liy  this  board  is  the 
last  word  in  psychiatry,  but  it  does  mean  that  he 
is  reasonably  well-grounded  in  the  principles  of 
psychiatry.  I hope  that  the  time  will  come  when  a 
judge  will  hesitate  long  before  permitting  a non- 
diplomate  to  testify  as  a psychiatric  expert  witness. 

The  judges  are  being  educated  and  will  be  more 
so  if,  when  a diplomate  of  the  Board  goes  in  to  give 
his  qualifications,  he  will  say  that  he  is  a diplomate 
of  the  American  Board  of  Psychiatry  and  Neurol- 
og}'. It  may  arouse  the  judge’s  curiosity  so  that 
when  he  has  found  out  what  it  is  all  about  and  an- 
other alleged  expert  comes  before  him  to  qualify,  he 
may  ask  him  “Are  you  a diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology?”  and  doubt  his 
qualifications  if  he  has  to  say  that  he  is  not.  The 
question  of  qualifying  as  a witness  is  of  tremendous 
importance,  and  that  rests  directly  upon  the  dis- 
cretion of  the  court.  Any  number  of  courts  of  last 
resort  have  taken  their  stand  on  this  question,  that 
it  is  up  to  the  trial  judge.  I have  in  mind  the  case 
of  one  man  who  was  permitted  to  testify  as  an  ex- 
pert on  the  grounds, that  he  had  studied  about  de- 
mentia praecox  when  he  was  in  medical  school,  and 
knew  the  symptoms  of  dementia  praecox.  I wonder 
if  he  did!  At  any  rate,  the  courts  have  been,  to 
repeat,  pretty  lax. 

A word  about  testifying  on  theories: 

More  than  fifty  years  ago,  in  1884,  in  England, 
there  was  a town  where  some  people  objected  to  the 
location  of  a smallpox  hospital  that  the  town  au- 
thorities had  set  up,  and  they  filed  suit — this  will 
make  you  realize  how  far  public  health  has  ad- 
vanced— and  called  a public  meeting  to  protest 


against  it  on  the  ground  that  the  air  passing  over 
this  hospital  was  polluted  and  that  the  people  who 
were  living  within  a mile  or  two  of  the  place  would 
be  in  danger.  Experts  were  called  to  show  that  the 
neighbors  really  were  in  danger  of  pollution,  and 
some  of  the  experts  went  so  far  as  to  testify  that 
the  contagion  could  be  transmitted  as  much  as  two 
and  a half  miles;  some  said  at  the  distance  of  half 
a mile  there  was  no  danger;  .some  said  fifty  yards 
was  enough  for  safety,  and  one  man  said  that  the 
distance  across  the  court  yard  would  do.  They  all 
admitted  that  their  opinions  were  theoretical  and  not 
the  result  of  experiment!  The  sound  basis  of  the 
opinions  was  not  shown,  and  the  plaintiffs  lost  the 
case. 

Today  when  the  expert  takes  the  stand  he  ought 
to  be  careful  to  remember  that  he  will  be  looked 
upon  with  suspicion,  as  being  biased;  he  has  to  bear 
in  mind  also  that  he  is  biased  to  a certain  extent  in 
favor  of  the  part}-  calling  him,  and  try  to  overcome 
that  bias.  After  all  there  are  two  sides  to  every  case, 
and  the  other  side  may  have  some  points  in  its 
favor,  so  it  is  only  fair  and  right  to  admit  it.  To 
think  that  his  side  has  all  the  truth  and  the  other 
side  has  none,  is  going  to  make  such  an  impression 
on  the  jury  that  his  testimony  is  not  going  to  have 
much  weight.  I remember  very  well  how  once  I 
heard  an  expert  on  ballistics — and  he  really  did 
know  ballistics — testify  that  he  never  made  a mis- 
take. He  testified  that  in  a murder  case.  Well,  that 
was  meat  for  the  defense,  and  the  District  Attorney 
whose  witness  he  was,  nearly  had  a cerebral  hemor- 
rhage. Such  a claim  of  infallibility  almost  com- 
pletely nullified  the  influence  of  the  testimony  on 
the  jury.  Nobody  can  be  quite  so  certain  as  that, 
even  a ballistics  expert. 

When  we  are  dealing  with  something  a bit 
nebulous,  namely,  the  conduct  of  a human  individ- 
ual, it  is  of  tremendous  importance  that  we  should 
not  be  dogmatic.  Another  thing  for  the  expert  to 
bear  in  mind  is  that  he  should,  whenever  possible, 
insist  upon  a joint  examination  with  the  expert  re- 
tained by  the  other  side.  Such  procedure  will  de- 
crease the  appearance  of  difference  and  disagree- 
ment, and  will  enhance  his  reputation  and  the  repu- 
tations of  experts  in  general. 

As  for  the  courts,  I hope  that  some  day  they 
will  be  a little  more  realistic  about  some  of  the  te,sts 
and  about  some  of  the  language  they  use  in  talking 
about  psychological  matters.  They  certainly  can  be 
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more  careful  about  the  qualification  o£  experts,  and 
they  could,  if  they  would,  be  more  free  in  their  use 
of  court-appointed  experts.  They  could  thus  in- 
crease the  amount  of  confidence  in  expert  testi- 
mony. 

We  as  psychiatrists  have  our  responsibilities  in 


this  matter,  and  can  do  our  part  by  following  some 
of  the  suggestions  I have  outlined,  toward  restoring 
public  confidence  ‘in  the  ability  of  psychiatric  ex- 
pert testimony  to  aid  the  cause  of  justice. 

St.  Elizabeth’s  Hospital. 


LOBAR  PNEUMONIA  AMONG  THE  MENTALLY  ILL.* 


Louis  Kolipinski,  M.D., 

Petersburg,  Virginia. 


The  great  difficulty  in  the  care  of  the  psychotic 
patient  is  his  withdrawal  from  normal  patterns  of 
behavior. 

The  early  beginnings  of  a physical  disease  are  for 
the  most  part  ignored  by  these  patients.  Malaise 
and  other  prodromal  symptoms  are  seldom  revealed 
by  the  psychotic.  Too  often  the  disease  process  is 
well  advanced  before  the  physician  is  aware  of  the 
patient’s  condition. 

During  the  month  of  February,  1940,  an  outbreak 
of  pneumonia  occurred  at  Central  State  Hospital. 
It  was  limited  to  one  female  ward  building — to  be 
specific,  to  three  of  ten  wards  in  that  building.  The 
three  affected  wards  were  adjacent  and,  although 
sharing  a common  cafeteria  with  the  other  wards, 
only  the  affected  wards  ate  together  at  one  sitting. 
As  far  as  could  be  determined  this  epidemic  was 
spread  by  cross  infection.  There  were  twenty-four 
cases  in  all,  but  in  only  twenty  of  these  cases  was 
sputum  typing  and  X-ray  evidence  positively  con- 
firming. This  paper  will  deal  only  with  the  twenty 
ca.ses  confirmed. 

.\11  patients  had  been  in  residence  in  this  hos- 
pital for  over  one  year.  Their  ages  varied  between 
sixteen  and  seventy  years,  the  average  being  forty- 
four  years.  Among  these  cases  the  mental  diag- 


noses were : 

Manic  Depressives 8 

Psychosis  with  Mental  Deficiency 4 

Psychosis  with  Cerebral  .\rteriosclerosis 2 

Involutional  1 

Alcoholic 1 

.Senile  1 

Psychosis  with  Metabolic  Diseases 1 


With  but  rare  exception  the  pneumonic  process 

*Read  at  the  Monthly  Staff  Meeting,  Central  State  Hos- 
pital, August  8,  1940. 


was  well  established  before  the  illness  was  appar- 
ent. Some  were  discovered  only  by  routine  tem- 
perature check-up,  in  others  by  a noticeable  lower- 
ing of  spirit,  and  some  by  the  obvious  heavy  cough. 
The  ill  were  immediately  removed  to  our  Medical 
Center,  where  diagnostic  tests  and  treatment  were 
promptly  instituted. 

Sputum  for  typing  was  obtained  surprisingly  easy. 
Throat  swabs  were  made  in  several  cases  where 
the  patient  would  not  cooperate.  In  eighteen  of 
the  cases  Type  1 pneumonia  was  found  and  two 
were  of  Type  4.  The  temperature  on  admission  to 
Medical  Center  ranged  between  102-106  Fahren- 
heit, the  average  being  103.6  Fahrenheit.  The  white 
blood  count  on  admission  varied  between  11,950- 
35,700,  the  average  being  22,150.  The  poly  count 
was  from  82-95  and  the  average  86.  In  all  cases 
physical  findings  were  corroborated  by  X-ray  studies. 
Roentgenograms  revealed  eleven  patients  with  con- 
solidation in  the  lower  left  lobe,  five  in  the  lower 
right  lobe,  three  in  the  middle  right  lobe,  and  one 
in  the  upper  right  lobe. 

Treatment 

Sulfapyridine  therapy  was  used  exclusively  in 
these  cases  save  for  the  usual  symptomatic  and 
general  supportive  measures.  Dosage  was  varied  in 
a few  instances,  but  the  routine  treatment  was: 
2 grams  every  four  hours  for  two  doses,  followed  by 
1 gram  every  four  hours. 

In  some  cases  an  initial  dose  of  4 grams  w^as 
given,  followed  by  1 gram  every  four  hours  until 
results  were  obtained.  There  was  early  nausea  and 
vomiting  in  nine  cases,  but  this  condition  did  not 
persist  in  any  of  those  treated  although  the  dosage 
was  maintained.  There  were  no  other  toxic  mani- 
festations due  to  the  use  of  this  drug.  The  re- 
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spouse  to  this  therapy  was  prompt  and  gratifying. 
In  six  cases  the  temperature  dropped  sharply  to  the 
normal  level  within  two  days,  in  eight  cases  within 
three  days,  in  three  cases  within  four  days.  Two 
cases  with  complications  ran  an  irregular  temjiera- 
ture  for  many  weeks.  The  uncomplicated  cases 
remained  under  treatment  for  approximately  two 
weeks. 

Complications 

One  patient  showed  a residual  pleurisy  with  ef- 
fusion which  continued  for  about  six  weeks  before 
its  disappearance.  The  other  complication  con- 
sisted of  an  underlying  tuberculous  process  and, 
although  the  patient’s  acute  symptoms  disappeared, 
the  patient  was  eventually  transferred  to  the  Tuber- 
culosis Pavilion. 

One  fatality  occurred.  The  patient  was  a deterio- 
rated paretic,  aged  35.  She  had  a Type  1 pneu- 
monia and  on  admission  her  temperature  was  105 
Fahrenheit.  She  showed  a white  blood  count  of 
32,150  with  95  per  cent  polys.  X-ray  examination 
revealed  consolidation  of  the  left  lower  lobe.  This 
patient  was  very  uncooperative,  her  response  to  treat- 


ment negligible,  and  she  expired  on  the  sixth  day 
after  admission. 

The  mental  behavior  of  these  patients  showed  no 
striking  change  during  their  illness.  They  demon- 
strated the  coloring  typical  to  their  individual  psy- 
chosis modified  only  by  the  amount  of  toxicity  of 
the  pneumonic  process. 

Science  of  today  has  given  us  new  weapons  with 
which  to  fight  pneumonia.  But  in  this  final  moment 
we  pause  to  pay  tribute  to  the  women  of  our  nursing 
staff  for  their  diligence  in  the  administration  of 
prescribed  drugs  and  their  ceaseless  effort  in  the  sup- 
portive treatment  of  these  cases.  To  maintain  the 
desperately  ill  psychotic  in  bed,  to  supply  warmth 
and  nourishment,  can  be  measured  neither  by  sta- 
tistics nor  grains. 

Summary 

1.  A report  of  twenty  cases  of  lobar  pneumonia 
appearing  in  epidemic  form  in  a ward  building. 

2.  The  use  of  sulfapyridine  with  a mortality  of 
5 per  cent. 

Central  State  Hospital. 


MENTAL  HYGIENE.* 


Hugh  C.  Henry,  M.D., 


Richmond, 

The  subject  of  ^lental  Hygiene  is  one  on  which 
it  is  difficult  to  speak  in  general  terms  because  of 
its  many  ramifications  and,  I might  say,  its  all- 
inclusiveness.  In  an  attempt  to  do  so  one  is  in 
danger  of  repeating  axioms  or  truisms  which  are 
elementary  to  his  audience. 

Dr.  William  A.  White  reminds  us  it  was  at  the 
beginning  of  the  century  that  the  psychoanalytical 
movement  began  to  show  itself  and  it  was  at  about 
the  same  time  that  the  mental  hygiene  movement 
also  began  to  take  form.  These  two  movements  ever 
since  have  traveled  a parallel  but  by  no  means  an 
unrelated  course.  The  old  descriptive  psychiatry  of 
Dr.  Kraepelin  could  hardly  have  brought  forth,  he 
says,  a mental  hygiene  movement  having  vitality  be- 
cause all  of  its  patients  were  in  asylums  and  the 
symptoms  which  they  exhibited  were  without  mean- 
ing. By  giving  to  these  symptoms  a meaning,  the 

*Read  before  the  Virginia  Welfare  Council,  Roanoke, 
Va.,  April  18,  1940. 


Virginia. 

psychoanalytic  movement  has  made  its  greatest  con- 
tribution to  mental  hygiene. 

In  the  beginning,  apart  from  some  rather  broad 
formulations,  the  movement  was  concerned  prin- 
cipally with  the  improvement  of  the  condition  of  the 
insane  in  State  hospitals  and  a realization  in  prac- 
tice of  the  humanitarian  attitude  exemplified  by  Dr. 
Philip  Pinel  in  France,  Dr.  Tuke  in  England,  and 
Dorothea  Dix  in  America.  Mr.  Clifford  Beers, 
without  whose  dynamic  personality  the  organization 
of  the  National  Committee  for  Mental  Hygiene 
might  have  been  delayed  many  years,  has  been  a 
tower  of  strength  in  bringing  together  the  philan- 
thropic, social  and  other  technical  forces,  each  of 
which  has  contributed  its  quota  in  the  development 
of  a program  which  recognizes  a field  infinitely 
larger  than  the  circumscribed  one  found  within  the 
walls  of  the  State  hospitals. 

Leading  psychiatrists  of  the  American  Psychiatric 
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Association  and  the  National  Committee,  taking  a 
cue  from  the  accomplishments  of  general  medicine 
in  the  field  of  prevention,  early  saw  in  mental  ill- 
ness a public  health  problem  and,  as  such,  one  to 
be  attacked  by  the  application  of  preventive  prin- 
ciples. It  was  only  when  the  movement  began  to  be 
coupled  with  a program  of  prevention  that  the  term 
“mental  hygiene”  came  into  its  true  significance. 

Dr.  H.  B.  Lasswell,  at  the  recent  meeting  of  the 
American  Association  for  the  Advancement  of  Sci- 
ence, in  Richmond,  reminds  us  that  it  is  only  within 
comparatively  recent  times  that  the  psychiatrist  be- 
gan to  look  outside  of  or  beyond  the  entity  called 
the  “individual.”  It  had  been  taken  for  granted 
that  the  totality  to  be  studied  and  protected  was  the 
bundle  of  cells  called  the  individual.  In  undertak- 
ing to  follow  disease  processes  to  their  source,  how- 
ever, he  came  ever  so  often  upon  family  and  other 
environmental  situations  which  could  not  be  dis- 
connected from  the  patient  himself.  The  physician 
accustomed  to  time  honored  methods  could  hardly 
bring  himself  to  the  point  of  including  environment 
in  the  disease  process  itself,  but  it  was  finally  found 
impossible  to  advance  without  breaking  through  the 
bonds  of  preconceived  ideas.  It  became  clear  that 
the  entity  with  which  we  were  concerned  was  not  the 
cell  bundle  called  the  individual  but  an  interper- 
sonal relationship,  and  thus  was  given  to  mental  hy- 
giene a further  significant  meaning. 

This  changing  attitude  should  not  have  been  so 
difficult  to  correlate  with  scientific  procedures  with 
which  the  doctor  was  familiar,  for  in  the  field  of 
general  preventive  medicine  have  we  not  e.xplained 
yellow  fever,  malaria,  typhoid  fever,  and  a host  of 
other  somatic  diseases  by  dealing  with  mosquitoes, 
rats,  rat  fleas,  common  house  flies,  etc.?  The  treat- 
ment of  the  sick  patient  himself  is  an  insignificant 
thing  as  compared  to  dealing  with  the  carriers  men- 
tioned, which  is  to  say,  with  things  environmental 
to  the  patient. 

I spoke  just  now  of  the  contribution  which  psy- 
choanalysts made  to  mental  hygiene  in  giving  to  the 
patient’s  symptoms  a meaning,  and  I must  now  speak 
of  the  contribution  which  workers  in  the  field  of 
social  science  have  made.  For  years,  in  the  course 
of  their  duties,  they  had  been  accumulating  volumes 
of  data  relating  to  their  client  and  his  environment. 
When  the  psychoanalyst  came  forward  with  an  in- 
terpretation of  this  data,  there  was  consummated  a 
union  of  forces  which  has  made  for  a dynamic  pro- 


gram of  mental  health.  This  is  not  to  say  that  the 
hypotheses  of  Dr.  Sigmund  Freud,  whom  many  re- 
gard as  the  greatest  psychiatrist  of  the  century,  have 
been  universally  accepted  in  their  entirety;  but  at 
the  time  of  his  death  in  exile  last  October,  he  had 
lived  to  see  them  adopted  in  principle,  if  not  in  de- 
tail, by  the  psychiatrists  of  the  world  at  large. 

^^’ith  the  problem  clearly  stated,  and  in  possession 
of  ample  knowledge  of  the  direction  in  which  we 
should  advance,  let  us  become  introspective  for  the 
moment  with  regard  to  Virginia.  What  is  the  situa- 
tion and  what  are  the  facilities  as  far  as  the  State 
is  concerned  for  dealing  with  this  vital  problem? 
I shall  omit  any  discussion  of  the  mental  work  of 
the  Federal  Government,  such  as  that  at  the  Vet- 
erans Facility  at  Roanoke,  and  of  the  municipalities, 
such  as  that  at  the  Memorial  Child  Guidance  Clinic 
at  Richmond,  as  well  as  that  done  by  private  phy- 
sicians and  sanatoria.  With  the  exception  of  a psy- 
chiatric ward  at  the  University  of  Virginia  and  one 
in  process  of  construction  at  the  Medical  College  of 
Virginia,  the  four  State  hospitals  and  two  colonies 
for  the  feeble-minded  represent  the  hospitalization 
facilities  of  the  State  for  mental  patients.  These 
institutions  cared  for  last  year  an  average  popula- 
tion of  10,415  patients.  They  admit  annually  over 
3,000. 

The  State  allows  for  the  support  and  treatment 
of  each  patient  53  cents  daily.  This  compares  with 
Maryland  63,  Florida  68,  South  Carolina  73,  North 
Carolina  73;  while  at  the  other  pole  we  have  New 
York  $1.11,  and  Massachusetts  $1.16. 

Salar}’  costs  per  patient  in  Virginia  are  $64.64 
annually.  This  compares  with  North  Carolina 
$74.55,  Florida  $87.25,  South  Carolina  $99.50, 
Maryland  $101.80,  Massachusetts  $235.57,  and  New 
York  $244.43. 

Attendants  and  nurses  per  patient  in  Virginia  are 
in  the  ratio  of  1-14.9,  in  Florida  11.6,  Maryland 
11,  North  Carolina  10.7,  South  Carolina  10,  New 
A'ork  6.7,  Massachusetts  6.7. 

Physicians  per  patient  in  Virginia  are  in  the  ratio 
of  1-438.  In  North  Carolina  362,  Florida  270, 
South  Carolina  250,  Maryland  215,  New  York  178, 
Massachusetts  175. 

These  ratios  must  be  considered  in  comparison 
with  the  standard  ratios  as  set  up  by  the  American 
Psychiatric  Association  and  the  National  Committee 
for  proper  service,  which  are:  .\ttendants  and  Nurses 
1-8,  and  Physicians  1-150. 
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Should  a further  comparison  with  other  states  be 
made,  Virginia  would  be  found  near  the  bottom  of 
the  list  as  far  as  the  items  mentioned  go.  Neverthe- 
less and  notwithstanding,  the  standard  of  care  in 
the  Virginia  hospitals  has  been  steadily  improving 
in  recent  years  and  the  number  of  patients  recovered 
or  improved  and  discharged  (considered  a proper 
criterion)  compares  very  favorably  with  most  of  the 
other  states,  which  speaks  well  for  those  institutions 
that  labor  with  insufficient  personnel. 

In  the  great  extra-mural  field,  with  exceptions 
which  I shall  presently  mention,  the  Bureau  of  Men- 
tal Hygiene  of  the  Department  of  Public  Welfare 
with  one  psychiatrist,  one  psychologist,  and  one  so- 
cial worker,  represents  Virginia’s  army  which  is  ex- 
pected to  deal  with  this  vital  problem.  I have  only 
praise  for  the  splendid  work  of  this  Bureau,  but  if 
the  hospitals  are  undermanned,  what  shall  be  said 
of  the  facility  w'hich  is  expected  not  only  to  seek 
out  and  diagnose  but  to  treat  in  its  incipiency  mental 
illness?  I have  no  delusions  with  reference  to  an 
ultimate  millenium  in  the  prevention  of  mental  de- 
fect and  disease  (I  sometimes  fear  we  have  over- 
sold this  idea  to  the  layman),  but  it  is  evident  that 
only  by  an  application  of  the  principles  of  preven- 
tion may  we  expect  any  decrease  in  the  incidence 
of  these  disorders.  Words  are  of  no  avail  and  knowl- 
edge is  of  no  avail,  unless  something  comes  of  it. 

The  exceptions  to  which  I referred  just  now  in 
speaking  of  the  Mental  Hygiene  Bureau  must  in 
justice  be  mentioned.  They  are,  first,  the  work 
which  is  being  done  in  the  two  medical  schools  in  the 
line  of  teaching  psychiatry  which  combines  with  it 
necessarily  a mental  hygiene  clinic.  The  teaching 
of  psychiatry  in  the  medical  schools  is  in  effect  a 
tremendously  potent  approach  to  the  problem  which 
will  without  doubt  bear  fruit.  Second,  the  parole 
patient  extra-mural  clinics  which  are  being  conducted 
by  each  of  the  State  hospitals.  These  clinics  are 
being  conducted  without  any  special  appropriation 
therefor  and  at  the  expense  of  a shortage  on  the 
hospital  staffs,  already  too  small.  Third,  the  prepa- 
rations which  are  about  completed  to  offer  in  one  of 
the  State  hospitals  affiliate  training  in  psychiatric 
nursing  for  nurses  of  general  hospitals  who  will 
avail  themselves  of  it.  These  things  represent,  I 
think,  a contribution  to  the  general  question  of  men- 
tal hygiene  which  should  not  be  overlooked.  This 
introspection  which  I have  invited,  while  encour- 
aging in  many  ways,  fails  to  be  satisfying  with  re- 


spect to  the  part  which  the  State  as  such  is  con- 
tributing to  the  cause  of  mental  health,  particularly 
in  the  field  of  prevention. 

In  a survey  of  the  mental  hospitals  of  the  State 
made  in  1937  by  the  Hospital  Survey  Committee 
of  the  National  Committee  for  Mental  Hygiene, 
among  other  important  recommendations  is  that 
which  urges  that  each  hospital  be  made  the  center 
for  all  mental  health  activities  in  its  district  and  the 
establishment  by  the  various  staffs  of  these  hospitals 
of  out-patient  clinics  throughout  the  State. 

This,  you  will  observe,  contemplated  the  utilization 
in  the  mental  health  field  of  the  physicians  and  the 
facilities  of  the  State  hospitals  extramurally.  Some 
thirty-odd  physicians  in  the  employ  of  the  State  who 
have  psychiatric  experience  are  confined,  and  I use 
this  term  advisedly,  within  the  walls  of  their  in- 
stitutions, for  there  is  no  authority  in  law  for 
the  State  hospital  through  its  personnel  to  deal 
with  mental  hygiene  outside  of  the  institution 
or  at  least  with  other  than  its  own  patients  who 
by  and  large  are  the  end  product  of  disease  and 
are  scarcely  ever  admitted  until  the  disease  is  so 
well  established  as  to  be  committable.  It  seems  to 
me  that  a short-sighted  policy  prevails  and  an 
economic  loss  results  when  the  thirty-odd  psychia- 
trists employed  in  the  State  hospitals  are,  in  effect, 
without  authority  to  engage  in  the  important  pre- 
ventive work  which  is  embraced  in  the  term  and  is 
the  essence  of  mental  hygiene  as  we  understand  it. 
While  it  is  true,  as  I have  said,  the  hospitals  are 
terribly  undermanned  and  wdthout  substantial  addi- 
tions the  question  may  naturally  arise  how  this 
extra-mural  work  could  be  added  to  their  duties 
without  resulting  in  a mere  gesture.  M}'  answer 
would  be  that  all  things  must  have  a beginning  and 
that  no  substantial  and  enduring  house  was  ever 
builded  in  a day.  I may  say  parenthetically  that, 
as  an  earnest  desire  of  the  State  hospitals  to  make 
'some  contribution,  the  parole  patient  clinics  men- 
tioned were  established,  but  these  fall  far  short  of 
an  adequate  and  well -planned  approach  to  the  gen- 
eral problem  under  discussion. 

In  addition  to  physicians  with  psychiatric  train- 
ing and  psychologists,  a special  kind  of  social  worker 
and  a special  kind  of  nurse  must  more  and  more  be 
recruited  or  developed  and  made  use  of  both  within 
and  without  the  State  hospitals  if  a worthwhile 
therapeutic  program  is  to  be  made  effective.  The 
psychiatric  social  worker  and  the  psychiatric  nurse 
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are  indispensable,  for  mental  hygiene  must  concern 
itself  with  the  home,  the  family  group,  the  school, 
the  recreational  and  amusement  activities,  the  fac- 
tory, the  juvenile  court,  the  prison,  and  what  not. 
Even  so,  any  plan  which  does  not  contemplate  co- 
operation on  the  part  of  welfare,  educational,  and 
correctional  agencies  with  the  mental  hygiene  set-up, 
under  whatever  head  or  department  it  may  be,  is 
doomed  to  failure,  for  there  is  a commurvity  of  in- 
terest which  demands  the  fullest  sort  of  united 
effort. 

It  is  not  the  purpose  of  the  speaker  to  discuss  at 
this  time  the  merits  or  the  demerits  of  any  particular 
administrative  set-up  for  mental  hygiene.  One  point 
in  which  the  several  plans  recently  proiX)sed  are 
agreed  is  the  desirability  of  having  embraced  un- 
der one  central  control  body  or  group  all  mental 
hygiene  activities. 


I have  indicated  what  I think  is  an  anomalous 
situation  in  our  present  set-up.  The  Welfare  De- 
partment, in  effect,  is  charged  with  responsibility 
for  prevention,  and  the  hospital  group,  in  effect,  is 
charged  with  the  custody  of  the  insane  and  per- 
chance the  cure  of  his  mental  illness.  I have  indi- 
cated the  willingness  of  the  hospital  group  to  as- 
sume its  share  of  responsibility. 

At  a time  when  the  greater  part  of  the  civilized 
world  seems  to  be  at  the  mercy  of  mad  men  and 
bent  on  commiting  suicide,  a healthy  mind  capable 
of  clear  thinking  was  never  before  so  important. 
These  matters  must  have  the  serious  consideration  of 
all  good  citizens  of  Virginia,  such  as  this  group 
represents,  to  the  end  that  we  may  make  our  maxi- 
mum and  rightful  contribution  in  the  light  of  pres- 
ent-day knowledge  to  the  promotion  of  mental  health. 

1201  East  Marshall  Street. 


EXPERIENCES  WITH  INSULIN  AND  METRAZOL  IN  THE 
TREATMENT  OF  EIGHTY  PSYCHOTIC  PATIENTS.- 


John  C.  Palmer,  M.D., 

and 

James  P.  King,  M.D., 

Radford,  Virginia. 


The  primary  purpose  of  this  paper  is  to  give  as 
accurate  an  analysis  as  possible  of  eighty  psychotic 
patients  who  have  been  treated  with  insulin  and 
metrazol  shock  therapy  at  Saint  Albans  Sanatorium. 

The  results  are  based  on  our  follow-up  of  these 
patients  by  letter  or  interview  and  includes  all  pa- 
tients treated  by  insulin  and  metrazol  from  May,  of 
1937,  until  April,  1940. 

No  patients  either  under  treatment  at  this  time 
or  under  observation  are  included  in  the  summary. 
We  wish  to  mention  a few  observations  gained  from 
our  experience  with  shock  therapy  which  we  think 
will  be  of  interest  to  you. 

As  can  be  seen  from  Table  2,  containing  the 
summary  and  comparison  of  our  results,  only  cases 
of  dementia  praecox  and  manic-depressive  psycho- 
sis have  been  included.  Of  particular  significance 
are  the  percentages  of  cures  obtained  in  the  early 
cases,  of  dementia  praecox.  These  deductions  have 
been  made  from  a critical  viewpoint,  but  it  is  prob- 

*Read  before  the  Neuropsychiatric  Society  of  Virginia, 
at  Radford,  Va.,  June  19,  1940. 


able  that  in  the  course  of  time  some  of  our  cases 
who  have  made  a complete  recovery  may  relapse. 


Results  of  Treatment:  Insulin  and  Metrazol  in 
Schizophrenia 


Duration  less 

Duration  more 

THAN  1 YEAR 

THAN  1 year 

Totals 

18  CASES 

21  CASES 

39  CASES 

Recovered  _ 

12  (66%) 

4 (19%) 

16  (41%) 

Improved 

— 3 (17%) 

3 (14%) 

6 (15%) 

Unimproved 

- 3 (17%) 

14  (67%) 

17  (44%) 

Form  of  Shock  Employed 

Insulin  alone 

Metrazol  alone 

Combined 

9 CASES 

13  CASES 

17  CASES 

Recovered 

3 

7 

7 

Improved 

0 

2 

3 

Unimproved 

— 6 

4 

7 

Insulin  and  Metrazol  Shock  in  Manic-Depressives 

Insulin  Metrazol  Combined  Totals 
7 CASES  20  CASES  14  CASES  41  CASES 
Recovered-  29  (71%)  2 16  11  29 

I Improved 7 (17%)  5 3 19 

Unimproved  5 (12%)  0 12  3 
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Included  in  the  summary  are  nine  cases  of  involu- 
tional melancholia,  all  of  which  have  made  complete 
recovery. 

Our  findings  confirm  the  experience  of  others, 
with  metrazol  being  the  drug  of  choice  for  the  manic- 
depressive  group  and  insulin  or  insulin-metrazol  for 
the  schizophrenias.  We  have  classified  those  pa- 
tients as  “recovered”  who  show  a complete  remis- 
sion of  symptoms,  with  normal  mental  control  and 
return  to  their  usual  stations  in  life.  By  “improved” 
we  mean  those  patients  who  are  socially  adjusted  at 
home  and  able  to  perform  partial  duties  but  who 
still  manifest  symptoms  of  their  psychosis.  The 
“unimproved”  classification  includes  those  patients 
whose  mental  condition  ultimately  remains  the  same 
as  when  admitted. 

When  we  first  began  the  use  of  metrazol,  we  ad- 
ministered the  drug  alone  but  because  of  several 
factors  we  have,  for  the  past  year,  used  the  com- 
bination of  insulin  and  metrazol.  Many  cases  of 
dementia  praecox  progressed  to  a certain  point  but 
the  improvement  was  not  sustained  with  the  exclu- 
sive use  of  either  insulin  or  metrazol.  Our  obser- 
vation proved  that  the  combined  use  of  the  two 
drugs  enabled  us  to  secure  much  better  results. 
These  cases  were  given  mild  insulin  shocks  with  re- 
tention of  reflex  and  response  to  external  stimuli. 
This  semicomatose  state  also  provided  amnesia  for 
the  metrazol  convulsion  which  followed  and  there-by 
relieved  some  of  the  dread  of  the  treatment.  As  is 
well  known,  insulin  given  in  sufficient  dosage  in- 
variably produces  a gain  in  body  weight,  which  is 
an  added  advantage  in  the  under-nourished  patient. 

word  regarding  the  technic.  The  patient  is 
given  insulin  at  7:00  in  the  morning  and  after  a 
mild  shock  period  of  thirty  minutes  to  one  hour, 
metrazol  is  administered.  Hard  beds  are  used,  with 
a sand  bag  placed  in  the  mid-dorsal  region  of  the 
back  to  prevent  the  extreme  flexion  of  the  spine 
which  often  results  in  compression  fracture  of  the 
thoracic  vertebrae,  and  the  arms  are  held  loosely  to 
patient’s  side  to  prevent  violent  thrashing  about 
which  sometimes  causes  fractures  of  the  humerus. 
We  administer  relatively  large  initial  doses  of 
metrazol  which  minimize  the  clonic  phase  of  the 
convulsion.  Dislocations  of  the  shoulder  occur  with 
less  frequency  when  the  larger  dosage  is  employed. 

Immediately  following  the  ^Metrazol  convulsion, 
a 50  per  cent  solution  of  glucose  is  given  intraven- 
ously. We  prefer  injections  to  tube  feedings  since 


damage  to  the  nasal  mucosa  and  possible  intra- 
tracheal misplacement  of  the  feeding  is  not  infre- 
quently encountered.  Following  the  injection  of 
glucose,  the  patient  is  given  two  glasses  of  sweet- 
ened fruit  juice  orally.  As  a rule,  the  patient  comes 
out  of  the  shock  quietly,  restraints  seldom  being  nec- 
essary; whereas  with  metrazol  alone  the  patient  is 
often  very  excited  and  noisy  for  several  hours  fol- 
lowing the  convulsion. 

The  patients  are  given  insulin  shock  daily  with 
the  exception  of  Sundays.  As  a rule,  we  give  metra- 
zol three  times  each  week  in  the  beginning  of  the 
course  and  extend  the  interval  to  twice  weekly  and 
once  weekly  as  the  treatment  progresses.  We  en- 
deavor to  individualize  the  patient’s  requirements 
and  his  improvement  governs  the  frequency  and 
number  of  shocks.  The  least  number  which  we 
have  given  has  been  three  and  the  greatest  number 
administered  forty-one,  the  average  being  ten  to 
fifteen  metrazol  convulsions. 

In  our  experience  with  metrazol  convulsive  ther- 
apy,'we  have  observed  that  some  patients  showed  a 
temporary  relapse  of  sjTnptoms  following  the  initial 
course  of  ten  to  twelve  shocks.  This  relapse  occurred 
from  one  to  two  weeks  following  cessation  of  the 
treatment  and  was  seen  in  65  per  cent  of  our  manic- 
depressive  cases.  An  additional  series  of  two  or 
three  injections  of  metrazol  restored  the  patient  to 
his  previous  level  of  improvement,  which  gain  was 
sustained  afterward.  This  temporary  relapse  has  no 
doubt  been  a factor  in  evaluating  the  results  with 
metrazol  and  we  feel  that  all  patients  should  be 
kept  under  observation  for  a sufficient  period  after 
completing  the  course  of  treatment  to  prevent  relapse 
of  symptoms. 

The  acute  manic,  violent,  combative,  destructive 
and  difficult  in  his  management- — responds  nicely  to 
metrazol,  frequently  becoming  tractable  after  a sin- 
gle injection.  We  give  the  hyper-manic  metrazol 
daily  for  three  or  four  consecutive  days  and  it  has 
been  our  experience  that  this  patient  becomes  quiet, 
easily  managed,  with  a decrease  in  his  psychomotor 
activity  within  this  period  of  time,  after  which  the 
patient  is  given  metrazol  shocks  once  or  twice  weekly 
depending  on  the  progress  made  by  the  patient.  It 
has  been  our  experience  that  the  use  of  shock  ther- 
apy has  greatly  reduced  the  necessity  for  tube  feed- 
ings and  the  use  of  restraints  as  well  as  prolonged 
, special  nursing  and  constant  care.  We  have  previ- 
ously mentioned  our  results  with  involutional  mel- 
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ancholia,  and  metrazol  appears  to  be  a specific  treat- 
ment in  many  of  these  cases.  The  agitated  depressed 
patient  offers  the  best  indication  for  metrazol  and 
the  duration  of  the  disease  is  undoubtedly  greatly 
curtailed  by  its  use.  We  have  not  extended  the  use 
of  insulin  and  metrazol  beyond  the  manic-depressive 
group  and  dementia  praecox. 

In  this  series  of  cases,  we  have  had  relatively  few 
accidents.  One  case  sustained  bilateral  fracture  of 
the  surgical  neck  of  the  humerus  and  here  X-rays  re- 
vealed a rather  marked  calcium  deficiency  of  the 
patient's  bones.  We  have  had  only  one  proved  com- 
pression fracture  of  the  thoracic  vertebrae,  although 
we  have  not  X-rayed  all  cases  complaining  of  the 
pain  in  the  chest  or  back  region.  We  feel  that  X-rays 
should  be  made  of  all  painful  regions  to  rule  out 
the  possibility  of  a fracture.  We  have  had  a few 
dislocated  shoulders  and  Jaws  which  are  quickly  and 
easily  reduced  during  the  period  of  relaxation  fol- 
lowing the  convulsion.  In  two  cases  of  insulin 
shock,  an  irrreversible  reaction  was  encountered, 
and  one  of  these  is  unrecovered,  presenting  a Kor- 


sakow’s  syndrome  after  six  months.  The  other  case 
of  prolonged  shock  made  a good  recovery  both  from 
the  coma  and  his  psychosis.  We  believe  that  proper 
care  during  the  convulsive  stage  of  metrazol  shock 
will  prevent  many  complications.  The  recent  work 
of  Bennett  with  curare  is  very  interesting  but  we 
have  not  had  the  occasion  to  use  it.  In  a recent 
communication,  Bennett  stated  that  he  had  given 
over  1,000  injections  of  curare  without  untoward 
effects.  Curare  is  used  just  prior  to  metrazol  and 
produces  a transient  paralysis  of  the  muscular  sys- 
tem, which  in  reality  reduces  the  severity  of  the 
convulsive  seizure,  hence  lessening  the  possibility  of 
complications,  bone  fractures,  dislocations,  etc. 

We  do  not  intend  this  paper  to  be  a treatise  on 
the  use  of  insulin  and  metrazol,  but  rather  we  have 
in  mind  the  presentation  of  our  cases  and  the  results 
which  have  been  obtained,  together  with  our  obser- 
vations and  experiences  with  the  use  of  shock  ther- 
apy in  various  psychotic  states. 

St.  Albans  Sanatorium. 


SOME  COMMENTS  ON  THE  INTRAMURAL  AND  EXTRAMURAL 
ACTIVITIES  OF  A MODERN  STATE  HOSPITAL.* 


Joseph  E.  Barrett,  M.D., 

Clinical  Director,  Southwestern  State  Hospital, 
Marion,  Virginia. 


During  the  past  fifty  years  our  knowledge  of  dis- 
eases and  disease  processes  has  increased  by  leaps 
and  bounds.  Co-ordinately,  hospitalization  and  other 
treatment  facilities,  especially  in  the  field  of  physical 
medicine,  have  improved  and  increased  so  it  can 
be  said  that  in  no  country  in  the  world  are  the 
standards  of  medical  care  and  treatment  more  ade- 
quate than  ours.  Aside  from  the  medical  profession 
there  has  been  no  organized  group  more  active  in 
bringing  this  situation  about  than  the  welfare 
workers  themselves. 

During  the  past  thirty-five  years  probably  no 
special  field  of  medicine  has  made  greater  progress 
both  in  the  spheres  of  knowledge  of  the  disease 
processes  and  in  improved  methods  of  treatment  than 
has  psychiatry.  I am  sorry,  indeed,  that  it  cannot 
truthfully  be  said  generally  that  the  facilities  for 

*Read  by  invitation  before  the  Mental  Hygiene  Sec- 
tion of  the  Virginia  Conference  of  Social  Work,  Roanoke, 
Va.,  April  19,  19+0. 


hospitalization  and  treatment  have  kept  pace.  In 
some  states  patients  are  permitted  to  be  kept  in  jail 
for  varying  periods  of  time  before  admission  to  a 
hospital  can  be  arranged. 

It  is  axiomatic  that  the  most  favorable  time  to 
treat  any  disease  process  is  at  its  beginning.  Failure 
to  do  so  is,  I believe,  largely  responsible  for  the  ever 
increasing  number  of  continued  treatment  cases  in 
our  State  hospitals. 

Virginia,  although  not  alone  in  this,  has  also 
lagged  in  its  organized  program  for  the  prevention 
of  mental  disease.  I am  glad  to  be  able  to  say, 
however,  that  this  latter  program  is  beginning  to 
take  form. 

No  longer  is  mental  disorder  looked  upon  as  a 
visitation  of  divine  disfavor.  Aside  from  that  rela- 
tively small  group  of  organic  psychoses,  and  think- 
ing of  that  large  group  of  so-called  functional  psy- 
choses, mental  disease  in  general  can  be  thought  of 
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as  the  individual’s  mental  equipment  succumbing  to 
the  stress  and  vicissitudes  of  life  in  a similar  way  to 
that  in  which  the  organism  succumbs  to  its  battle 
with  pathogenic  bacteria.  In  other  words,  w’e  are 
unable  to  cope  with  the  situation  either  mentally  or 
physically.  This  may  be  due  to  ( 1 ) inadequate 
hereditary  equipment,  (2)  lowered  resistance  in  an 
adequately  equipped  individual,  or  (3)  an  over- 
whelming situation. 

.A  state  hospital,  when  conducted  primarily  for 
the  benefit  of  the  patient,  is  one  of  the  most  active 
of  modern  medical  clinics.  When  patients  are  ad- 
mitted to  a state  hospital,  and  almost  immediately 
assigned  to  work  on  the  farm,  in  the  laundry,  car- 
penter shops,  etc.,  without  an  adequate  study  hav- 
ing been  made  of  their  conditions  and  needs,  I am 
convinced  that  the  patient  is  being  exploited  in  the 
interest  of  something  else,  ^^'hen  it  is  necessary  or 
permissible  to  retain  patients  in  hospitals  as  under- 
paid employees  the  situation  warrants  study. 

The  modern  state  hospital  is  primarily  concerned 
with  the  placing  of  each  newly  admitted  patient  un- 
der treatment  indicated  by  his  condition  with  the 
objective  of  returning  him  or  her  to  their  home  and 
community  at  the  earliest  possible  date.  It  is  fur- 
ther interested  in  setting  up  the  conditions  necessary 
to  obviate  this  patient’s  return  to  the  hospital  if 
possible. 

There  are  a number  of  other  activities  closely 
associated  with  the  clinical  work  of  such  a hos- 
pital, viz. : Educational  and  training  activities, 

research  and  prevention,  which  wall  be  mentioned 
briefly  during  the  course  of  this  paper. 

The  Newly  Admitted  Patient 

'I'here  is  probably  no  ordeal  looked  upon  with 
more  hopelessness  by  relatives,  than  the  sending  of 
one  of  their  family  to  a mental  hospital.  This  is  a 
condition  that  there  should  be  increasing  efforts  to 
correct.  Oftentimes  mentally  sick  individuals  are 
whisked  off  to  the  hospital  by  relative  strangers 
without  even  an  effort  at  explanation  as  to  what  is 
being  done.  At  other  times  the  patient  has  misrepre- 
sentations made  as  to  where  he  is  going,  hence  finds 
himself  in  a hospital  feeling  very  resentful. 

7'he  admission  procedure  for  new  patients  in  men- 
tal hospitals  is  one  that  should  be  very  carefully 
worked  out.  Sufficient  time  should  be  taken  in  the 
admitting  office,  if  patient’s  condition  will  permit, 
to  fully  explain  the  nature  of  the  hospital,  just  why 


he  is  there,  and  as  nearly  as  possible  what  he  may 
expect.  Such  a procedure  tends  to  restore  a degree 
of  confidence  and  makes  the  future  handling  of  his 
case  much  more  satisfactory. 

The  patient’s  proper  segregation  in  the  receiving 
service  is  all  important.  It  is  to  be  regretted  that 
housing  facilities  have  in  the  great  majority  of  in- 
stances been  constructed  on  such  a large  scale  that 
satisfactory  segregation  is  difficult.  This  oftentimes 
forces  the  new  patient  into  immediate  contact  with 
unimproved  continued  treatment  cases  who  fre- 
quently paint  for  this  new  patiept  a very  forlorn 
picture. 

I am  convinced  that  the  reception  service  should 
be  somewhat  detached  from  the  continued  treat- 
ment portion  of  the  hospital,  and  that  such  service 
should  be  so  constructed  that  new  patients  can  be 
segregated  into  small  groups.  It  can  be  predicted 
that  60  per  cent  of  the  patients  admitted  to  such  a 
facility,  with  adequate  treatment  facilities,  can  be 
released  in  six  months  or  less. 

Each  new  patient  should  be  subjected  to  a pains- 
taking physical  examination  within  not  more  than 
twenty-four  hours  after  admission.  The  psychiatric 
study  will  take  a longer  period  but  must  be  com- 
pleted as  rapidly  as  possible.  The  compiling  of  a 
pre-hospital  social  history  is  a very  important  work, 
oftentimes  assigned  to  the  social  service  department. 
Although  I understand  the  work  of  the  social  serv- 
ice department  is  to  be  separately  discussed,  I shall 
comment  briefly  regarding  this  highly  important 
service. 

In  hospitals  where  this  department  is  used  merely 
for  gathering  news  and  running  errands  there  is  an 
unwarranted  misuse  being  permitted.  I have  come 
to  think  of  the  members  of  this  department  as  my 
extramural  therapists.  Following  the  patient's  ad- 
mission they  have  been  actively  studying  and  cor- 
recting the  environment  from  which  he  came;  they 
have  followed  closely  his  treatment  and  progress 
intramurally  so  that,  when  he  is  ready  for  release, 
their  job  becomes  the  carrying  on  of  the  treatment 
extramurally  in  the  environment  which  they  have 
already  constructed  for  him.  Such  a cooperation  by 
trained  and  skilled  workers  cannot  but  result  in  an 
increasing  numljer  of  satisfactory  re-adjustments  for 
mentally  ill  persons. 

We  find  patients  in  varying  states  of  ph}sical 
health.  The  modern  .state  hospital  must  be  equipped 
to  diagnose  and  treat  practically  all  the  diseases 
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known  to  physical  medicine,  possibh'  with  the  ex- 
ception of  some  of  the  most  obvious  communicable 
diseases,  and  occasionally  one  of  these  is  admitted 
in  its  prodromal  stage.  Hence  adequate  facilities 
should  be  available  for  immediate  isolation  or  segre- 
gation if  intramural  epidemics  are  to  be  avoided. 

Frequently  disturl)ed  mental  conditions  are  found 
engrafted  on  acute  physical  disorders  and  vice  versa. 
Hence  adequate  laboratories  for  routine  and  special 
examinations  must  be  available  and  properly  per- 
sonnelled.  Surgical  and  medical  units  must  be  pro- 
vided if  the  patient  is  to  receive  adequate  care  and 
treatment. 

Then,  too,  the  patient’s  mental  condition  may  be 
and  often  is  such  as  to  require  immediate  considera- 
tion. .Acutely  disturbed  cases  must  be  placed,  under 
sedative  treatment;  depressed  and  indifferent  cases 
must  be  stimulated.  Programs  must  be  worked  out 
as  rapidly  as  possible  to  place  the  patient  on  the 
road  to  improvement  and  recovery  where  possible. 

Physiotherapy 

This  term  is  used  to  include  hydrotherapy,  elec- 
trotherapy, and  the  various  forms  of  massage,  me- 
chanical manipulation,  etc. 

In  my  opinion  the  sedative  forms  of  hydrotherap}', 
such  as  wet  sheet  packs  and  continuous  baths,  are 
highly  preferable  to  sedative  drugs  in  the  treatment 
of  disturbed  and  restless  cases.  They  are  forms  of 
treatment  that  can  be  used  almost  anywhere  in  the 
institution  but  preferably  in  designated  sections. 
They  are  forms  of  treatment  that  can  be  used  re- 
peatedly without  fear  of  addiction  or  untoward  re- 
sults when  carefully  supervised. 

The  tonic  forms  of  hydrotherapy,  although  mild, 
can  alwaj's  be  applied  to  meet  the  physical  condition 
of  the  patient  and  can  be  highly  recommended. 

Electrotherapy  has  a wide  range  of  applicability 
both  from  the  ps}chic  and  physical  standpoints. 

Oc(’UPATioNAL  Therapy 

There  should  be  no  confusion  between  occupa- 
tional therapy  and  industrial  therapy. 

When  I speak  of  occupational  therapy,  I refer  to 
the  use  of  the  various  arts  and  crafts,  under  the 
supervision  of  trained  workers.  Occupational  ther- 
apy should  be  very  carefully  prescribed  to  meet  the 
needs  of  the  individual  patient.  It  should  have  for 
its  immediate  purpose  the  direction  of  the  patient’s 
thoughts  and  activities  toward  something  other  than 
himself  and  into  the  field  of  objectivity.  Failure  to 


produce  a useful  article  is  beside  the  point;  how- 
ever, as  patients  improve  in  their  mental  condition 
they  will  produce  useful  articles  in  this  sphere  of 
activity.  As  improvement  progresses  patients  may  be 
assigned  to  the  various  industrial  activities  where 
production  of  useful  articles  is  of  major  concern. 
This  form  of  therapy,  industrial  therapy,  may  be 
used  for  training  jlatients  in  new  spheres  of  activity, 
anticipating  their  return  to  the  community,  or  it 
may  be  used  with  continued  improvement  to  the  ex- 
tent of  re-establishing  self  confidence. 

Recreational  Therapy 

Although  play  is  enjoyed  by  everyone,  its  use  in 
the  treatment  of  mental  patients  is  a means  to  an 
end.  Many  patients  if  left  to  their  own  resources 
will  sit  and  sit,  all  too  satisfied  with  their  own 
thoughts  and  their  world  of  fantasy  and  delusion. 
Experience  has  demonstrated  the  usefulness  of  play 
in  various  forms  to  stimulate  healthy  competition 
among  those  whose  mental  illness  makes  them  too  in- 
dividualistic, and  to  supplement  other  measures  that 
cultivate  physical  sturdiness  and  vigor  in  a group 
who  may  neglect  the  demands  of  their  own  bodies. 
In  contrast  to  this  form  of  therapy  it  is  often  stated 
that  a considerable  number  of  patients  work  on  the 
farm  and  about  the  institution  and  get  all  the  exer- 
cise they  need.  Quite  true,  but  even  they  would  en- 
joy a little  play.  On  the  other  hand,  there  are  hun- 
dreds who,  because  of  their  extreme  indifference  and 
lack  of  interest,  rarely  leave  their  wards  except  for 
walks.  They  must  not  be  forgotten  in.  any  well  or- 
ganized program,  and  many  of  them  may  be  brought 
back  to  industrial  employment  through  proper  meas- 
ures persistently  applied. 

Music 

The  effect  of  music  on  mental  processes  has  been 
extensively  investigated  with  varying  results,  but 
certainly  has  a prominent  place  in  the  therapeutic 
procedures  of  a modern  mental  hospital. 

Bibliotherapy 

Modern  state  hospitals  have  libraries  of  varying 
size.  Prescribed  reading  is  therapeutically  sound 
and  is  being  increasing!}-  used  with  satisfactory  re- 
sults. 

Psychotherapy 

The  bringing  of  the  physician’s  experience  and 
knowledge  to  bear  upon  the  problems  of  the  men- 
tally ill  is  psychotherapy.  The  methods  of  doing 
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this  may  be  according  to  various  schools  of  thought. 
It  seems  to  me  that  whatever  school  of  thought  one 
endeavors  to  follow,  the  ultimate  goal  one  hopes  to 
achieve  is  the  same,  viz. : an  understanding  by  the 
physician  of  the  patient’s  conflicts  and  the  bringing 
of  the  patient  to  see  them  too.  A critical  evalua- 
tion of  the  various  methods  is,  of  course,  not  yet  pos- 
sible. But,  by  and  large,  psychotherapy  is  a form 
of  treatment  somewhat  neglected  in  many  large  hos- 
pitals, largely  because  of  inadequate  personnel  to 
carry  on  these  time-consuming  programs. 

Special  Therapies 

During  the  past  several  years  the  use  of  shock 
therapy  with  insulin  and  metrazol  in  cases  of  schizo- 
phrenia has  been  increasingly  used  in  cases  of  manic 
depressive  psychosis  and  the  involutional  psychoses. 
In  different  hospitals  the  results  have  been  dif- 
ferently interpreted  to  the  extent  that  most  every- 
where one  method  of  producing  shock  has  been  dis- 
carded in  favor  of  the  other  and  vice  versa.  It  can 
be  said,  however,  that  the  results  from  each  form  of 
shock  therapy  have  been  sufficiently  satisfactory,  es- 
pecially in  selected  cases,  to  warrant  its  continued 
use.  In  our  hospital  we  have  adopted  the  use  of 
metrazol  because  ( 1 ) the  results  are  satisfactory  and 
(2)  because  of  its  ease  of  administration  with  small 
personnel. 

The  use  of  the  various  forms  of  hyperpyrexia 
and  chemotherapy  in  the  treatment  of  syphilis  of 
the  central  nervous  system  is  so  broadly  prevalent 
that  to  say  they  are  not  used  would  indeed  be  a 
mark  of  derogatory  distinction.  This  form  of  ther- 
apy has  indeed  enhanced  the  outlook  and  longevity 
for  these  patients  many  times. 

I would  like  to  mention  the  so  little  thought  of  pro- 
cedure as  the  service  of  food  as  a therapeutic  meas- 
ure. I am  personally  convinced  of  the  value  of 
cafeteria  type  of  service  for  all  ambulatory  patients. 
I have  seen  the  value  of  this  many,  many  times,  in 
well  organized  state  hospital  cafeterias,  where  an 
element  of  choice  in  foods  is  offered  and  a standard 
of  appearance  on  the  part  of  the  patient  is  required. 
There  has  most  always  resulted  voluntary  improve- 
ment in  personal  appearance  and  a marked  degree 
of  restoration  of  self  confidence. 

There  are  many  special  groups  which  should  be 
given  clinical  consideration  here,  but  I will  mention 
only  one. 

During  the  past  two  years  at  Southwestern  State 


Hospital  roentgenological  survey  has  been  made  of 
the  chests  of  all  patients,  both  old  and  new.  .\11 
active  cases  of  pulmonary  tuberculosis,  both  men  and 
women,  are  segregated  in  a separate  building,  espe- 
cially constructed  for  that  purpose  and  are  under 
modern  treatment  for  their  condition. 

There  are  several  other  groups  for  which  pro- 
grams are  being  planned,  but  are  being  hampered 
because  of  inadequate  personnel. 

Other  Associated  Clinical  Activities 

Earlier  in  this  paper  I stated  I would  mention 
briefly  some  of  the  associated  activities  of  the  clini- 
cal work  of  a state  hospital. 

Education  and  T raining.  I am  of  the  opinion  that 
each  hospital  has  the  responsibility  of  keeping  the 
citizens  of  its  district  repeatedly  informed  of  the 
early  signs  and  symptoms  of  mental  disease  so  that 
their  family  physician  can  be  properly  consulted.  I 
further  believe  the  hospital  should  feel  responsible 
for  keeping  the  physicians  of  its  district  informed 
of  the  advances  it  has  made  and  the  treatment  it  is 
prepared  to  give. 

In  my  opinion  the  teaching  hospital  is  most  often 
the  best  hospital,  and  offers  more  to  its  patients. 
.\ctive  supervised  training  should  be  always  avail- 
able to  medical  students,  student  nurses,  student  so- 
cial workers.  No  longer  can  the  state  hospital  re- 
main an  institution  apart  and  detached  from  the 
activities  of  its  district.  Its  patients  come  from  these 
communities  and  many  will  return  to  the  various 
communities,  hence  the  hospital  must  know  its  com- 
munities and  the  people  of  the  communities  must 
know  it,  what  it  is  doing  and  what  it  stands  for. 

Research.  The  state  is  probably  the  only  agency 
sufficiently  powerful  and  financially  able  to  even  at- 
tempt the  problems  of  hospitalization  for  mental 
disease.  No  organization  should  be  more  concerned 
about  research  into  the  causes,  improved  methods  of 
treatment  and  prevention  of  this  increasing  problem. 
For  these  reasons,  if  for  no  other,  each  state  hospi- 
tal should  be  actively  engaged  in  research. 

Out -Patient  Clinics.  In  my  opinion  the  responsi- 
bility of  the  state  hospital  does  not  end  Avhen  its 
patient  is  sufficiently  improved  to  warrant  return  to 
his  home  and  community.  In  most  instances  he  has 
been  away  from  tliis  environment  for  a period  of 
months  and  sometimes  years,  suffering  from  a type 
of  disorder  which  has  impaired  his  organizing  and 
adjusting  ability.  Situations  may  have  changed  to 
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the  extent  that  he  will  be  entering  practically  a new 
world.  He  continues  to  need  assistance  through  this 
period  of  re-adjustment.  Extramural  clinics  for  such 
patients  have  been  found  most  beneficial.  The  psy- 
chiatrist's periodic  assistance  and  the  social  work- 
er’s continuous  assistance  has  proven  most  valu- 
able. From  the  Southwestern  State  Hospital  we  are 
now  conducting  four  such  clinics,  located  at  that 
number  of  different  centers  most  readily  accessible 
to  our  paroled  patients.  Under  this  system,  since 
.August  1,  1939,  195  patients  have  been  placed  on 
parole  and  70  per  cent  of  them  are  still  at  home. 

This  in  itself  is  sufficient  to  warrant  the  estab- 
lishment of  a number  of  out-patient  clinics  and  is 
proving  of  great  value  to  paroled  patients.  Patients 
themselves  state  the  value  of  these  psychiatric  inter- 
views in  different  ways.  Recently  one  patient  stated 
that  he  desired  to  come  to  the  clinic  each  month  be- 
cause of  the  reassurance  he  was  able  to  gain.  An- 
other put  it  in  a rather  different  fashion  by  saying 
that  after  she  had  visited  the  clinic  she  knew  she 
was  not  going  to  need  to  go  back  to  the  hospital. 

It  is  logical  to  ask  if  these  extramural  clinics  can 
be  or  are  of  any  value  to  other  groups  than  paroled 
hospital  patients.  Without  going  into  a discussion 
at  this  point  of  the  various  types  of  extramural 
clinics  and  the  personnel  required,  the  answer  can 
be  emphatically  yes. 

Social  agencies  in  the  relief  field  have  numerous 
clients  whose  problems  become  increasingly  diffi- 
cult to  handle  largely  because  of  the  personality  of 
the  client.  These  do  not  amount  to  even  early  psy- 
chotic manifestations  but  require  a psychiatric  in- 
terpretation. Just  recently  such  a client  was  re- 


ferred to  me  at  one  of  my  clinics.  As  a result  of 
one  psychiatric  interview,  taking  about  one  hour 
during  which  time  the  patient  was  brought  to  see 
something  of  himself  and  in  addition  something  of 
his  personal  obligations  and  responsibilities.  I am 
informed  the  situation  has  changed  to  the  extent 
that  the  agency  is  no  longer  bothered,  at  least  for  the 
present. 

There  are  also  clients  showing  early  psychotic 
manifestations  which  can  be  adequately  treated  ex- 
tramurally,  and  in  many  instances  hospitilization 
obviated. 

In  many  localities  the  courts  avail  themselves  of 
such  serv’ices  in  order  to  ascertain  a better  knowl- 
edge of  the  persons  with  whom  they  have  to  deal. 
Judges  have  told  me  that  it  has  many  times  been 
quite  helpful  to  know  just  what  type  of  person  this 
man  or  woman  is.  Some  Juvenile  Courts  have  even 
established  their  own  psychiatric  clinics  in  order  to 
have  them  always  at  hand.  Domestic  relations  courts 
have  also  found  the  psychiatric  advice  from  such 
clinics  quite  helpful  in  many  instances.  Our  schools 
also  have  many  problem  children  whose  difficulties 
can  best  be  approached  when  a better  knowledge  of 
the  child’s  personality  and  any  deviation  is  at  hand. 
The  discussion  of  child  guidance  clinics  in  any  de- 
tail would  take  more  time  than  is  available.  It 
should  be  said,  however,  that  in  childhood  is  the 
most  opportune  time  to  do  preventive  work  in  the 
field  of  mental  disease.  Abnormal  behavior  pat- 
terns noted  in  childhood,  if  not  corrected,  will  in 
many  instances  develop  into  psychotic  manifesta- 
tions later  on. 


MENTAL  HYGIENE  AND  PSYCHIATRY.* 


P.ATRICK  H.  Drewry,  Jr.,  M.D., 

Assistant  Professor  of  Psychiatry,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


Since  the  mental  hygiene  movement  in  this  coun- 
try started  with  the  purpose  of  improving  the  care 
and  treatment  of  patients  in  mental  hospitals,  it  is 
only  natural  that  psychiatry  should  have  played  a 
greater  part  in  the  movement  than  the  other  branches 
of  medicine,  and  that  advances  in  psychiatry  and 

*Read  by  invitation  to  the  Mental  Hygiene  Section 
of  the  Virginia  Conference  of  Social  Work,  Roanoke, 
Va.,  .'\pril  19,  1940. 


mental  hygiene  should  continue  to  be  related.  How- 
ever, if  we  accept  the  definition  given  by  Muncie^ 
of  mental  hygiene  as  being  “The  understanding  of 
and  action  on  those  problems  of  mental  health  which 
the  collective  society  must  assume  since  their  im- 
plications pass  beyond  the  bounds  of  personal  re- 
sponsibility”, it  becomes  clear  that  any  mental  hy- 
giene program  must  of  necessity  involve  not  only  the 
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physician,  hut  all  others  who  have  influence  upon 
the  personalities  about  them.  Furthermore,  we  see 
that  problems  are  involved- w’hich  touch  upon  the 
fields  of  medicine  or  psychiatry  only  indirectly,  and 
that  consequently  these  problems  come  more  within 
the  scope  of  such  specialists  as  educators,  social 
workers,  lawyers,  and  others.  It  is  because  of  this 
that  I wish  to  limit  my  discussion  to  some  of  the 
aspects  of  mental  hygiene  that  are  more  closely  re- 
lated to  medicine  in  general  and  psychiatry  in  par- 
ticular. 

It  is  the  function  of  the  physician  to  treat,  or  aid 
in  the  prevention  of,  deviations  from  the  normal 
state  of  health ; consequently,  it  is  important  to  know 
what  constitutes  “normal”  health  in  order  to  prop- 
erly work  toward  that  goal.  In  many  of  the  so- 
called  “organic”  diseases  w’e  have  arrived  at  cer- 
tain standards  of  health  which  can  be  more  or  less 
easily  measured  but,  when  we  try  to  determine  what 
constitutes  normal  mental  health,  we  run  into  diffi- 
culties. It  is  true  that  we  can  recognize  extreme 
deviations,  and  even  the  law  can  furnish  us  with  a 
definition  of  poor  mental  health  by  saying  that  an 
individual  needs  care  when  he  does  not  know  the 
nature  of  his  acts,  and  is  a danger  to  himself  or 
others.  But  such  a definition  is  woefully  inadequate 
from  the  medical  standpoint,  for  it  ignores  many 
emotional  reactions  which  are  both  distressing  and 
crippling  in  their  nature.  In  deciding  upon  what  is 
normal,  we  must  consider  not  only  what  is  going 
on  within  the  individual,  and  what  effect  it  is  hav- 
ing upon  him,  but  we  must  also  keep  in  mind  the 
setting  in  which  the  reaction  occurs.  For  example, 
the  “normal”  cannibal  of  some  South  Sea  island 
engages  in  behavior  which  would  cause  him  to  be 
considered  most  abnormal  in  any  community  in  this 
country.  Similarly  the  cannibal  would  probably 
send  in  haste  for  his  local  witch  doctor  were  he  to 
observe  the  antic.s  of  some  of  our  “normal”  citizens 
at  a football  game.  Furthermore,  it  is  necessary  to 
remember  that  in  dealing  with  human  beings,  one 
deals  with  changing  individuals  in  a changing  en- 
vironment, and  consequently  the  definition  of  nor- 
mal mental  health  must  also  include  this  concep- 
tion. Man  must  be  considered  as  a sociological  as 
well  as  a biological  unit.  Because  of  the  difficulties 
of  definition  the  word  “normal”  is  not  satisfactory, 
yet  there  must  be  a formulation  of  some  goal,  other- 
wise progress  will  be  limited.  Kanner^  speaks  of 
ideal  mental  health,  and  his  conception  of  this  seems 


satisfactory,  though  admittedly  difficult  to  obtain. 
He  says  one  should  aim  for  “a  maximal  ability  of, 
plus  best  opportunity  for,  getting  along  with  people, 
without  the  interference  of  inner  conflicts  or  exter- 
nal frictions,  in  a manner  that  would  make  for  full 
mutual  satisfaction  on  a give-and-take  basis.”  It 
must  be  emphasized  that  he  speaks  of  this  as  the 
“ideal”,  and  avoids  use  of  the  word  “normal”. 

Whatever  the  definition  of  good  mental  health 
may  be,  there  are  few  people  who  do  not  have  their 
suggestions  as  to  the  means  by  which  it  can  be  at- 
tained. In  a recent  study  of  the  lay  conception  of  the 

* 

meaning  of  the  word  “nervousness”,  a mixed  group 
of  over  one  hundred  people  were  asked  what  the 
word  meant  to  them,  and  how  they  would  treat  the 
“nervousness”  they  had  defined.  The  suggested 
methods  of  treatment  were  almost  as  numerous  as 
the  people  questioned,  and  the  answers  varied  from 
such  statements  as  “think  only  about  pleasant 
things”  to  advice  to  leave  the  stock  market  alone. 
Had  the  same  group  been  asked  how  heart  disease 
should  be  treated,  the  majority  would  have  recom- 
mended medical  care,  but  in  response  to  this  ques- 
tion only  eight  suggested  such  a thing,  in  spite  of 
the  fact  that  most  of  them  looked  upon  “nervous- 
ness” as  a form  of  illness. 

That  the  complex  field  of  mental  health  is  full  of 
self -constituted  experts  is  recognized  by  all  who  are 
interested  in  the  subject,  and  it  is  realized  that  a 
portion  of  the  blame  may  be  laid  at  the  door  of  the 
physician.  Until  recent  years  the  only  instruction 
given  medical  students  in  the  subject  was  a few 
demonstrations  of  patients  with  the  major  psychoses, 
and  consequently  the  graduate  of  the  medical  school 
was  not  only  ill-informed  but  also  disinterested, 
since  in  practice  he  would  seldom  come  in  contact 
with  such  advanced  reactions.  In  consequence,  the 
physician  usually  avoided  contacts  with  patients 
who  were  mentally  ill,  and  often  either  dismissed 
such  patients  with  the  statement,  “your  troubles  are 
all  imaginary”,  or  else  wrote  a prescription  for  some 
simple  tonic  and  hoped  the  patient  would  go  to  an- 
other doctor  next  time.  Fortunately  the  conditions 
which  brought  this  about  are  being  remedied,  and 
medical  schools  now  devote  an  increasing  amount  of 
time  to  instruction  in  the  field  of  mental  health. 
At  present  most  physicians  realize  the  importance 
of  the  emotional  factor  in  illness,  and  practice  psy- 
chiatry and  mental  hygiene  to  some  extent,  even 
though  they  do  not  call  them  by  these  names.  This 
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is  particularly  true  of  the  good  general  practitioner 
who  has  an  intimate  knowledge  of  the  individuals 
and  families  who  consult  him,  and  consequently  is 
able  to  deal  with  many  of  their  mental  hygiene 
problems  which  are  on  a situational  basis. 

The  role  of  the  psychiatrist  has  also  changed  in 
recent  years.  Formerly,  psychiatrists  were  to  be 
found  only  in  mental  hospitals,  where  their  chief 
concern  was  to  see  that  a slim  budget  would  pro- 
vide for  the  custodial  care  of  their  patients.  Now 
there  are  more  in  private  practice,  in  the  general 
hospitals,  and  in  the  medical  schools,  though  the 
need  for  still  more  in  such  positions  is  great.  There 
is,  however,  a tendency  on  the  part  of  the  public  to 
e.xpect  too  much  of  them  at  times,  due  to  a lack  of 
correct  information  about  their  work.  This  type  of 
enthusiasm  was  exemplified  in  the  summer  of  1939 
when  the  British  Broadcasting  Company  asked  one 
of  the  eminent  English  psychiatrists  what  should  be 
broadcast  to  the  public  to  prevent  panic  during  an 
air  raid.  The  desire  to  prevent  panic  was  as  laud- 
able as  the  request  was  absurd. 

^^'hat  is  psychiatry?  What  does  the  psychiatrist 
do?  How  does  he  go  about  doing  it?  The  miscon- 
ceptions on  these  subjects  would  probably  fill  a 
large  book  if  they  were  all  written  down,  yet  funda- 
mentally the  answers  are  quite  simple.  It  is  realized 
that  most  of  you  are  cognizant  of  the  type  of  work 
done  by  the  psychiatrist,  and  are  to  a certain  extent 
informed  regarding  his  methods,  yet  it  is  still  worth 
while  to  go  over  the  questions  briefly.  In  the  first 
place  psychiatry'  is  a branch  of  medicine  “whose 
purpose  it  is  to  study  and  understand  the  function 
and  influence  of  mental  and  emotional  processes  in 
states  of  health  and  disease,  with  the  aim  of  aiding 
those  individuals  in  whom  these  various  processes  are 
not  properly  integrated.”®  This  definition  is  not  en- 
tirely' satisfactory,  but  it  is  superior  to  one  which 
would  limit  psychiatry  to  the  field  of  the  more  ad- 
vanced reaction  types.  Furthermore,  it  connotes  a 
knowledge  of  the  interrelationships  between  the  men- 
tal processes  and  emotions  and  the  physiological 
functioning  of  the  organism. 

It  is  the  first  purpose  of  the  objective  psychiatrist 
to  aid  the  patient  in  his  effort  to  gain  a maximal 
amount  of  mental  health  by  the  use  of  any  means 
which  are  feasible.  There  is  no  mystery  about  the 
method  of  the  psychiatrist,  any  more  than  there  is 
about  the  work  of  the  specialist  in  any  other  branch 
of  medicine.  There  is,  however,  the  matter  of  spe- 


cial skill  which  is  acquired  by  practice,  and  can  be 
gained  in  no  other  way.  The  good  psychiatrist 
should  not  limit  himself  to  some  circumscribed  the- 
oretical technic,  but  rather  should  be  prepared  to 
use  any  methods  that  are  available  for  the  treatment 
of  any  given  patient.  It  can  not  be  denied  that  there 
has  been  some  confusion  in  the  minds  of  many 
people  regarding  psychiatry,  chiefly  because  of  ill- 
considered  publicity  associated  with  the  subject. 
The  case  of  psychoanalysis  is  illustrative  of  this. 
Psychoanalysis  is  primarily  a technic  of  psychiatric 
treatment,  which  can  be  used  in  a very  limited  num- 
ber of  cases,  yet  due  to  an  excess  of  enthusiasm  on 
the  part  of  some,  and  a spectacular  type  of  publicity 
given  it  by  others,  much  confusion  has  been  aroused 
in  the  minds  of  physicians  and  public  alike  as  to 
what  it  is.  Many  people,  in  fact,  have  been  led  to 
believe  psychiatry  and  psychoanalysis  are  one  and 
the  same — when  in  fact,  analysis  is  a method  used 
by  some  psychiatrists  under  some  circumstances. 
Unfortunately  people  tend  to  search  for  a formula 
of  some  sort  to  explain  their  troubles  and,  when 
they  see  some  such  phrase  as  “inferiority  complex”, 
they  grasp  at  it,  without  realizing  that  they  do  not 
know  what  a complex  is,  and  that  instead  of  having 
found  a cause  for  their  unhappiness,  they  have 
merely  given  it  another  name. 

The  psychiatrist  looks  upon  an  individual  as  an 
integrated  unit  and,  when  a patient  appears  with  a 
complaint,  examination  is  not  directed  solely  to  a 
search  for  some  “organic”  origin  for  the  trouble  in 
the  sense  of  wanting  to  treat  by  drugs  alone,  but 
rather  an  effort  is  made  to  study  the  individual  as 
a whole.  For  example,  if  a patient  comes  with  the 
complaint  phrased  in  reference  to  his  heart,  exami- 
nation does  not  cease  and  the  patient  is  not  dis- 
missed when  it  is  discovered  that  his  heart  is  func- 
tioning satisfactorily.  It  is  realized  that  the  patient 
is  having  symptoms  of  some  sort,  possibly  based  on 
anxiety,  and  a thorough  study  of  all  features  that 
have  a bearing  on  this  is  made,  and  finally  efforts  are 
engaged  in  to  aid  him  in  making  a satisfactory  ad- 
justment. 

The  method  of  psychiatric  approach  is  not  diffi- 
cult to  understand.  A thorough  study  is  made  of 
the  patient’s  complaint,  the  setting  in  which  it  de- 
veloped, and  the  factors  which  influenced  its 
course.  The  next  step  is  to  ascertain  what  sort  of  a 
person  he  has  been,  what  assets  and  disabilities  he 
had,  what  his  interests  and  aversions  are  and  what 
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his  responses  to  his  environment  have  been.  Finally, 
a thorough  physical  and  neurological  examination  is 
made.  Following  this  study,  those  defects  which  can 
be  corrected  are  attended  to,  efforts  are  made  to 
ameliorate  difficulties  which  cannot  be  entirely  re- 
moved, and  the  patient  is  aided  to  the  fullest  extent 
in  the  realization  of  those  assets  which  he  has.  In 
accomplishing  these  aims,  any  agent  or  method  that 
is  available  is  utilized,  and  there  is  an  avoidance 
of  rigid  formulas  or  the  effort  to  use  some  single, 
highl}'  specialized  method  of  therapy  to  the  neglect 
of  other  useful  methods. 

The  case  of  a married  woman  of  forty-six  who 
had  heart  disease  illustrates  these  points.  She  had 
always  been  a tense,  energetic,  efficient  person  who 
had  many  interests.  Three  years  before  her  admis- 
sion to  the  hospital  she  showed  a personality  change, 
began  to  express  fears  of  old  age,  and  engaged  in  an 
e.xtramarital  love  affair.  This  affair  was  abruptly 
terminated  by  her  lover,  and  three  months  later  she 
showed  signs  of  beginning  cardiac  decompensation. 
■Although  she  was  given  medicine  to  relieve  the  heart 
disease  she  refused  to  eat,  and  finally  became  noisy, 
delusional,  and  hallucinated.  She  was  brought  to  a 
mental  hospital  where  her  physical  illness  was  prop- 
erly treated  by  medical  means  and,  as  the  signs  of 
mental  illness  decreased,  her  physician  began  hav- 
ing frequent  psychotherapeutic  interviews  with  her. 
She  was  encouraged  to  talk  freely  of  her  past  life 
and  finally  interviews  between  her  husband  and  her- 
self were  brought  about,  and  a better  understanding 
between  the  two  resulted.  On  discharge  from  the 
hospital  she  was  referred  back  to  her  family  physi- 
cian, who  was  familiar  with  her  psychological  diffi- 
culties, and  six  years  after  discharge  she  was  still 
in  good  mental  and  physical  health. 

-A  detailed  study  of  this  case  illustrated  the  fact 
that  her  difficulties  were  due  to  no  single  problem 
or  disease,  and  her  recovery  was  brought  about  by 
the  utilization  of  several  different  therapeutic  fac- 
tors, including  medicine,  psychotherapy,  and  en- 
vironmental adjustment. 

The  part  the  psychiatrist  plays  in  the  prevention 
of  mental  illness  has  not  been  mentioned,  and  will  be 
touched  upon  only  briefly.  It  is  realized  that  there 
is  no  panacea  that  will  prevent  such  illnesses,  and 
the  psychiatrist  holds  out  no  promises  of  freeing  the 
world,  or  even  his  community,  of  such  difficulties. 
That  there  are  people  who  hope  that  some  specific 
procedure  will  do  so,  such  as  those  who  advocate 


sterilization  for  all  types  of  mental  illness,  is  true; 
but  so  far  there  has  been  no  convincing  proof  that 
any  such  method  will  accomplish  this  aim.  The 
field  of  child  guidance  is  probably  the  most  hopeful, 
and  it  is  true  that  the  child  psychiatrist  has  probably 
prevented  some  individuals  from  engaging  in  anti- 
social behavior.  On  the  other  hand,  there  is  as  yet 
no  way  of  predicting  absolutely  whether  any  given 
individual  will  later  become  mentally  ill,  nor  has 
sufficient  time  elapsed  for  a comprehensive  statisti- 
cal evaluation  of  the  results  of  the  psychiatric 
treatment  of  children.  It  is  hoped  that  there  will  be 
an  increasing  cooperation  between  psychiatrists  and 
other  physicians,  which  will  result  in  the  earlier 
psychiatric  treatment  of  those  who  need  it,  and  that 
in  this  way  rnanv  incipient  emotional  disturbances 
may  either  be  checked  entirely,  or  else  alleviated 
before  they  can  progress. 

\Miile  the  purpose  of  this  paper  has  been  to  give 
a conception  of  the  attitude  of  the  psychiatrist — or 
rather  the  attitude  of  a psychiatrist — toward  .some 
aspects  of  mental  health,  it  is  fully  realized  that 
many  questions  have  been  left  unanswered,  and  that 
some  of  those  questions  are  of  greater  importance 
than  the  ones  covered  in  this  brief  time.  I have  at- 
tempted to  indicate  that  the  progress  in  mental  hy- 
giene depends  upon  the  coordination  of  physicians 
with  other  groups,  since  by  the  very  nature  of  his 
work  the  physician  at  the  present  time  is  more  apt  to 
treat  the  individual  than  the  group.  I have  also 
attempted  to  show  that  the  work  of  the  psychiatrist, 
while  specialized,  is  on  a rational  basis  and  that 
knowledge  of  psychiatric  principles  can  be  obtained 
by  physicians  who  are  interested. 

Further  progress  in  mental  hygiene,  in  the  final 
analysis,  will  be  dependent  upon  the  interest  of  the 
practitioner,  for  it  is  to  him  that  the  “individual 
with  a complaint”  will  go  first,  consequently  the 
practitioner  must  continue  to  receive  information 
which  will  aid  him  in  the  recognition  of  poor  men- 
tal health,  and  in  the  basic  principles  of  mental 
hygiene,  in  order  that  he  may  not  only  be  able  to 
treat,  but  also  act  as  a source  of  education  in  the 
subject  to  his  patients. 
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THE  FIRST  100  NEW  ADMISSIONS  TO  THE  PETERSBURG  STATE  COLONY.* 


D.  L.  Harrell,  Jr.,  M.D., 

Petersburg,  Virginia. 


The  Petersburg  State  Colony  began  operating  as 
a separate  unit  of  the  State  Hospital  Board  on  Jan- 
uary 1,  1939,  for  the  purpose  of  caring  for  and 
training  mentally  defective  Negroes.  One  hundred 
and  forty-eight  male  patients  were  transferred  from 
the  Department  of  I'eebleminded  at  the  Central  State 
Hospital  and  immediately  thereafter  new  admissions 
were  received.  Because  of  extremely  limited  facil- 
ities only  high-grade  defective  Negro  boys,  above 
ten  years  of  age,  were  considered  eligible.  The  data 
presented  here,  therefore,  is  not  comparable  with 
data  compiled  on  unselected  cases.  Since  the  open- 
ing of  the  Colony,  that  is,  during  the  past  eighteen 
months,  100  new  cases  have  been  admitted.  This 
series  of  100  consecutive  new  admissions  serves 
as  the  basis  for  this  paper. 

The  average  chronological  age  at  time  of  ad- 
mission fourteen  and  one-half  years.  The 

youngest  was  ten  years  old  and  the  oldest  was 
twenty-three  years  of  age.  The  general  physical  con- 
dition of  these  boys  was  good.  Generally  speaking, 
they  did  not  differ  in  appearance  from  the  average 
Negro  boy  seen  on  the  streets  of  our  cities  and  in 
the  countr)-.  Syphilis  occurred  in  8 per  cent  of 
the  cases,  one  of  these  being  a juvenile  paretic. 

The  vast  majority  of  the  cases  reached  us  through 
some  agency.  Commitment  at  the  request  of  parents 
occurred  in  only  8 per  cent  of  the  cases.  Of  the 
referred  cases,  the  State  ^lental  Hygiene  Clinic  sent 
in  forty-four  patients;  thirty-one  came  from  the 
Richmond  Juvenile  Court  and  its  associated  Chil- 
dren’s Memorial  Clinic;  eight  cases  came  from  local 
county  welfare  departments;  three  from  private  so- 
cial agencies;  two  cases  each  from  Juvenile  Courts  of 
Newport  News  and  Norfolk;  and  one  case  each 
came  from  Juvenile  Courts  of  Petersburg  and  Dan- 
ville. 

I have  always  felt  that  the  city  of  Richmond  has 
been  subjected  to  unjust  criticism  because  of  its 
high  rate  of  admissions  to  various  institutions  of  this 
State,  on  the  basis  that  it  sen-es  as  a state-wide 
collecting  center  for  many  agencies.  However,  in  this 
series,  Richmond  was  listed  as  the  usual  place  of 

*Read  before  the  Virginia  Neuropsychiatric  Society,  St. 
Albans  Sanatorium,  Radford,  Va.,  June  19,  1940. 


residence  in  35  per  cent  of  the  cases.  Certainly  not 
more  than  one-tenth  of  the  Negroes  of  this  State 
live  in  Richmond,  yet  one-third  of  our  patients 
came  from  that  city.  Seven  per  cent  of  the  patients 
lived  in  Norfolk  and  Portsmouth  which  together 
form  the  second  largest  metropolitan  area  in  the 
State.  Three-fourths  of  the  cases  came  from  the 
eastern  third  of  the  State  where  the  Negro  population 
is  concentrated. 

Interesting  data  is  available  on  family  histories 
of  this  series.  In  28  per  cent  of  the  cases  both  par- 
ents were  either  dead  or  separated  from  the  family 
by  reason  of  divorce  or  desertion.  Of  these,  the  pa- 
tients were  reared  by  relatives  in  thirteen  cases  and 
by  foster  parents  in  fifteen  cases.  There  were  thirty- 
two  cases  in  which  the  mother  was  living  in  the 
home  but  the  father  had  either  died  or  deserted. 
Of  these  thirty-two  cases  the  mother  worked  out  of 
the  home  during  tlie  day  in  eighteen  instances.  In 
only  twenty-two  cases  were  the  mother  and  father 
both  living  in  the  home. 

The  average  number  of  children  in  the  families 
of  this  series  was  five,  the  smallest  being  one  and  the 
largest  eleven.  In  twenty  cases  the  mother,  father, 
sister,  or  brother  were  known  to  be  delinquent. 
Fourteen  of  the  patients  were  illegitimate.  This  is 
somewhat  lower  than  was  expected;  according  to 
1926  statistics  the  illegitimacy  rate  among  Negroes 
in  this  State  was  18  per  100  live-births.  Practically 
all  families  of  this  series  were  economically  dep>end- 
ent  or  were  operating  on  a low  marginal  basis. 

A definite  history-  of  mental  disorders  in  the  family 
was  found  in  twenty  cases.  These  were  as  follows: 
brother  or  sister  feebleminded — eight  cases;  mother 
or  father  insane,  feebleminded,  or  epileptic — nine 
cases;  grandparents,  uncle,  or  aunt  insane  or  feeble- 
minded— three  cases. 

This  family  history  data  serves  to  reiterate  the 
unfavorable  conditions  existing  in  many  Negro 
homes.  Early  training,  guidance  and  superv-ision 
are  lacking.  Little  wonder  is  there  that  the  chil- 
dren of  these  families  are  socially  inadequate. 

In  this  series  the  average  age  at  which  the  patient 
started  to  school  was  seven  years;  the  average  grade 
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attained  was  the  third;  the  average  number  of  years 
in  school  was  six;  and  the  average  age  at  which  the 
patient  stopped  school  was  thirteen.  It  will  be  seen 
from  these  figures  that  the  average  patient  had  failed 
at  least  three  grades.  In  England  any  child  found 
to  be  three  years  in  arrears  of  his  regular  grade  is 
required  by  law  to  have  a psychological  examina- 
tion because  it  is  felt  that  any  person  so  retarded 
is  probably  defective. 

A few  years  ago  a patient’s  school  record  gave  in- 
formation which  was  quite  valuable  in  making  a 
diagnosis  as  far  as  mental  deficiency  was  concerned. 
Recently,  however,  our  educators  seem  to  have 
adopted  the  policy  of  advancing  many  children  re- 
gardless of  their  grades  with  the  result  that  it  is 
impossible  to  determine  from  the  school  report  Just 
what  grade-work  a child  is  capable  of  successfully 
doing.  For  this  reason,  the  above  figures  on  school 
records  may  be  in  error. 

Since  most  of  the  patients  were  of  school  age, 
few  of  them  were  regularly  employed  prior  to  ad- 
mission. According  to  the  histories  thirteen  had 
steady  jobs  and  were  semi-self  supporting.  Several 
others  did  odd  job  work  but  were  mostly  dependent, 
as  were  the  remainder. 

In  my  opinion  the  most  interesting  phase  of  this 
study  is  the  part  dealing  with  the  reason  for  com- 
mitment. Why  were  these  patients  sent  to  an  in- 
stitution? Ten  of  the  cases  were  sent  in  because 
they  were  a burden  on  the  families,  or  because  there 
were  no  relatives  or  friends  who  were  able  to  prop- 
erly care  for  them.  In  all  of  the  remaining  ninety 
cases,  delinquency  was  the  reason.  The  histories 
of  these  cases  read  like  the  register  of  an  industrial 
school,  reformitory  or  some  other  penal  institution. 
Eighty  of  these  delinquent  cases  had  been  in  court 
a total  of  176  times.  I might  add  here  many  of 
these  were  true  defective  delinquents  who,  as  a 
group,  constitute  one  of  the  worst  problems  in  in- 
stitutional management.  The  charges  for  which  they 
were  in  court  were  as  follows:  larcency — thirty-four 
cases;  general  incorrigibility,  including  truancy,  van- 
dalism, behavior  problems  in  school,  drinking  and 
gambling — twenty-four  cases;  larcency  and  house- 
breaking— twelve  cases;  housebreaking  alone — five 
cases;  rape — four  cases;  larcency  and  felonious  as- 
sault-— three  cases;  felonious  assault  alone — two 
cases;  sex  perversion — two  cases;  threatening  mur- 
der— one  case;  manufacturing  alcoholic  beverages — 
one  case;  highway  robbery — one  case. 


From  the  foregoing  it  will  be  seen  that  social 
inadequancy  or  social  maladjustment  was  concerned 
in  each  case.  And  this  is  true  of  practically  every 
defective  admitted  to  an  institution.  Social  inade- 
quacy, however,  is  not  found  in  every  case  of  men- 
tal deficiency.  It  is  estimated  that  2 per  cent 
of  our  population  is  feebleminded,  but  only  10  per 
cent  of  these  will  require  institutionalization.  The 
remaining  90  per  cent  are  able  to  stay  outside  of 
an  institution  because  they  make  a passable  adjust- 
ment in  society.  Moreover,  social  inadequacy  alone 
is  not  a sign  of  mental  deficiency.  I mention  this 
because  there  are  workers  who  apparently  believe  it. 

^ Social  maladjustment,  such  as  larcency  or  prostitu- 
tion, occurring  in  a dull  normal  individual,  is  too 
frequently  regarded  as  a sure  sign  of  feeblemind- 
ness.  I believe  that  such  was  the  case  with  the 
seven  patients  of  this  series  who  were  sent  in  as 
definitely  feebleminded,  but  were  found  to  be  dull 
normals  and  consequently  were  discharged. 

Over-emphasis  of  part  of  a case  study  is  not 
confined  to  social  adjustment;  psychometric  exami- 
nations are  likewise  over-emphasized  by  many.  Fur- 
thermore, there  is  wide  variation  in  interpretation  of 
the  scores  obtained  on  these  tests. 

Some  workers  hold  that  anyone  with  an  intelligence 
quotient  above  75  per  cent  is  not  mentally  defective, 
while  others  report  cases  with  intelligence  quotients 
of  100  per  cent  as  unquestionably  defective.  On  the 
other  hand,  we  have  seen  many  adults  with  in- 
telligence cjuotients  as  low  as  50  per  cent  who  cer- 
tainly cannot  be  classified  as  feebleminded. 

Statistics  compiled  by  the  U.  S.  Army  while  ex- 
amining draftees  for  the  World  War  revealed  the 
fact  that  twelve  years  represents  average  intelligence 
of  the  population  of  this  country. 

Within  the  past  six  years  we  have  seen  in  this 
State  the  accepted  average  mental  age  of  sixteen 
years  drop  to  fourteen  years.  Whereas,  many  persons 
examined  on  the  sixteen-year  basis  were  diagnosed 
as  mental  defectives,  if  studied  today,  they  would 
probably  be  released  as  not  mentally  defective. 

Doll,  I believe,  expressed  the  best  thought  con- 
cerning these  variations  in  the  following  statement: 
“The  weight  of  evidence  suggests  that  in  general 
the  Binet  mental  age  zone  between  eight  and  twelve 
and  the  Binet  I.Q.  zone  between  60  per  cent  and 
80  per  cent  (although  even  these  limits  are  of 
doubtful  value  in  particular  cases)  includes  both 
high-grade  feebleminded  and  low-grade  normals.” 
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In  this  series  the  mental  age  varied  from  three 
years  to  eleven  and  one-half  years,  the  average  be- 
ing seven  and  one-half  years.  The  corresponding 
intelligence  quotients  ranged  from  20  per  cent  to  84 
per  cent,  the  average  being  53  per  cent. 

Sixty-three  of  the  cases  had  been  studied  in  well- 
organized  clinics  prior  to  admission  to  the  Colony. 
Thirty  of  this  group  rated  an  average  of  one  year 
ten  months  higher  at  the  Colony  than  at  the  referring 
clinic;  in  twenty-two  cases  the  scores  were  the  same; 
and  in  five  cases  the  Colony  score  averaged  ten 
months  lower. 

Some  psychologists  insist  that  Negroes  should  be 
tested  on  the  same  standards  as  whites.  I do  not 
agree  with  this;  in  fact,  I feel  that  either  liberality 
must  be  shown  in  grading,  or  some  adjustment  must 
be  made  in  the  final  score  to  compensate  for  the 
social,  economic,  and  educational  differences  in  the 
two  races.  This  may  explain  why  the  thirty  pa- 
tients rated  higher  mental  ages  at  the  Colony  than 
they  did  in  the  referring  clinics.  Development  of 
tests  which  are  more  suitable  for  the  Negro  race 
would  result  in  a much  better  method  of  treatment 
of  this  problem. 

Psychologically,  the  cases  of  this  series  were 
classified  as  follows: 

Idiot  (I.Q.  0-.19)  1 case 

Imbecile  (I.Q.  .20-.49)  11  cases 
.Moron  (I.Q.  .50-  69)  58  cases 


Borderline  (I.Q.  .70-.79)  20  cases 
Dull  Normal  (I.Q.  .80-.89)  7 cases. 

From  the  standpoint  of  clinical  classification  they 
were  distributed  as  follows : 


Mental  Deficiency — Undifferentiated 60% 

Mental  Deficiency — Familial  20% 

Mental  Deficiency — With  Psychosis.: 9% 

Mental  Deficiency — Post  Infectious 2% 

Mental  Deficiency — Post  Traumatic,  natal 1% 

Mental  Deficiency — With  Endocrine  Disorders  1% 
Not  Mentally  Defective 7% 


The  nine  cases  listed  as  with  psychosis  include 
the  constitutional  psychopathic  inferiority  group. 

The  average  duration  of  institutionalization  of 
this  series  was  seven  months;  the  shortest  period 
was  three  days  and  the  longest  seventeen  months. 

Nine  cases  have  been  discharged;  seven  because 
they  were  not  mentally  defective,  and  two  because 
they  had  been  on  escape  for  one  year. 

Sixteen  cases  are  now  on  parole;  nine  have  re- 
turned to  their  own  homes;  three  have  been  placed 
in  working  homes;  and  four  have  been  sent  to  the 
Industrial  School  because  of  unsatisfactory  adjust- 
ment at  the  Colony. 

Five  cases  are  on  escape  at  the  present  time. 

Of  the  sixty-seven  remaining  at  the  Colony,  thirty- 
eight  are  in  the  Training  School  and  fifteen  have 
been  given  institutional  jobs. 


ACUTE  SURGICAL  LESIONS  OF  THE  ABDOMEN.* 


Irvin  .\bell,  M.D., 

Louisville,  Kentucky. 


The  term,  acute  abdomen,  through  common  usage, 
represents  a recognized  clinical  syndrome  covering 
the  many  acute  conditions  arising  within  the  abdo- 
men urgently  demanding  surgery  for  their  relief. 
Many  of  them  present  symptoms  of  such  similarity 
that  pre-operative  clinical  diagnosis  becomes  a mat- 
ter of  difficulty  and  at  times  accurate  distinction  be- 
tween them  is  quite  impossible.  The  common  indi- 
cation in  such  lesions  is  surgical  relief;  this  being 
true,  it  is  apparent  that  our  first  duty  in  a given  case 
is  to  determine  for  or  against  its  employment.  The 
rapidity  with  which  the  disastrous  changes  in  the 

•Read  before  a joint  meeting  of  the  Medical  Society 
of  Virginia  and  the  West  Virginia  State  Medical  Asso- 
ciation, at  White  Sulphur  Springs,  W.  Va.,  July  29-31, 
1940. 


abdomen  develop  makes  it  imperative  that  this  de- 
termination be  made  at  a time  that  gives  the  patient 
the  greatest  chance  for  recovery.  Regarded  in  this 
light,  the  final  differential  diagnosis  of  the  cause, 
though  of  the  utmost  importance,  must  take  second 
place  if  we  are  to  diminish  the  mortality  from  the 
acute  surgical  lesions  of  the  abdomen.  To  open  the 
abdomen  in  a patient  presenting  acute  symptoms  and 
upon  examination  find  that  such  was  unnecessary 
is  admittedly  bad  surgery  and  an  admission  of  diag- 
nostic failure;  in  condoning  such  a mistake  it  is 
submitted  that  the  mortality  rate  of  the  group  of 
lesions  under  discussion  will  not  be  lowered  unless 
one  is  prepared  to  perform  a laparotomy  without 
waiting  for  a detailed  diagnosis  and  willing  to  risk 
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an  unnecessary  one  rather  than  disregard  the  sus- 
picious signs  that  may  indicate  the  early  and  imme- 
diate stage  of  a condition  convertible  by  dela}'  into  a 
disaster. 

For  purposes  of  convenience  the  subject  will  be 
discussed  under  two  headings:  first,  the  commoner 
causes  of  the  acute  abdomen;  and,  second,  condi- 
tions simulating  it.  It  is  obvious  that  time  will  not 
permit  of  a detailed  discussion  of  all  the  causes  and 
your  indulgence  is  requested  while  some  of  these  are 
briefly  reviewed.  A survey  of  hospital  statistics  re- 
veals that  appendicitis  is  responsible  for  fully  50 
per  cent  of  emergency  abdominal  operations.  Typi- 
cal cases  of  this  disease  seen  early  present  no  prob- 
lem either  in  diagnosis  or  treatment.  The  fact  that 
the  mortality  from  appendicitis  has  shown  a yearly 
increase  from  11,000  in  1920  to  more  than  20,000 
at  the  present  time  is  conclusive  evidence  of  the  fact 
that  patients  afflicted  with  it  do  not  come  under  ob- 
servation or  at  least  to  surgical  treatment  at  a time 
when  its  relief  is  a comparatively  simple  procedure. 
Several  factors  are  responsible  for  this  delay,  the 
most  important  one  being  the  ignorance  of  the  laity 
regarding  the  significance  of  abdominal  pain.  Only 
when  the  public  has  been  educated  in  this  regard 
and,  as  well,  concerning  the  dangers  of  self  medica- 
tion, particularly  purgation,  in  the  presence  of  ab- 
dominal pain,  can  there  be  hope  of  avoiding  the 
problems  which  delay  in  the  institution  of  appro- 
priate treatment  entails.  A second  factor  is  to  be 
found  in  the  delayed  recognition  of  atypical  cases. 
With  a normal  embryological  development  the  ap- 
pendix comes  to  rest  at  what  by  common  usage  is 
designated  as  INlcBurney’s  point.  Three  variations 
from  the  normal  allow  the  appendix  a wide  latitude 
in  location,  it  being  found  in  every  part  of  the  abdo- 
men e.xcept  the  left  upper  quadrant;  these  are,  first, 
a failure  of  rotation  of  the  caecum,  which,  depending 
upon  its  degree  places  the  organ  at  any  point  along 
an  arc  extending  from  the  mid-epigastrium  to  the 
under  surface  of  the  liver  and  thence  downward  to 
the  right  iliac  fossa;  second,  an  unusually  long 
meso-cascum  gives  to  the  latter  a wide  circle  of  mo- 
bility so  that  the  appendix  may  be  found  in  the  right 
lower  quadrant,  in  the  hypogastrium  even  to  the 
left  of  its  midline,  and  at  any  point  in  the  pelvis; 
and,  third,  the  rare  anomaly  of  transposition  of  the 
viscera  in  which  the  caecum  and  appendix  are  lo- 
cated in  the  left  lower  quadrant.  The  atypical  sit- 
uations of  the  appendix  becloud  the  diagnosis  in  the 
event  of  its  inflammation,  one’s  attention  quite  natu- 


rally being  directed  to  the  organs  normally  found  in 
the  respective  localities  mentioned  often  leading  to 
delay,  during  which  gangrene,  perforation  or  infec- 
tion by  contiguity  occurs.  Another  cause  of  delayed 
recognition  is  presented  by  the  deviation  in  symptoms 
when  the  situation  of  the  appendix  is  retrocaecal,  par- 
ticularly when  there  is  an  absence  of  the  meso- 
appendix,  the  organ  being  practically  extraperitoneal ; 
the  absence  of  localized  tenderness  and  rigidity  may 
lead  to  delay  while  the  sequence  of  pathological 
events  in  the  appendix  continues  unchanged.  The 
sequence  of  symptoms,  pain,  nausea,  vomiting,  fever 
and  leucocytosis,  should  put  one  on  guard  and  direct 
suspicion  to  an  atypically  situated  appendix  when 
such  symptoms  can  not  be  definitely  ascribed  to  an 
organ  normally  located  at  their  point  of  origination. 
Recognition  of  appendicitis  during  infancy  and 
childhood  is  not  always  an  easy  matter;  the  symp- 
toms are  the  same  but  the  child  is  not  a miniature 
adult;  it  lacks  cooperation,  the  blood  count  shows 
wide  fluctuations  and  until  about  the  fourth  year 
constantly  shows  a relative  lymphocytosis;  the  dis- 
ease here,  as  in  the  opposite  extreme  of  life,  is  prone 
to  run  a rapidly  destructive  course.  IMuscle  spasm 
is  elicited  often  with  difficulty  while  tenderness  can 
be  frequently  best  appreciated  upon  rectal  palpation. 
When,  from  whatever  cause,  delay  has  allowed  the 
development  of  gangrene,  spreading  peritonitis  or 
diffuse  suppurative  peritonitis,  problems  are  pre- 
sented upon  which  there  is  a wide  diversity  of 
opinion.  Time  forbids  an  anaWsis  of  the  arguments, 
results  and  statistics  of  the  proponents  of  the  imme- 
diate and  the  delayed  operation,  the  type  of  opera- 
tion and  the  question  of  drainage.  The  writer’s  prac- 
tice has  been  and  is  to  regard  such  conditions  as 
emergencies;  not  that  the  patient  should  be  subjected 
to  operation  immediately  upon  arrival  at  the  hos- 
pital, since  peritonitis  does  not  spread  with  such 
rapidity  as  to  forbid  restoration  of  fluid,  chloride  and 
glycogen  balance  before  operation  is  undertaken,  but 
that  removal  of  a depot  of  necrotic,  virulently  in- 
fected tissue,  accomplished  gently  without  undue 
trauma  to  exposed  peritoneal  surfaces  under  spinal, 
ethylene  or  cyclopropane  anesthesia,  with  or  with- 
out drainage  as  the  case  demands,  not  only  meets  the 
pathological  indications,  but  in  our  experience  has 
afforded  the  best  chance  for  recovery. 

Intestinal  obstruction  continues  to  cause  a mortal- 
ity which  is  a serious  indictment  of  both  diagnostic 
ability'  and  surgical  initiative.  It  is  common  knowl- 
edge that  while  acute  intestinal  obstruction  carries 
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an  inevitable  mortality,  the  greater  proportion  of  it 
may  be  justly  attributed  to  delay  in  recognition  and 
to  tardiness  in  the  institution  of  appropriate  treat- 
ment. The  most  important  single  factor  is  the  ele- 
ment of  time;  a second  one  of  great  moment  is  of- 
fered by  the  site  and  character  of  the  obstruction, 
whether  high  or  low,  the  former  pursuing  a more 
rapidly  fatal  course  than  the  latter.  The  precise 
significance  of  these  two  factors  becomes  apparent 
with  a full  realization  of  the  sequence  of  events  com- 
mon to  all  types  of  acute  intestinal  obstruction,  name- 
ly, mechanical  obstruction  of  the  intestine  with  stop- 
page of  the  fecal  current,  damage  to  the  bowel  wall 
with  ultimate  gangrene  and  peritonitis  and  an  asso- 
ciated production  of  toxins  often  of  the  most  virulent 
type.  The  research  workers  by  their  physiocliemical 
studies  of  the  body  fluids  have  afforded  much  val- 
uable aid  in  the  appreciation  of  the  changes  in  body 
chemistry  with  the  indication  of  means  to  assist  in 
the  restoration  of  the  latter,  but  the  underlying  fact, 
with  which  all  adjuvants  must  be  correlated,  is  that 
the  obstruction  is  mechanical  and  must  needs  be 
corrected  mechanically.  The  solution  of  the  problem 
in  the  early  hours  when  but  simple  obstructions  are 
present  may  require  nothing  further;  the  mortality 
is  low  and  the  results  are  brilliant  if  the  obstruction 
■is  relieved  before  the  wall  of  the  bowel  is  compro- 
mised by  strangulation,  volvulus  or  thrombosis.  With 
the  incidence  of  the  complications  dependent  on 
strangulation  and  toxaemia,  which  invariably  follow 
the  continued  presence  of  obstruction,  the  relief  of 
the  latter  becomes  but  one  of  the  indications  to  be 
met  and  the  risk  of  any  operative  procedure  is  enor- 
mously enhanced.  The  external  obstructions  in  the 
shape  of  strangulated  herniae  present  not  only  the 
classical  symptoms  but  give  visible  evidence  of  their 
presence,  hence  offer  no  problem  in  recognition.  The 
internal  obstructions  are  hidden  from  view  and  are 
obscure  to  palpation ; to  await  the  onset  of  symptoms 
which  afford  indisputable  proof  of  their  presence  in 
an  effort  to  make  a differential  diagnosis  is  but  to 
lose  invaluable  time  in  combating  the  approach  of 
dissolution.  The  presence  of  abdominal  pain,  nau- 
sea, vomiting  and  constipation  with  an  absence  of 
fever  and  leucocytosis  should  put  the  burden  of 
proof  on  the  attendant  to  show  that  no  obstruction 
exists.  The  history,  particularly  if  previous  abdomi- 
nal ailments  or  operations  are  indicated,  the  physical 
examination,  the  presence  of  active  peristalsis,  vis- 
ible or  audible,  with  a flat  roentgenogram  compe- 
tently interpreted  with  reference  to  fluid  levels  and 


distribution  of  gas,  in  addition  to  the  three  cardinal 
symptoms  of  pain,  vomiting  and  constipation  will 
permit  of  a diagnosis  before  the  accession  of  fever, 
leucocytosis,  distention,  paresis  and  profound  blood 
changes  indicate  the  patient’s  condition  to  be  one 
of  extreme  gravity.  The  preparation  of  such  pa- 
tients is  most  important  and  will  depend  upon  their 
condition  upon  admission  to  the  hospital;  when  de- 
hydrated, lost  fluids  and  chlorides  are  to  be  replaced 
and,  when  debilitated,  resistance  increased  by  trans- 
fusion before  operation  is  undertaken.  The  Miller- 
.\bbot  tube  offers  a welcome  means  of  relieving  dis- 
tention, thereby  facilitating  the  operative  procedure. 
The  type  of  operation  must  be  suited  to  the  local 
lesion  and  to  the  patient’s  condition;  release  of  ob- 
structing bands  and  adhesions,  resection  of  tumors 
by  the  one  or  .two  stage  methods,  resection  of  gan- 
grenous gut  with  end-to-end  anastomosis  or  e.xteri- 
oration  as  a shot  gun  barrel  enterostomy,  enterostomy 
above  the  obstruction  alone  or  enterostomy  combined 
with  its  removal,  all  find  their  place  in  the  various 
phases  and  stages  of  obstruction* 

Intussusception  is  characterized  by  symptoms 
which  rather  readily  distinguish  it  from  other  forms 
of  obstruction;  namely,  age  incidence,  bloody  stools 
and  a palpable  mass.  The  common  or  ileo-colic  va- 
riety is  seen  in  infants,  the  rarer  colo-colic  is  occa- 
sionally observed  during  childhood,  and  a still  rarer 
variety  may  be  noted  at  any  age  and  at  almost  any 
point  of  the  intestinal  tube  due  to  perverted  peris- 
talsis dependent  upon  intra-intestinal  neoplasm. 
Pain,  bloody  stools  and  a palpable  mass  are  the 
cardinal  si-mptoms;  with  the  onset  of  distention, 
recognition  of  the  mass  becomes  difficult  and  at 
times  impossible.  It  is  needless  to  add  that  diagnosis 
should  be  made  and  appropriate  treatment  instituted 
before  distention  becomes  a feature.  The  intussus- 
ception is  to  be  reduced  not  by  traction  on  the  gut 
at  the  point  of  invagination  but  by  compression 
applied  to  the  apex  of  the  intussusceptum.  Release 
of  the  imprisoned  bowel  with  plication  of  its 
mesenteric  leaf  is  readily  accomplished  if  undertaken 
early.  With  the  development  of  gangrene  exteriora- 
tion  or  resection  of  the  involved  segment  becomes  nec- 
essary, both  procedures  carrying  a high  mortality  in 
infants;  in  fact,  we  have  seen  no  recovery  from  either 
of  these  procedures  when  applied  during  infancy. 

When  confronted  with  evidence  of  obstruction  it 
may  be  well  to  remember  that  during  infancy  in- 
tussusception is  the  common  cause;  that  during  early 
adult  life  hernia  and  peritoneal  adhesions  are  re- 
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sponsible  for  a majority,  while  in  late  adult  life 
carcinoma  becomes  the  greatest  causative  factor. 

The  complications  of  peptic  ulcer  urgently  de- 
manding treatment  are  hemorrhage  and  perforation. 
Hemorrhage  rarely  presents  as  an  emergency  re- 
quiring operation  for  its  control  but  does  at  all  times 
call  for  urgent  and  appropriate  treatment  and  occa- 
sionally is  of  such  massive  extent  as  to  lead  to  an 
immediate  fatality.  The  treatment  we  have  em- 
ployed for  massive  hemorrhage  consists  of  rest  in  bed, 
physiologic  rest  of  the  stomach,  fluids  and  nutrition 
in  the  form  of  glucose  administered  subcutaneously 
and  intravenously  and  whole  blood  transfusions.  We 
formerly  felt  that  fluids  should  be  given  intraven- 
ously in  amounts  not  exceeding  250  cc.  in  the  belief 
that  larger  quantities  by  elevating  blood  pressure 
might  cause  further  bleeding.  We  still  feel  that 
glucose  and  saline  solutions  should  be  administered 
subcutaneously,  but  have  no  hesitancy  in  giving 
transfusions  of  blood  in  amounts  up  to  500  cc.  and 
repeating  as  may  be  indicated.  Occasionally  a case 
will  be  met  in  whicfi  such  measures  fail,  when  con- 
trol of  the  bleeding  becomes  an  indication  for  imme- 
diate operation.  Acute  perforations  give  rise  to 
agonizing  pain  with  coincident  nausea  and  vomiting, 
the  abdominal  musculature  assuming  a board-like 
rigidity.  Primary  shock  may  be  present  or  absent; 
when  absent  a normal  temperature  and  pulse  may 
lull  one  into  a sense  of  false  security.  Delay  in 
diagnosis  and  treatment  at  this  stage  is  but  to  invite 
disaster;  wdth  the  appearance  of  symptoms  indicat- 
ing peritonitis  the  favorable  time  has  passed  and 
the  grim  spectre  of  dissolution  is  in  the  offing.  An 
ulcer  history  and  the  described  onset  suffice  to  make 
a diagnosis;  an  X-ray  film  made  with  the  patient  in 
the  erect  position  showing  air  under  the  dome  of  the 
diaphragm  affords  confirmatory  evidence.  Our  ex- 
perience with  acute  perforations  doubtless  parallels 
that  of  other  surgeons;  we  have  lost  no  patient  op- 
erated on  within  six  hours  after  perforation  and  have 
saved  but  one  operated  on  twenty-four  hours  or 
longer  after  perforation;  within  these  time  limits  the 
mortality  shows  a progressive  increase  with  each 
added  hour  of  delay.  Approximately  80  per  cent  of 
the  acute  perforations  of  duodenal  ulcers  occur  on 
the  anterior  wall  and  90  per  cent  of  the  acute  per- 
forations of  stomach  ulcers  occur  on  the  lesser  cur- 
vature of  the  pre-pyloric  portion;  perforation  of  the 
posterior  walls  is  frequently  sealed  by  adherence  of 
adjacent  structures.  Closure  of  the  opening  with 
superimpxjsed  layers  of  Lembert  sutures  and  an 


omental  fat  graft  suffices  not  only  to  control  leakage 
but  in  a goodly  percentage  to  secure  healing  of  the 
ulcer  as  well.  The  employment  of  additional  meas- 
ures such  as  excision  or  cauterization  of  the  ulcer, 
pyloroplasty,  gastro-enterostomy  or  resection  of  the 
stomach  will  depend  upon  the  extent,  character  and 
location  of  the  local  lesion  and  the  general  condi- 
tion of  the  patient.  The  prime  consideration  in  such 
catastrophies  is  the  saving  of  life;  this  is  accom- 
plished hy  the  stoppage  of  the  leak.  It  may  be 
stated  as  a general  rule  that  the  greatest  safet\-  to 
the  greatest  number  prohibits  doing  more,  yet,  in  the 
presence  of  marked  pyloric  or  duodenal  obstruction, 
granting  that  the  condition  of  the  patient  permits,  a 
pyloroplasty,  gastro-enterostomy  or  resection  may  Ire 
done  with  reasonable  safety,  giving  assurance  of  re- 
lief and  obviating  a second  operation. 

Diverticulitis  occurring  in  Meckel’s  diverticulum 
has  been  long  recognized  as  a not  infrequent  cause 
of  an  acute  abdomen;  during  the  present  century  di- 
verticula in  other  portions  of  the  intestinal  tract  have 
come  to  be  known  as  acting  in  a similar  capacity. 
Acute  inflammation,  localized  abscess,  gangrene  and 
perforation  with  resultant  peritonitis,  and  obstruc- 
tion all  are  noted  as  a result  of  their  presence  and 
disease.  Hemorrhage  and  perforation  complicating 
peptic  ulcer  in  Meckel’s  diverticula  are  being  recog- 
nized with  increasing  frequency  as  urgent  indica- 
tions for  prompt  surgical  intervention.  None  of  the 
symptoms  are  pathognomonic  and  a differential  di- 
agnosis can  not  be  made  on  clinical  evidence  alone. 
Diverticula  of  the  stomach,  duodenum  and  jejunum 
are  not  infrequently  associated  with  ulcer,  pan- 
creatitis and  cholecystitis  and,  when  so,  the  history 
will  show  the  symptoms  of  the  latter  to  predominate 
or  else  becloud  the  picture.  With  the  exception  of 
hemorrhage  the  symptomatology  of  the  lesions  pro- 
duced by  Meckel’s  diverticulum  closely  mimics  that 
of  the  appendix  and  clinically  is  not  distinguishalfle 
from  it;  the  presence  of  an  umbilical  fistula  or  the 
occurrence  of  such  symptoms  in  a patient  from  whom 
the  appendix  had  been  removed  would  afford  a sug- 
gestive lead.  Diverticulosis  occurs  far  more  fre- 
quently in  the  colon  than  elsewhere  in  the  intestinal 
tract;  autopsy  records  would  indicate  its  frequency 
at  5 per  cent  of  all  persons  over  forty  years  of  age 
and  clinical  obsen’ation  has  shown  it  present  in  the 
colon  at  practically  all  ages.  The  complications  of 
diverticulosis  which  may  demand  immediate  surgi- 
cal treatment  are  acute  diverticulitis,  suppurative 
peri-diverticulitis,  perforation  with  diffuse  peri- 
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tonitis  and  obstruction.  The  symptoms  of  acute  in- 
flammation in  a single  diverticulum  closely  resemble 
those  of  appendicitis — pain,  nausea,  vomiting,  local- 
ized tenderness  and  rigidity  with  an  increased  leu- 
cocyte count.  If  the  diverticulum  happens  to  be  sit- 
uated in  the  caecum  or  ascending  colon  a differential 
diagnosis  will  be  impossible  until  the  abdomen  is 
opened.  Obstructions  of  the  colon  due  to  diverticu- 
litis are  best  treated  liy  the  two  stage  method;  de- 
compression proximal  to  the  obstruction  may  permit 
of  subsidence  of  the  diverticulitis  pathology  to  such 
an  extent  that  no  further  operative  measure  will  be 
required.  In  the  event  that  such  a fortuitous  out- 
come is  not  at  hand, 'the  safety  of  the  secondary  re- 
section will  be  great!}’  enhanced. 

•Acute  pancreatitis  is  an  infrequent  cause  of  the 
acute  abdomen,  being  responsible  for  less  than  1 per 
cent  of  such  cases.  Its  rarity  and  the  similarity  of 
its  symptoms  to  those  of  perforated  gastric  and  duo- 
denal ulcers,  gangrenous  and  perforative  cholecystitis 
and,  in  its  later  stages,  to  those  of  intestinal  obstruc- 
tion account  for  the  infrequency  of  correct  preopera- 
tive diagnosis.  Clinically  it  presents  as  acute  pan- 
creatic oedema,  acute  pancreatic  necrosis,  acute 
hemorrhagic  pancreatitis  and  pancreatic  abscess 
which  are  not  separate  clinical  entities  but  represent 
different  stages  of  the  same  process,  the  origin  of 
which  is  not  entirely  clear.  The  rapid  destruction  of 
pancreatic  tissue  is  due  to  the  activation  of  the 
trx'psinogen  within  the  gland  itself;  normally  this 
is  done  by  the  enterokinase  in  the  duodenum.  The 
most  logical  explanation  for  its  activation  within  the 
pancreas  is  that  it  is  due  to  a retrograde  injection 
of  infected  bile  or  duodenal  contents  through  the 
ducts  of  Wirsung  and  Santorini  as  well  as  by  the 
minute  hemorrhages  and  bacterial  toxins  resulting 
from  a pancreatic  hnmphangitis.  Biliary  tract  in- 
fections have  been  present  in  more  than  50  per  cent 
of  the  reported  cases  and  in  all  but  two  of  the  thirty- 
four  cases  observed  by  us.  There  are  no  pathog- 
nomonic symptoms,  pain,  vomiting  and  collapse 
being  the  most  important  encountered.  The  physical 
signs  will  depend  upon  the  stage  at  which  the  pa- 
tient is  seen;  in  some  cases  the  lack  of  symptoms  and 
physical  signs  is  remarkable  when  compared  with 
the  extent  and  severity  of  the  local  lesion.  Lab- 
oratory examinations  are  not  of  great  aid  in  reaching 
a diagnosis;  the  white  cell  count  in  our  series  varied 
from  5,300  to  18,800;  the  urine  in  all  showed  al- 
bumin, none  showed  sugar;  bile  casts,  microscopic 
pus  and  blood  were  noted.  The  liberation  of  the 


pancreatic  ferments  leads  to  an  increase  in  the 
amount  of  diastase  in  the  blood  and  urine;  the  urine 
nonnally  contains  10  to  20  units  of  diastase;  in 
acute  pancreatitis  this  may  be  increased  to  100  or 
200  units,  constituting  a valuable  corroborative 
symptom  when  laboratory  facilities  for  its  determina- 
tion are  available.  Previous  history  of  gall-bladder 
disease,  pain  radiating  from  the  right  costal  margin 
across  the  upper  abdomen,  tenderness  following  the 
course  of  the  pancreas,  pain  and  tenderness  to  left 
of  upper  midline  and  the  detection  of  a mass  in  the 
pancreatic  area  are  beacon  lights  when  elicited. 
Acute  pancreatitis  until  within  recent  years  has  been 
universally  regarded  as  an  indication  for  immediate 
operation,  the  accepted  indications  being  to  relieve 
tension,  to  stop  hemorrhage,  to  prevent  leakage  and 
to  afford  drainage.  In  the  belief  that  operative  pro- 
cedure will  neither  lessen  nor  control  the  formation 
of  trypsin  nor  prevent  its  further  destructive  action 
on  the  pancreas,  there  are  many  at  the  present  time 
who  contend  that  operation  is  best  deferred  until  the 
acute  pancreatic  symptoms  subside.  The  claim  is 
made  that  by  so  doing  opportunity  is  given  for  lo- 
calization of  the  pancreatic  disturbance,  while  early 
operation  tends  to  break  down  protective  barriers  and 
to  increase  the  dangers  of  necrosis  and  hemorrhage 
from  trauma  to  the  diseased  organ.  An  analysis  of 
our  experience  has  led  to  the  following  conclusions: 

1.  The  deferred  operation  offers  definite  advan- 
tage in  selected  cases,  a correct  diagnosis  being  es- 
sential to  its  emplo\Tnent. 

2.  Patients  presenting  jaundice  and  with  pal- 
pable masses  due  to  distention  of  the  lesser  peritoneal 
cavity,  with  manifest  enlargement  of  the  gall-bladder, 
or  with  evidence  of  spreading  peritonitis  are  best 
treated  by  early  operation. 

3.  Operative  attack  on  the  pancreatic  tissue  is  not 
justified:  drains,  gauze  or  Penrose,  should  be  placed 
down  to  but  not  in  pancreatic  tissue. 

4.  Bile  tract  disease,  the  predominant  etiological 
factor  in  the  light  of  present  knowledge,  should  re- 
ceive such  surgical  attention  as  time  of  operation  and 
the  local  pathological  condition  permit.  If  early 
operation  is  done,  drainage  at  least  should  be  in- 
stituted: in  delayed  operations  a complete  toilet  of 
the  bile  tract  is  desirable. 

A ruptured  ectopic  gestation  offers  a dramatic  pic- 
ture which  should  give  but  little  difficulty  in  in- 
terpretation. It  seems  to  the  writer  that  in  the  future 
the  aim  of  the  profession  should  be  to  prevent  this 
complication  by  making  an  effort  to  recognize  and 
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remove  an  ectopic  gestation  before  rupture  of  the 
sac.  The  history  of  one  or  two  missed  periods,  pelvic 
pain,  uterine  bleeding  with  or  without  the  passage  of 
a membrane  should  lead  one  to  insist  on  a vaginal 
examination;  given  such  a history  the  finding  of  an 
enlargement  at  the  site  of  the  tube,  with  or  without 
morning  sickness  and  breast  changes  will  be  suffi- 
cient evidence  upon  which  to  base  a diagnosis  and 
to  advise  operation.  The  rupture  of  the  sac  is  ac- 
companied by  sudden  abdominal  pain,  at  times 
vomiting,  usually  faintiness,  anemia  and  collapse; 
the  pulse  is  rapid,  of  small  volume  and  the  tempera- 
ture is  subnormal.  The  abdomen  is  tender  but  not 
rigid,  vaginal  examination  reveals  a tender  pelvis 
with  or  without  a palpable  mass  and  at  times  per- 
cussion will  reveal  free  fluid  in  the  abdomen.  Severe 
hemorrhage  from  a ruptured  Graafian  follicle  gives 
a similar  clinical  picture  but  the  accompanying  evi- 
dences of  pregnancy  are  lacking;  indications  for 
treatment  in  both  conditions  are  identical.  It  has 
been  argued  in  some  quarters  that  death  from  hemor- 
rhage does  not  occur  and  consequently  that  cases  of 
ruptured  ectopic  gestation  should  be  treated  expect- 
antly until  they  have  fully  recovered  from  the  pri- 
mary shock  and  depression.  It  is  readily  admitted 
that  in  some  cases  the  shock  and  depression  are  out 
of  all  proportion  to  the  direct  blood  loss,  clearly  in- 
dicating that  in  such  cases  factors  other  than  hemor- 
rhage play  a role  and  that  delayed  operation  in  such 
instances  may  lessen  the  hazard  to  the  patient.  It 
is  further  admitted  that  if  at  the  time  patient  comes 
under  observ’ation,  some  hours  after  rupture,  there  is 
evidence  of  ce'ssation  of  bleeding,  delayed  operation 
may  again  be  advantageous.  On  the  other  hand,  it 
is  submitted  from  personal  knowledge  that  patients 
do  die  from  primary  hemorrhage;  it  is  further  sub- 
mitted that  it  is  impossible  to  distinguish  on  clini- 
cal signs  alone  the  case  in  w'hich  the  alarming  symp- 
toms are  largely  due  to  shock  from  the  one  in  which 
they  are  largely  due  to  hemorrhage.  The  blood  count 
cannot  be  relied  upon  for  an  accurate  estimate  of 
blood  loss  because  of  fluid  concentration;  hence,  un- 
less the  lapse  of  time  since  onset  of  symptoms  and 
the  condition  of  the.  patient  plainly  indicate  that 
cessation  of  bleeding  has  occurred,  it  has  been  our 
practice  to  rehabilitate  the  patient  with  transfusions 
and  to  do  an  immediate  operation,  following  which 
further  transfusion  of  blood  and  glucose  solution 
subcutaneously  or  intravenously  are  employed. 

Acute  cholecystitis  furnishes  an  instance  of  the 
acute  abdomen  about  the  proper  treatment  of  which 


there  is  as  yet  no  unanimity  of  opinion.  Typical 
cases  are  readily  recognized;  the  atypical  ones  are 
readily  confounded  with  appendicitis,  leaking  peptic 
ulcer  and  pancreatitis.  Difference  of  opinion  arises 
when  the  question  of  their  consideration  as  surgical 
emergencies  is  approached;  gangrenes  and  perfora- 
tions readily  fall  within  this  category,  but  the  ad- 
visability of  immediate  or  of  early  operations  in 
acute  inflammations  of  the  gall-bladder  finds  both 
proponents  and  opponents.  To  review  the  arguments 
for  and  against  and  to  survey  the  statistical  results 
are  beyond  the  scope  of  this  paper.  Our  personal 
belief  and  practice  is  to  place  the  acute  obstructive 
type  of  cholecystitis  in  the  emergency  group  since 
95  per  cent  of  all  gangrenes  and  perforations  occur 
in  acutely  obstructed  and  infected  gall-bladders. 
The  infectious  type  of  cholecystitis  without  ob- 
struction does  not  carry  with  it  much  threat  of 
these  complications;  both  empyema  and  hydrops  are 
chronic  obstructive  lesions  and  are  relatively  free 
from  such  dangers,  hence  offer  some  basis  for  the 
arguments  of  those  who  would  place  them  in  the 
elective  group.  \\'ith  coincident  blockage  of  the 
cystic  duct  and  the  presence  of  active  infection  in 
the  gall-bladder,  delay  only  too  often  invites  the  ap- 
pearance of  complications  which  not  only  enhance 
the  danger  to  the  patient  but  increase  the  technical 
difficulty  of  a subsequent  operation.  Gangrene,  per- 
foration into  the  liver  with  the  formation  of  an 
hepatic  abscess,  perforation  through  the  free  surface 
of  the  gall-bladder  with  diffuse  peritonitis,  or,  if 
walled  off  by  adherent  adjacent  viscera,  the  produc- 
tion of  a subhepatic  abscess,  cholangitis,  hepatitis 
and  pancreatitis,  all  follow  in  the  wake  of  acute  in- 
fection in  an  obstructed  gall-bladder  and  their  pre- 
vention by  early  operation  will  give  both  a lower 
morbidity  and  a lower  mortality  than  the  expectant 
plan  of  treatment  which  consists  largely  in  hoping 
and  expecting  the  infection  to  subside  before- opera- 
tion is  undertaken.  To  consider  them  as  emergen- 
cies does  not  prohibit  the  expenditure  of  some  hours 
in  buttressing  the  liver  with  glucose,  in  correcting  the 
deviations  in  body  chemistry  and  in  restoring  the 
proper  balance  in  body  fluids. 

Abdominal  injuries  fall  in  two  clinical  groups: 
one  in  which  there  is  an  associated  penetrating 
wound  of  the  abdominal  wall,  and  the  other  in  which 
no  such  wound  exists.  In  the  first  the  indication  for 
surgical  exploration  is  clear  and  unequivocal;  the 
second  affords  opportunity  for  the  display  of  surgical 
judgment  in  avoiding  the  dangers  entailed  by  delay 
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when  serious  injury  is  present.  The  solid  viscera  of 
the  abdomen,  liver,  spleen,  pancreas  and  kidneys, 
are  situated  high  up  under  cover  of  the  ribs;  the 
hollow  tubes,  intestines,  bladder,  ureter  and  stomach 
are  more  exposed  to  injury.  Injury  to  the  solid 
viscera  causes  hemorrhage;  injury  to  the  hollow 
viscera  usually  causes  peritonitis,  whilst  both  types 
of  lesion  are  accompanied  by  shock.  If  the  symp- 
toms of  shock  do  not  abate  in  from  three  to  six  hours, 
hemorrhage  or  peritonitis  is  almost  certainly  an  ad- 
ditional factor.  Increasing  restlessness  and  pain, 
deepening  pallor  of  the  skin,  quickening  of  the  pulse 
and  the  elicitation  of  movable  dullness  in  the  flanks 
clearly  indicate  hemorrhage.  Occasionally  the  symp- 
toms of  hemorrhage  abate  for  a day  or  so,  then  be- 
come alarmingly  severe  after  exertion,  particularly 
when  the  spleen  is  the  site  of  injur}'.  Hematuria 
is  noted  when  the  injury  involves  the  kidney  but  its 
degree  gives  no  indication  of  the  extent  of  damage 
to  renal  tissue;  perirenal  hematoma  and  urinary 
extravasation  point  clearly  to  renal  laceration.  When 
anuria  is  present  and  the  bladder  is  found  empty  on 
catheterization  rupture  of  the  viscus  is  probably 
present;  cystoscopy  will  afford  a positive  determina- 
tion. Rupture  of  the  intestine  is  the  commonest  cause 
of  peritonitis  after  abdominal  injur}’;  its  presence  is 
incompatible  with  life,  yet  its  signs  and  s}mptoms 
do  not  become  positive  for  some  hours.  Given  a case 
with  a history  of  abdominal  injury  in  which  X-ray 
elimination  of  associated  chest  injury  has  been  made, 
an  exploratory  section  should  be  done  when  ab- 
dominal pain  persists  for  four  hours  or  longer  ac- 
companied by  vomiting  or  increased  pulse  rate,  or 
when  lcx:al  rigidity  persists,  particularly  if  it  shows 
a tendency  to  extend,  or  when  there  is  deep  local  ten- 
derness w’ith  shallow  respiration.  In  the  absence  of 
severe  pain,  if  the  patient  is  restless  or  listless  and 
the  pulse  shows  a gradual  increase  in  rate,  the  indi- 
cation is  equally  clear.  When  marked  diminution 
of  the  liver  dullness  occurs  with  any  of  the  above 
symptoms  or  if  there  be  signs  of  free  fluid  in  the  ab- 
domen, or  rectal  examination  shows  the  pelvic  peri- 
toneum to  be  tender,  or  a flat  X-ray  film  shows  the 
presence  of  air  under  the  dome  of  the  diaphragm, 
the  indications  for  operation  would  be  imperative. 

Conditions  Simulating  the  Acute  Abdomen. 
While  it  is  vitally  important  to  recognize  and  act  upon 
the  symptoms  urgently  indicating  surgical  intervention 
in  acute  abdominal  lesions,  it  is  also  important  to 
appreciate  the  source  of  threatening  symptoms  caused 
by  conditions  not  amenable  to  surgery.  A good  gen- 


eral rule  is  to  regard  the  presence  of  pain,  nausea, 
vomiting  and  constipation  for  as  long  as  six  hours 
as  indicative  of  an  intra-abdominal  surgical  lesion 
until  proved  otherwise;  while  the  absence  of  con- 
stipation and  the  presence  of  diarrhoea  usually  be- 
tokens medical  rather  than  surgical  illness,  such 
cannot  be  accepted  as  positively  excluding  the  latter. 
■A.  well  taken  history  combined  with  a com.plete 
physical  examination  from  head  to  feet  and  an 
analysis  of  the  blood  and  urine  should  be  given 
every  patient  presenting  acute  abdominal  symptoms; 
by  so  doing  one  may  hope  to  avoid  most  of  the  pit- 
falls  in  diagnosis  in  conditions  simulating  the  acute 
abdomen.  The  abdominal  crises  of  lead  poisoning  at 
times  give  rise  to  symptoms  not  unlike  those  observed 
in  perforations  of  peptic  ulcers.  Severe,  painful 
colic,  nausea  and  vomiting  with  board-like  rigidity 
of  the  abdomnial  wall  are  present.  A history  of 
previous  attacks,  the  occupation  of  the  patient,  the 
bluish  discoloration  of  the  gums  when  present  and 
the  stippling  of  the  red  cells  all  point  to  the  true 
condition  but  do  not  rule  out  concomitant  disease. 
The  symptoms  associated  with  lead  colic  may  be 
dissipated  within  two  or  three  hours  by  the  adminis- 
tration of  calcium  chloride  intravenously;  in  doubt- 
ful cases  the  additional  time  required  for  this  thera- 
peutic test  will  not  materially  enhance  the  risk  to 
the  patient  with  an  acute  lesion  and  may  be  the  means 
of  avoiding  a needless  operation. 

The  gastric  crises  of  tabes  dorsalis  may  seem- 
ingly counterfeit  the  acute  abdomen,  especially  gall- 
stone colic  and  perforated  peptic  ulcer.  The  pains 
may  be  severe  and  uncontrollable  vomiting  may  oc- 
cur. The  points  to  remember  are:  shock  is  absent, 
the  temperature  does  not  rise,  the  pulse  may  in- 
crease in  frequency  but  its  volume  remains  good 
and,  possibly  most  important,  the  abdominal  wall 
is  not  rigid  in  the  intervals  of  the  pain  of  a gastric 
crisis.  This  alone  should  direct  attention  to  the 
pupillary  reactions  and  knee  jerks  and  to  the  history 
of  luetic  disease;  at  the  same  time  it  should  be 
borne  in  mind  that,  although  these  may  be  positive, 
persistent  board-like  rigidity  of  the  abdominal  wall 
means  something  more  than  a tabetic  crisis.  Dia- 
betic acidosis  will  at  times  exhibit  the  primary 
diagnostic  criteria  for  the  acute  abdomen,  namely, 
pain,  nausea,  vomiting,  fever  and  increase  in  the 
white  cell  count,  ^^'hen  one  considers  that  infec- 
tion in  a diabetic  may  precipitate  acidosis  and  that 
an  acute  abdominal  condition  may  coexist  with  dia- 
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betes  the  problem  becomes  somewhat  complex. 
Doubtless  in  many  instances  a differential  diagno- 
sis cannot  be  made  without  the  aid  of  blood  chem- 
istry and  urinalysis.  Any  patient  who  has  a history 
of  glycosuria  or  in  whom  sugar  or  ketone  bodies  are 
found  in  the  urine  should  never  be  operated  on 
until  investigations  of  the  blood  chemistry  have 
been  made.  If  these  reveal  diabetic  acidosis  to  be 
present  no  mistake  can  be  made  in  treating  this 
vigorously;  if  the  abdominal  symptoms  subside  as 
the  acidosis  improves,  the  diagnosis  is  relatively 
simple;  if  they  do  not  subside,  the  assumption  that  a 
surgical  condition  exists  is  justified  and  the  indi- 
cated surgical  treatment  may  then  be  carried  out. 
Diaphragmatic  pleurisy  and  incipient  or  central 
pneumonia  may  cause  abdominal  pain  and  rigidity 
accompanied  with  vomiting,  fever  and  leucocytosis. 
Tn  children  in  whom  the  thoracic  signs  are  late  in 
appearing  and  in  some  cases  of  diaphragmatic 
pleurisy  in  which  few  signs  may  be  found,  diagno- 
sis may  be  difficult,  particularly  if  the  right  chest  be 
ihe  ■ one  involved  when  the  abdominal  signs  may 
strongly  suggest  appendicitis.  The  chest  lesions  fre- 
ouently  develop  in  the  course  of  a common  cold,  are 
often  initiated  with  a chill,  the  pulse-respiration 
ratio  is  lessened,  the  alae  nasi  dilate  with  inspira- 
tion, the  psoas  and  obturator  tests  are  always  nega- 
tive and  pain  and  tenderness  upon  rectal  examina- 
tion are  absent.  Pressure  upon  the  left  side  of  the 
abdomen  increases  the  pain  if  it  be  abdominal  in 
origin,  fails  to  do  so  if  it  be  thoracic  in  origin. 
Morphine  in  sufficient  dosage  to  relieve  the  pain 
will  aid  in  making  a differentiation;  if  the  lesion  be 
in  the  thorax  the  rigidity  and  pain  upon  pressure 
will  be  absent,  while  if  it  be  in  the  abdomen  pain 
will  still  be  elicited  upon  pressure.  Finally,  an 
X-ray  film  of  the  chest  will  be  of  help  in  cases  which 
still  remain  doubtful. 

Dr.  Ross  V.  Patterson,  in  an  article  upon  Cor- 
onar}'  Thrombosis  with  Special  Reference  to  Its 
Differentiation  from  Abdominal  Surgical  Condi- 
tions, makes  the  following  terse  comment:  "The 

importance  of  an  accurate  diagnosis  in  doubtful 
cases  of  abdominal  affections  is  obvious.  It  may  be 
emphasized  that  in  those  individuals  past  forty 
years  of  age  who  exhibit  acute  fulminating  pain  in 
the  upper  abdomen,  coronary  thrombosis  should  be 
considered.  Common  to  certain  abdominal  condi- 
tions and  coronary  occlusion  are  the  following: 


rapidly  developing,  spontaneous  pain  of  intense 
character,  chiefly  referred  to  the  upper  abdomen; 
muscular  rigidity;  epigastric  tenderness;  vomiting, 
followed  by  shock-collapse;  fever,  leucocytosis,  and 
even  jaundice  and  enlarged  liver.  With  slight  modi- 
fication of  the  description  these  are  the  symptoms  of 
gall-stone  colic,  perforated  peptic  ulcer,  acute  pan- 
creatitis, acute  appendicitis  and  of  various  acute  in- 
testinal conditions.  A laparotomy  in  such  circum- 
stances may  prove  fatal;  indeed,  the  occurrence  of 
tragedies,  the  result  of  this  error,  is  already  a mat- 
ter of  record.  Of  cardinal  importance  in  recogniz- 
ing a coronary  affection  in  doubtful  cases  is  a his- 
tory of  arterial  hypertension,  previous  attacks  of 
angina  pectoris,  a sense  of  constriction  in  the  chest 
although  the  pain  may  be  almost  entirely  abdomi- 
nal, aching  in  the  arms,  dyspnoea,  progressive  fall 
in  blood  pressure,  a rise  in  the  pulse  rate,  feeble 
heart  sounds,  gallop  rhythm,  and  the  distinctive 
electrocardiographic  findings  early  in  the  course.” 
Calculi  impacted  in  the  right  ureter  and  salpingitis, 
particularly  in  unmarried  girls  from  whom  a full 
and  correct  history  is  seldom  obtainable,  have  also 
been  sources  of  error.  The  urinary  findings  and 
the  distribution  of  pain  in  the  former  should  lead 
to  a study  of  the  urinary  tract  before  resorting  to 
operation;  the  pelvic  tenderness  in  the  latter,  espe- 
cially when  bilateral,  the  preponderance  of  hypo- 
gastric over  epigastric  pain  and  the  presence  of  a 
v^iginal  discharge  should  impel  one  to  make  a vagi- 
nal examination.  The  determination  of  virginity 
strongly  suggests  the  appendix  as  the  causative 
factor;  in  its  absence  a satisfactory  pelvic  examina- 
tion will  usually  permit  of  a differentiation  between 
the  appendix  and  the  fallopian  tube  as  to  the  causa- 
tion of  symptoms. 

The  acute  pathological  lesions  of  the  abdomen 
which  require  surgical  treatment  and  the  various 
conditions  which  in  their  symptomatology  simulate 
them  are  always  accompanied  with  pain.  Impor- 
tant factors  other  than  pain  making  a differential 
diagnosis  between  these  two  large  groups  of  disease, 
medical  and  surgical,  are  of  apparent  use.  In  botli 
groups,  however,  pain  is  a dominant  symptom  and 
its  distribution,  its  severity,  its  beginning,  its  cessa- 
tion and  its  relation  to  other  signs  and  symptoms  are 
of  the  utmost  importance  in  reaching  a correct  diag- 
nosis. In  by  far  the  vast  majority  of  the  acute  dis- 
eases of  the  abdomen  requiring  surgical  treatment. 
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the  diagnosis  is  not  a laboratory  procedure.  It  is  to 
be  reached  by  correct  evaluation  of  the  history  of  the 
patient,  prior  to  and  subsequent  to  the  onset  of 


pain,  and  the  physical  findings  which  are  presented 
upon  examination. 
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MANAGEMENT  OF  URINARY  INFECTIONS  IN  CHILDREN.* 


Ralph  M.  Tyson,  M.D., 

Philadelphia,  Pennsylvania. 


Introduction 

Successful  management  of  urinaix"  infections  in 
children  depends  on  more  than  a knowledge  of  spe- 
cific methods  of  treatment.  It  seems  important  to 
this  paper  to  discuss  not  only  the  ways  of  controlling 
these  conditions,  but  to  point  out  complicating  fac- 
tors and  review  diagnostic  criteria.  Our  ability  to 
cope  with  such  infections  is  in  direct  proportion  to 
our  complete  understanding  of  the  situation  pre- 
sented. A correct  anatomical  and  bacteriological  di- 
agnosis is  most  necessary  and  attention  to  prognos- 
tic factors  must  be  given  due  consideration.  Other- 
wise, faulty  opinions  will  be  formed  and  unwise 
treatment  instituted. 

Infections  of  the  urinary  tract  manifested  by  the 
presence  of  pus  and  bacteria  in  the  urine  have  been 
commonly  spoken  of  as  “pyelitis”.  It  is  recognized 
that  the  term  pyelitis  is  not  adequate  but,  because 
general  usage  in  literature  and  in  discussions  has 
popularized  it,  its  elimination  would  only  cause  con- 
fusion. It  must  also  be  mentioned  at  the  start  that 
the  term  pyelitis,  strictly  speaking,  applies  only  to 
the  pelvis  of  the  kidney,  whereas,  in  a good  propor- 
tion of  cases,  the  kidney  substance  is  also  involved 
and  a pyelonephritis  exists.  It  is  doubtful  if  pyelitis 
ever  occurs  unaccompanied  by  pyelonephritis,  al- 
though in  some  of  the  milder  acute  cases,  kidney  in- 
volvement is  minimal  and  is  not  progressive. 

Structural  characteristics  of  such  urinary  infec- 
tions are  essentially  the  same,  regardless  of  whether 
these  infections  are  hematogenous  (descending), 
urogenous  (ascending)  or  lymphatic  in  origin.  Con- 
clusions drawn  about  such  pathology  after  a study 
of  100  selected  cases  at  autopsy  by  Soma  Weiss  may 
be  given  as  follows:  (a)  inflammatory  reaction  of 
the  interstitial  structures,  (b)  colloid  casts  in  the 
tubules  which  are  lined  with  atrophic  epithelium, 

*Read  before  a joint  meeting  of  the  Medical  Society  of 
Virginia  and  the  West  Virginia  State  Medical  Associar 
tion,  at  White  Sulphur  Springs,  West  Virginia,  July  29-31, 
1940. 


(c)  periglomerular  fibrosis,  (d)  evidence  of  inflam- 
mation within  the  tubules. 

Etiology 

Age.  Since  pyelitis  is  most  frequently  seen  in  the 
diaper  age,  i.e.,  the  first  two  years  of  life,  age  be- 
comes an  important  etiological  factor.  The  incidence 
definitely  decreases  when  proper  toilet  habits  are 
established.  An  occasional  case  is  discovered  in  the 
newborn  period  and  even  more  might  be  found  in 
the  first  few  weeks  of  life  if  frequent  urinalyses 
were  made  the  rule  rather  than  the  exception.  It  is 
recognized  as  one  of  the  common  causes  of  fevers  in 
young  children. 

Sex.  The  condition  is  much  more  frequent  in  girls 
than  in  boys,  except  among  the  newborn  where  the 
opposite  is  true.  During  the  diaper  age,  infection  in 
females  predominates  that  in  males  by  about  five  to 
one,  while  in  later  childhood  the  percentage  is  three 
to  one. 

Season.  It  appears  more  frequently  during  the 
seasons  when  upper  respiratory  infections  are  preva- 
lent. An  interesting  observation  is  that  we  also  see 
more  cases  of  gastroenteritis  during  the  same  time 
of  year.  There  seems  to  be  a close  relationship  be- 
tween these  two  conditions  and  pyelitis.  Changes  in 
the  mucous  membrane  of  the  bladder  have  been  ob- 
served following  exposure  to  cold.  This  may  be  a 
predisposing  factor  of  some  importance. 

Stasis.  Congenital  anomalies  of  the  urinary  tract 
are  not  uncommon  and  in  nearly  every  instance 
some  stasis  of  urinary  flow  may  be  present.  These 
anomalies  consist  in  ureteral  strictures,  anomalous 
blood  vessels,  bands  of  adhesions,  double  ureters, 
obstruction  at  the  bladder  neck,  valves  in  the  pos- 
terior urethra  and  narrowing  of  the  meatus  result- 
ing from  ulceration  caused  by  ammoniacal  diapers. 
Abnormal  kidneys  in  structure  or  position  and  the 
presence  of  stones  must  be  considered.  If  bacteria 
enter  the  urinary  tract  above  the  obstruction,  infec- 
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tion  is  much  more  apt  to  occur.  Once  infection  is 
established  in  the  urinary  tract  which  is  partially 
occluded,  it  is  most  difficult  to  eradicate.  Lack  of 
response  to  treatment  in  acute  pyelitis  should  imme- 
diately suggest  some  obstacle  to  urinary  flow.  This 
is  an  important  diagnostic  point. 

Neuromuscular  dysfunction  of  the  bladder  due  to 
faulty  innervation  is  an  important  cause  of  reten- 
tion of  urine  without  physical  obstruction.  In  this 
condition,  there  is  a lack  of  coordination  of  the 
bladder  muscles  and  the  internal  sphincter.  De- 
formities of  the  sacrum,  as  spina  bifida  occulta  type, 
may  be  found. 

The  so-called  surgical  kidney  due  to  renal  tuber- 
culosis is  seldom  seen  in  children.  Miliary  tuber- 
culosis of  the  kidney  is  more  common,  but  the  chil- 
dren seldom  survive  long  enough  for  genito-urinary 
symptoms  to  develop  and  the  condition  is,  there- 
fore, found  only  at  autopsy.  With  the  decline  of 
tuberculous  infection  in  children,  renal  tuberculosis 
is  bound  to  be  more  rarely  found.  Campbell  discov- 
ered this  disease  as  the  cause  of  pyelitis  once  in 
sixty-five  cases.  Profuse  hematuria,  pain  in  the  kid- 
ney region  and  sterile  pyuria  is  suggestive  of  renal 
tuberculosis. 

Bacteriology.  No  general  agreement  can  be  at- 
tained as  to  the  route  by  which  bacteria  reach  the 
urinary  tract.  However,  it  is  fairly  well  agreed  that, 
in  all  likelihood,  streptococcic  and  staphylococcic 
types  invade  the  urinary  system  by  way  of  the  blood 
stream.  Those  who  believe  in  this  mode  of  infection 
point  to  the  frequency  of  pyelitis  following  osteo- 
myelitis, peritonsillar  abscesses,  cervical  adenitis, 
infected  ingrowing  toenails,  furunculosis,  impetigo 
and  chicken  po.x.  Several  observers  decry  the  idea 
of  focal  infection  as  a causative  factor  in  disease  of 
another  part  of  the  body.  The  colon  group  of  or- 
ganisms are  probably  secondary  invaders  and  reach 
the  pelvis  of  the  kidney  by  way  of  the  ureters,  as- 
cending even  against  the  downward  flow  of  urine. 
This  is  substantiated  by  the  fact  that  the  condition 
is  more  frequent  in  girls  during  the  diaper  age.  It 
is  pointed  out  that  the  urethral  orifice  is  frequently 
soiled  by  fecal  matter  and  that  the  urethra  is  com- 
paratively short.  Inability  to  observe  on  the  post- 
mortem table  the  beginning  of  urinary  disease  in 
children  has  rendered  exact  knowledge  of  the  origin 
of  the  infection  debatable.  Animal  experimentation 
seems  to  verify  what  has  just  been  stated,  but  we 


must  not  forget  that  animal  e.xperimentation  does 
not  always  prove  what  occurs  in  the  human  body. 

Diagnosis 

.\cute  urinary  infection  is  not  always  easy  to  di- 
agnose and  several  pitfalls  are  frequently  overlooked. 
Physical  signs  are  notoriously  absent  and  it  is  rare 
that  any  evidence  points  directly  to  the  urinary  sys- 
tem. The  only  symptom  that  is  constantly  present  is 
fever,  which  is  usually  irregular,  encompassing 
sharp  fluctuations  with  evening  increases  and  morn- 
ing remissions.  It  may  reach  alarming  heights  as  in 
one  of  my  cases  which,  on  several  occasions,  regis- 
tered a temperature  of  over  108  degrees.  Seldom  are 
there  any  local  sjTnptoms  of  dysuria,  abdominal  pain 
or  pain  in  the  region  of  the  kidneys.  Whenever 
there  is  extensive  involvement  of  the  kidneys,  s>Tnp- 
toms  are  apt  to  be  severe,  resembling  a toxic  and 
frequently  a meningeal  condition.  There  may  be 
marked  pallor,  nausea,  vomiting,  stupor  and  con- 
vulsions. The  onset  may  be  acute,  as  in  a pneu- 
monia, or  very  gradual.  The  following  case  history 
is  interesting: 

Fifteen  years  ago.  Baby  C.,  white,  female,  five 
weeks  of  age,  was  admitted  to  our  hospital  with  a 
history  of  having  been  well  for  the  first  two  weeks 
of  life.  She  was  fed  partly  by  breast  and  partly  by 
formula.  She  contracted  an  acute  respiratory  in- 
fection and,  three  days  after  the  onset,  broncho- 
pneumonia developed.  Two  weeks  later,  when  the 
pneumonia  had  subsided,  marked  edema  of  the  face 
and  trunk  appeared.  There  was  a heavy  cloud  of 
albumin  and  many  pus  cells  in  the  urine.  The  tem- 
perature rose  to  103  degrees  and  remained  at  that 
level  for  three  days.  The  child  was  in  a convulsive 
state  most  of  the  last  day  of  life.  Autopsy  revealed 
an  acute  pyelonephritis  with  marked  involvement  of 
the  kidney  substance.  Treatment  was  not  of  any 
avail  in  so  young  a child  when  such  a complication 
was  present. 

The  diagnosis  is  usually  made  by  examination  of 
a catheterized  specimen  of  urine  which  shows  the 
presence  of  pus  cells  and  a positive  culture  of  the 
invading  organism  or  organisms.  A voided  speci- 
men collected  in  the  usual  manner  is  unreliable. 
Normally,  the  urine  may  contain  4 to  6 pus  cells 
per  high  power  field  in  males,  and  up  to  10  in  fe- 
males. Even  though  no  vaginal  discharge  is  dis- 
cernible to  the  naked  eye,  there  may  be  sufficient 
pus  cells  present  to  confuse  the  issue;  the  same  is 
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true  of  a small  ulcer  at  the  meatus. 

The  absence  of  pus  in  the  urine  is  not  sufficient 
evidence  that  urinary  infection  does  not  exist.  Cer- 
tain cases  occur  in  which  no  leukocytes  are  found 
but  many  bacteria  may  be  present.  Unless  cultures 
are  taken  and  repeated  at  intervals,  we  cannot  be 
sure  of  the  diagnosis  or  the  results  of  treatment. 
Examination  of  the  urine  for  pus  cells  must  always 
be  made  on  a well-shaken  specimen,  for  a urine 
that  has  been  allowed  to  stand  or  has  been  cen- 
trifuged will  give  abnormal  findings  and  cannot  be 
diagnostic  of  pyelitis.  The  presence  of  streptococci 
or  staphylococci  in  urine  cultures  is  most  suggestive 
of  invasions  of  the  kidneys  by  these  organisms  and 
that  perhaps  a small  abscess,  or  numerous  abscesses, 
have  broken  through,  draining  into  the  pelvis  of  the 
kidney. 

Blood  examination  generally  shows  a leucocytosis 
with  a moderate  increase  in  polymorphonuclears. 
There  is  usually  a fall  in  hemoglobin  and  red  blood 
cells  but  not  commensurate  with  the  pallor  present. 
If  much  of  the  kidney  is  involved,  retention  of  nitro- 
gen products,  especially  urea,  may  be  greatly  in- 
creased and  the  output  of  phenolsulphonephthalein 
in  the  urine  may  be  low.  Failure  to  respond  to  the 
usual  alkaline  or  acid  treatments  always  suggests 
the  possibility  of  urinary  anomaly  with  stasis. 

In  cases  where  persistence  of  infection  continues 
for  a month,  or  when  recurrences  happen  at  fairly 
frequent  intervals,  despite  good  treatment,  further 
detailed  study  is  indicated.  Close  cooperation  be- 
tween the  pediatrician  and  urologist  is  needed  under 
these  circumstances.  A flat  X-ray  plate  of  kidneys, 
ureters  and  bladder  should  be  made  for  evidence  of 
calculi  as  the  first  procedure.  If  this  be  negative,  a 
subcutaneous  or  intravenous  urography  should  be 
attempted.  This  can  be  done  without  much  dis- 
turbance to  the  child  and  often  an  obstruction  can 
be  found. 

Subcutaneous  urograms  have  simplified  the  study 
of  the  urinary  tract  of  children.  The  technique  is 
somewhat  different  from  that  employed  for  intra- 
venous urography.  Fluids  are  restricted  from  10 
P.  M.  the  night  before.  A laxative  is  given  the 
first  thing  in  the  morning  and  a small  amount  of 
food  is  allowed  just  before  the  injection.  Fifteen 
c.c.  of  a 35  per  cent  solution  of  Diodrast  with  60  c.c. 
of  normal  saline  are  prepared,  one-half  of  which  is 
given  into  each  subscapular  area,  Yo  per  cent  novo- 
cain being  used  to  lessen  the  pain.  Plates  are  made 


at  ten,  twenty,  and  thirty  minute  intervals  following 
the  injection.  For  intravenous  urography,  15  c.c. 
of  undiluted  Diodrast  are  injected  into  the  vein 
without  any  fluid  restriction  the  night  before.  Photo- 
graphs are  made  at  five,  ten,  twenty-five  and  sixty 
minute  intervals  subsequently.  Usually  a retrograde 
urographic  study  is  necessary  in  suspicious  cases  to 
obtain  more  accurate  information. 

Case  Reports 

Case  I: — G.T.,  white,  female,  four  years  old, 
was  admitted  to  our  hospital  following  an  illness  of 
four  days’  duration.  She  had  a high  fever,  was  ir- 
ritable, vomited  and  had  slight  abdominal  distress. 
A right  upper  lobe  pneumonia  was  discovered  and 
successfully  treated  with  sulfapyridine.  An  addi- 
tional fact  in  the  history  revealed  that  about  once  a 
month  for  the  past  year  she  had  had  recurring  at- 
tacks of  fever  and  slight  abdominal  distress.  A 
urinalysis  showed  a trace  of  albumin,  an  e.xcess  of 
red  cells  and  clumps  of  pus  cells,  while  a catheter- 
ized  culture  showed  the  presence  of  non-hemolytic 
streptococci.  After  recovering  from  the  pneumonia, 
she  seemed  to  have  more  general  abdominal  distress 


Fig.  1.-  Double  ureter  on  left  side  and  hydrocalyx  of  the  superior 
part  of  the  left  kidney.  Subcutaneous  urogram. 
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located  largely  on  the  left  side.  A subcutaneous 
urogram  showed  a double  ureter  and  hydrocalyx  of 
the  superior  part  of  the  left  kidney.  A retrograde 
pyelographic  stud}'  demonstrated  the  condition  more 
clearly.  Some  improvement  has  been  reported  by  the 
urologist  following  local  treatment. 

Case  II : — E.  K.,  white,  female,  nine  years  of  age, 
was  admitted  to  our  hospital  complaining  of  attacks 
of  anorexia,  vomiting,  fever  and  irritability  which 
have  been  occurring  at  irregular  intervals  since  she 
was  one  year  old.  A diagnosis  of  pyelitis  was  made 
at  that  time  and  some  treatment  was  administered 
sporadically  during  the  past  eight  years.  Abdominal 
signs  were  not  definite  except  some  slight  general 
tenderness  on  deep  palpation  over  the  kidney  re- 
gions. A urinalysis  showed  the  presence  of  numer- 
ous pus  cells  and  a catheterized  culture  revealed 
colon  bacilli  and  non-hemolytic  streptococci.  A 
retrograde  pyelogram  on  April  5,  1940,  showed 
rather  marked  bilateral  hydroureters  and  hydro- 
nephrosis. These  findings  suggested  that  there  had 
been  a ureteritis  and  pyelonephritis  that  was  prob- 
ably dependent  on  a constriction  of  the  lower  ends 
of  both  ureters.  Some  improvement  had  been  noted 
following  local  treatment  by  our  genito-urinary  sur- 
geon. 

Case  III: — R.  ]\I.,  white,  female,  three  and  one- 
half  years  of  age,  was  admitted  to  our  hospital  in 
June,  1939,  complaining  of  frequency  and  pain  on 
urination,  chills  and  fever,  slight  tenderness  in  the 
upper  right  quadrant  of  the  abdomen  and  in  the 
right  kidney  region  posteriorly.  An  indefinite  his- 
tory of  some  attack  of  kidney  trouble  at  ten  months 
of  age  was  obtained  but  no  history  of  repeated  at- 
tacks could  be  elicited.  A urinalysis  showed  the 
presence  of  albumin,  pus  and  blood.  The  P.S.P. 
kidney  efficiency  test  was  32  per  cent  elimination  in 
two  hours.  There  was  a tendency  toward  fixation  of 
specific  gravity  but  no  retention  of  nitrogen  products. 
Culture  of  the  urine  showed  staphylococci  albus  and 
colon  bacilli.  A retrograde  pyelographic  study  on 
June  20,  1939,  revealed  dilatation  and  irregularity 
of  both  ureters  with  a moderate  amount  of  hydro- 
nephrosis on  the  right  side.  Much  improvement  was 
secured  by  the  conservative  treatment  of  our  genito- 
urinary surgeon.  It  was  felt  that  local  treatment 
would  be  sufficient  in  this  case. 


Prognosis 

Prognosis  depends  upon  a number  of  factors,  in- 
cluding a correct  anatomical  and  bacteriological 
diagnosis,  with  adequate  treatment  as  soon  as  the 
disease  is  discovered.  The  general  health  of  the 
patient,  especially  in  regard  to  nutrition,  must  be 
considered.  The  mortality  is  definitely  higher  in 
the  undernourished.  Obstruction  to  urinary  flow 
alters  the  prognosis  and  the  earlier  anomalies  are 
found  and  relieved,  the  better  the  outcome. 

The  idea  is  rapidly  gaining  ground  that  a goodly 
number  of  cases  have  extensive  and  progressive  kid- 
ney involvement  which  shows  up  later  in  life  as 
chronic  nephritis.  To  quote  from  Weiss  again,  pye- 
lonephritis, particularly  in  the  chronic  and  the 
liealed  stages,  is  often  associated  with  arterial  hy- 
pertension, which  may  be  present  with  normal,  ade- 
quate or  poor  function  of  the  kidney.  The  hyperten- 
sion of  pyelonephritis  is  often  severe  and  is  fre- 
quently accompanied  by  nervous  symptoms,  includ- 
ing cerebral  encephalopathy,  neuroretinitis  and  by 
toxemia  of  pregnancy.  It  can  be  independent  of 
the  activity  of  renal  infections  and  often  advances 
when  the  disease  is  in  the  healed  stage.  It  is  esti- 
mated that  pyelonephritis  is  responsible  for  at  least 
15  per  cent  to  20  per  cent  of  cases  of  malignant  hy- 
pertension. The  contracted  kidney  of  pyeloneph- 
ritis (renal  rickets  type)  is  related  to  infection  in 
childhood  and  interference  with  growth,  rather  than 
to  congenitally  hypoplastic  or  aplastic  kidneys. 

Tre.atment 

The  treatment  of  urinary  infections  in  children 
resolves  itself  into  consideration  of  two  major  groups, 
the  acute  and  chronic  cases.  The  first  is  primarily  a 
medical  pediatric  problem,  while,  in  the  second,  close 
cooperation  with  the  urologist  is  essential. 

Acute  Pyelitis.  General  measures  such  as  con- 
■ finement  to  bed,  rest,  good  nursing  care  in  control 
of  diet,  regulation  of  the  bowels,  care  of  the  skin 
and  control  of  excessively  high  fever,  are  important 
considerations  in  treatment. 

1.  Food.  Sick  children  are  hard  to  feed  under 
any  circumstance,  but  when  gastro-intestinal  upsets, 
lack  of  appetite,  vomiting  and  diarrhoea  are  present 
in  addition  to  the  urinary  infection,  this  part  of  the 
management  becomes  a difficult  problem.  Carbohy- 
drates should  make  up  most  of  the  food  in  the  first 
few  days  of  the  disease,  increasing  as  rapidly  as  pos- 
sible to  full  caloric  values  and  proportional  distri- 
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bution  of  food  materials.  Skimmed  milk  with  lactic 
acid  added  may  be  used  for  small  infants.  There 
is  no  objection  to  soft  foods  being  allowed  in  the 
milder  cases  of  older  children. 

2.  Fluids.  Dehydration  is  apt  to  occur  rapidly, 
especially  in  severe  infections  with  great  toxicity 
and  high  fevers.  This  deficit  of  water  must  he  made 
up  as  rapidly  as  possible.  It  is  generally  accepted 
that  the  administration  of  large  amounts  of  fluids, 
preferably  by  mouth,  has  the  effect  of  diluting  these 
toxins  and  increasing  urinary  output.  Three  ounces 


Fig.  2. — Marked  bilateral  hydro-ureters  and  hydronephrosis. 
Retrograde  urogram. 


of  fluid  per  pound  body  weight  daily  is  desirable. 
By  giving  one  half  ounce  of  fluid  every  fifteen  min- 
utes, an  infant  can  be  made  to  take  from  one  to  two 
quarts  daily.  Plain  water,  water  sweetened  with  sac- 
charin, fruit  juices  with  added  sugar,  weak  tea  and 
skimmed  milk  are  the  fluids  of  choice  for  adminis- 
tration by  mouth.  Additional  fluids  needed  may  be 
given  by  rectum,  subcutaneously,  intramuscularly  or 
intravenously.  Normal  saline  or  Ringer’s  solution 
may  be  given  under  the  skin  or  into  the  muscles, 
while  glucose  may  be  combined  with  either  for  in- 
travenous injection.  Such  fluid  administration  con- 
tains enough  food  values  for  the  first  few  days. 


3.  Changing  reaction  of  urine.  Normally,  the 
urine  is  slightly  acid  with  a pH  slightly  under  7.  To 
be  effective  against  bacteria,  the  pH  must  be  raised  to 
nine  with  the  use  of  alkalies,  or  reduced  to  five  by 
administering  acid  producing  drugs.  These  points  in 
the  pH  must  be  attained  to  inhibit  bacterial  growth 
in  the  urine.  Long  usage  of  alkalies  as  sodium  ci- 
trate and  sodium  bicarbonate  in  the  treatment  of 
pyelitis  has  firmly  established  this  method  in  our 
modus  operandi.  About  forty  grains  of  each  of  these 
drugs  per  day  are  necessary.  The  idea  is  to  keep 


Fig.  3. — Dilatation  of  the  right  ureter  and  considerable  hydro- 
nephrosis of  right  kidney.  Retrograde  urogram. 


the  pH  of  the  urine  above  nine.  Acidification  of  the 
urine  to  pH  five  may  be  rapidly  secured  by  using 
ammonium  chloride  in  50  to  75  grain  doses  daily. 
Calcium  chloride  may  also  be  used  in  similar  doses. 
These  drugs  appear  to  be  superior  to  sodium  acid 
phosphate  and  benzoic  acid  in  rapidly  reducing  the 
pH  of  the  urine  to  five.  Rapid  changing  from  al- 
kalinization  to  acidification  seems  to  be  helpful. 
Chlorphenol  red  paper  may  be  employed  to  detect 
pH  values  to  which  attention  has  already  been 
drawn. 

4.  A ketogenic  diet  with  a concentration  of  beta- 
oxybutyric  acid  and  a reduction  of  the  pH  of  the 
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urine  to  five  has  been  recommended  by  Helmholz 
as  an  effective  manner  of  treatment.  Trained 
dietitians  are  necessary  to  control  the  diet  which, 
in  itself,  is  most  distasteful  to  the  child.  This  is 
not  a practical  way  of  management.  Since  the  in- 
troduction of  some  of  the  newer  drugs,  the  ketogenic 
diet  has  been  abolished  in  the  well  controlled  hos- 
pitals. 

5.  Urinary  antiseptics.  Forcing  of  fluids,  alkalini- 
zation  and/or  acidification  generally  give  sympto- 
matic relief  and  will  clear  up  the  milder  cases.  Un- 
doubtedly, a few  cases  seem  to  be  self-limited,  but 
others  necessitate  the  use  of  urinary  antiseptics  to 
eradicate  the  pus  and  destroy  bacteria.  Methenamine 
is  a drug  of  proved  antiseptic  value  and  may  be 
given  in  doses  of  10  to  20  grains  daily.  Its  value  is 
enhanced  if  the  acidification  of  the  urine  is  brought 
to  a pH  of  five.  Cultures  should  be  taken  every 
several  days  and,  as  soon  as  sterile,  the  drug  should 
be  discontinued  for  three  days  and  then  another 
culture  taken.  If  this  be  negative,  the  indications 
are  that  perhaps  healing  has  occurred.  Increasing 
doses  are  needed  if  cultures  are  positive.  In  the 
event  that  hematuria  occurs  during  such  a course  of 
treatment,  the  drug  must  be  stopped  and  recourse  to 
some  other  urinary  antiseptic  taken. 

Mandelic  ac'd,  either  as  a syrup  or  an  elixir  of 
the  ammonium  salt,  may  be  used  in  doses  of  40  to  60 
grains  daily.  The  fluid  intake  should  be  curtailed 
and  the  urine  kept  strongly  acid  for  good  results  to 
be  secured.  Ammonium  mandelate  is  not  palatable 
and  quickly  upsets  the  stomach,  causing  vomiting. 
Calcium  mandelate  is  less  irritating,  not  soluble  in 
water  and  must  be  prescribed  in  powdered  form.  To 
be  effective,  a concentration  of  i/2  to  1 per  cent  of 
the  drug  in  the  urine  must  be  secured. 

Sulfanilamide  has  further  simplified  the  treat- 
ment of  urinary  infections.  It  has  several  distinct 
advantages  over  similar  antiseptics.  It  will  act  in 
either  an  acid  or  alkaline  urine  but  is  more  effective 
in  the  latter,  is  more  easily  tolerated  and  can  be 
concentrated  in  the  urine  more  readily  by  a dam- 
aged kidney.  Sulfanilamide  may  be  given  in  I/2  to  1 
grain  doses  per  pound  body  weight,  combined  with 
soda  bicarbonate  in  equal  amounts.  It  should  be 
continued  for  five  to  ten  days  unless  some  idiosyn- 
crasy develops.  Cultural  studies  of  the  urine  are 
necessary  to  determine  the  result  of  treatment.  The 
drug  may  be  used  during  the  acute  stages  and  does 
seem  to  give  symptomatic  relief. 


Xeoarsphenamine  has  been  found  to  be  beneficial 
in  coccal  infections  of  the  urinary'  tract,  but  not  of 
much  value  in  combating  the  streptococcus  foecalis. 
Ascending  infections  do  not  respond  as  well  to  this 
drug  as  hematogenous  (descending)  infections. 
Small  doses  of  0.1  to  0.2  gram  are  as  efficacious  as 
large  ones  and  produce  fewer  reactions.  Three  doses 
seem  to  be  the  maximum  needed  for  the  best  results. 

6.  Focal  infections  in  other  parts  of  the  body 
must  be  energetically  treated  and  eradicated  if  pos- 
sible. In  the  case  of  diseased  tonsils,  decision  as  to 
the  time  for  their  removal  is  a difficult  one  to  make. 
However,  results  from  such  an  operative  procedure 
in  relation  to  curing  pyelonephritis  are  debatable. 
Tonsillectomy  does  not  have  much  influence  in  con- 
trolling chronic  nephritis. 

Chronic  Py'elitis.  In  all  cases  of  urinary  in- 
fections that  persist  for  over  one  month  and  fail  to 
respond  to  the  usual  treatment  of  forcing  fluids, 
changing  the  reactions  of  the  urine  and  the  use  of 
various  urinary  antiseptics,  some  complications  may 
well  be  suspected.  In  these  cases,  close  cooperation 
with  a competent  urologist  is  necessary.  Careful 
study,  as  already  outlined,  usually  reveals  the  nature 
of  the  complications  and  surgical  measures  can  be 
adopted  to  fit  the  case.  Dilatation  of  strictures,  re- 
moval of  stones,  lavage  of  the  urinary  tract  with 
local  antiseptics,  removal  of  pyonephrotic  kidneys 
with  the  ureter  (in  unilateral  cases),  are  some  of 
the  measures  employed.  It  must  be  ever  borne  in 
mind  that  y'oung  patients  are  different  from  adults 
and  merit  more  precise  attention,  for  they  stand 
poorly'  the  loss  of  fluids,  blood  and  heat,  and  their 
metabolic  processes  are  more  easily  upset. 

Summary 

Urinary'  infections  have  been  considered  from  sev- 
eral standpoints,  with  emphasis  placed  on  diagnosis 
and  treatment.  Present  information  suggests  that 
such  cases  are  not  all  easily  cured  and,  while  local 
findings  are  negative,  the  disease  may  be  progress- 
ing in  the  kidney  substance,  eventually  leading  to  a 
chronic  interstitial  nephritis  or  malignant  hyper- 
tension in  later  life.  Chronic  or  recurring  cases 
should  be  the  joint  responsibility  of  pediatrician 
and  urologist.  The  earlier  chronic  cases  are  fully 
studied  and  a complete  diagnosis  made,  the  better 
the  prognosis. 

255  South  1/th  Street. 
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Discussion 

Dr.  Russell  Bond,  Wheeling,  W.  Va.:  I would  like 
to  place  emphasis  on  several  points.  (1)  Urinary  infec- 
tions in  children  are  very  common  and  often  explain 
fever  of  unknown  origin.  (2)  Urinalyses  are  of  vital 
importance  and  should  be  done  routinely  and  frequently 
on  all  patients.  (3)  One  urinalyses  from  a sick  child  is 
not  sufficient,  for  many  times  a second  or  third  specimen 
of  urine  will  reveal  abnormalities  on  microscopic  ex- 
amination. (4)  It  has  been  my  custom  not  to  centrifuge 
urines  before  examination  under  the  microscope  for  they 
are  often  misleading.  In  my  own  office  I do  not  use  the 
centrifuge  and  teach  my  internes  to  look  at  urines  in  the 
same  "ay,  that  is,  uncentrifuged.  (5)  When  pyuria  does 
not  respond  after  a reasonable  length  of  time,  one  must 
consider  a urinary  tract  abnormality.  These  abnormal- 


ities are  not  rare.  In  such  cases  a complete  study  should 
be  made  by  a competent  urologist. 

Dr.  W.  W.  Waddell,  Jr.,  University,  Va.:  With  the 
recent  advances  in  urological  procedures  and  refinement 
in  urological  instrumentation,  it  can  be  safely  stated  that 
no  child  is  so  young  as  to  preclude  a urological  study 
comparable  to  that  usually  accorded  to  adult  patients. 

I am  impressed  with  the  frequency  with  which  con- 
genital anomalies  and  associated  obstruction  occur.  These 
anomalies  are  not  difficult  to  demonstrate  if  an  adequate 
urological  study  is  made.  I would,  therefore,  emphasize 
Dr.  Tyson’s  urging  that  we  be  more  careful  and  more 
prompt  to  seek  urological  consultation  and  therapeutic  aid 
in  those  cases  which  do  not  promptly  respond  to  the 
usual  medical  therapy.  Failure  to  make  use  of  present 
facilities  in  diagnosis  and  treatment  will  in  many  in- 
stances subject  such  children  to  permanent  kidney  damage. 


ENDOCRINOLOGY  BRIEFS. 
Conclusion : Miscellaneous  Glands. 


John  P.  Lynch,  M.D., 

Richmond,  Virginia. 


The  Thymus 

Our  knowledge  of  the  thymus  is  still  shrouded 
with  uncertainty  wdiich  amounts  almost  to  modem 
superstition,  for  this  gland  is  still  prominently  as- 
sociated with  the  unexplained  death  of  children 
known  as  status  thymicolymphaticus.  It  is  located 
in  the  lower  neck  or  upper  thorax  in  contact  wdth 
the  pericardium. 

Its  true  function  is  unknown  and  clinically  there- 
fore the  gland  is  as  yet  of  little  importance.  Certain 
theories  and  observations,  however,  are  of  interest 
and  may  stimulate  further  knowledge.  The  offspring 
of  thymectomized  rats  showed  retardation  of  growth 
which  state  could  be  overcome  by  the  administra- 
tion of  th\’mus  extract.  There  are  a few  clinical  evi- 
dences of  thymic  tumors  being  associated  with  pre- 
cocious development,  but  there  is  so  little  clinical 
knowledge  of  this  gland  that  except  for  tumor  for- 
mation producing  mechanical  obstruction  to  vital 
processes  treatment  directed  at  the  gland  offers  noth- 
ing. 

Status  thymicolymphaticus  is  a condition  of  in- 
fancy and  childhood  characterized  by  hyperplasia  of 
lymphatic  tissues  and  thymus  together  with  flabby 
fat  overgrowth  of  the  body,  hypoplasia  of  the  heart 
and  blood  vessels.  Cyanosis,  convulsions  and  sud- 
den death  may  occur  without  apparent  antecedent 


cause.  In  1939  New  York  workers  reported  seven 
cases  described  as  status  th}’micolymphaticus  w’ith 
small  adrenals.  Sevringhaus  in  the  1939  Year  Book 
of  Neurology,  Psychiatry  and  Endocrinology  sum- 
marizes current  opinion  on  this  condition  as  fol- 
lows: “If  such  a condition  as  status  thymicolym- 
phaticus exists  and  if  it  is  in  any  way  related  to 
sudden  death  there  is  no  justification  for  the  be- 
lief that  radiologic  treatment,  extirpation  of  the 
thymus  or  administration  of  thymus  extracts  would 
have  prevented  such  a death.  The  abnormalities  pre- 
sented by  the  thymus  gland  could  only  be  a part 
of  such  a syndrome.” 

The  Mammary  Glands 

The  human  mammary  gland  is  composed  of  fif- 
teen or  twenty  lactiferous  ducts  opening  at  the 
nipple.  During  early  childhood  the  development 
is  slight  being  limited  to  growth  of  the  duct  system. 
At  puberty  mammary  alveolar  tissue  proliferates. 
During  pregnancy  the  development  reaches  its  peak, 
and  lactation  occurs  after  parturition.  Lactation 
inhibits  the  menstrual  cycle. 

The  estrogenic  hormone  primarily  by  stimulating 
duct  tissue,  and  progestin  secondarily  by  stimulating 
alveolar  tissue  along  with  the  lactogenic  hormone  of 
the  anterior  pituitary  gland  are  activators  of  the 
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breast.  During  pregnancy  the  estrogenic  hormone 
concentration  of  the  blood  rises,  and  at  parturition 
suddenly  falls.  The  estrogenic  hormone  during  preg- 
nancy apparently  holds  in  check  the  action  of  the 
pituitary  lactogenic  hormone  which  after  birth  stim- 
uates  lactation.  H}-pophysectomy  of  pregnant 
animals  prevents  lactation  although  these  animals 
deliver  normally. 

Unfortunately  there  is  no  potent  lactogenic  hor- 
mone on  the  market  for  clinical  use  in  women  whose 
breasts  function  poorly.  Estrogenic  hormone  therapv 
is  of  value  in  chronic  mastitis  of  the  menopause. 

Recently  there  has  been  increasing  interest  in  the 
relationship  of  estrogenic  therapy  and  breast  cancer. 
Although  estrogenic  dosage  used  in  human  meno- 
pausal treatment  is  far  too  low  to  have  a carcino- 
genic effect  on  healthy  breasts  it  seems  wise  to  avoid 
this  therapy  in  patients  having  breast  carcinoma  for 
fear  that  stimulation  of  the  growth  may  result. 

Chicago  workers  have  called  attention  to  nodular 
swelling  beneath  the  nipples  of  young  men  between 
the  ages  of  thirteen  and  seventeen.  The  nodules  may 
begin  at  eleven  years  and  grow  to  conspicious  size 
and  then  gradually  subside.  Experimental  work  in- 
dicates that  this  hypertrophy  may  be  due  to  the 
testicular  hormone.  Obviously  surgery  is  not  in- 
dicated. 

The  Pineal  Gland 

Descartes  considered  the  pineal  gland  the  seat 
of  the  soul  but  since  his  time  no  definite  function 
has  been  discovered  for  this  mysterious  gland.  It 
may  have  functioned  as  a third  eye  in  some  primi- 
tive lizards.  The  gland  is  located  on  the  top  of  the 
midbrain  between  the  superior  colliculi. 

It  is  not  essential  to  life.  Its  only  clinical  sig- 
nificance appears  when  tumors  are  formed.  These 


are  rare  and  give  the  usual  symptoms  of  increased 
intracranial  pressure.  Occasionally  precocious  sex- 
ual development  is  referred  to  pineal  disturbance, 
but  usually  better  understood  endocrine  mechanisms 
offer  more  plausible  explanations. 

The  Pancreas 

A review  of  the  voluminous  literature  concerning 
this  gland  is  not  appropriate  to  this  series.  Its 
chief  hormone,  insulin,  is  becoming  well  under- 
stood and  its  uses  amplified.  Oral  or  more  recently 
rectal  treatment  of  diabetes  by  combining  insulin 
with  organic  dyes  and  saponin  has  been  reported. 
Technical  difficulties  so  far  have  prevented  wide  use 
but  experimental  work  is  promising. 

The  liver,  spleen,  kidney,  carotid  gland  and  di- 
gestive tract  have  endocrine  functions  but  little  is 
known  concerning  them. 

Future  laboratory  workers  and  clinicians  have  a 
vast  unexplored  field  of  endocrinology  before  them. 
^^’ith  patience  and  freedom  of  thought  and  action 
new  and  revolutionary  discoveries  can  still  Ije  made.* 

References 

*We  could  make  no  attempt  to  cover  the  voluminous 
literature  on  endocrinology  thoroughly  but  suggest  the 
following  sources  for  reference: 

Tice's  Practice  of  Medicine,  Vol.  VIII. 

Sevringhaus’  Endocrine  Therapy  in  General  Practice. 

1938  Year  Book  of  Neurology,  Psychiatry  and  Endro- 
crinology. 

1939  Year  Book  of  Neurology,  Psychiatry  and  Endo- 
crinology. 
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Editor's  Note:  Seventh  and  last  in  a series  of  brief 
summaries  of  our  present  knowledge  of  a rapidly  chang- 
ing field  of  diagnosis  and  therapy. 


ACUTE  TRAUMATIC  ARTERIAL  THROMBOSIS  OF  THE  EXTREMITIES.* 
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Norfolk,  Virginia. 


paper  a condition  which  is  encountered  rather  infre- 
quently but  which  cannot  be  ascribed  to  an\-  of  the 
aforementioned  diseases,  the  chief  characteristic  of 
which  is  its  occurrence  in  young  or  middle  aged  in- 
dividuals who  are  otherwise  perfectly  healthy  and 
who  previously  have  shown  no  signs  of  peripheral 


Acute  deficiency  of  the  peripheral  arterial  circula- 
tion is  usually  thought  of  in  terms  of  thrombo- 
angitis  obliterans,  arterio-sclerosis,  Raynaud’s  dis- 
ease, or  embolic  occlusion.  We  shall  describe  in  this 
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ber, 1939. 


Virginia  ^Medical  ]\Ionthly 


631 


1<M0] 

vascular  disease.  This  is  acute  traumatic  arterial 
thromlxisis. 

If  acute  traumatic  arterial  thrombosis  is  not  recog- 
nized as  such  in  its  incipiency,  the  result  may 
be  as  grave  as  in  the  advanced  stages  of  the  other 
organic  arterial  vascular  diseases.  On  the  other 
hand,  the  element  of  spasm  is  often  more  prominent 
in  acute  traumatic  arterial  thrombosis  than  in  the 
other  arterial  va.scular  di.<^eases  and,  if  the  condition 
is  properly  diagnosed  and  the  spastic  element  real- 
ized and  adequately  treated  in  the  beginning,  a dis- 
ease which  otherwise  might  end  in  a catastrophe  will 
result  in  eventual  complete  recovery. 

.^cute  traumatic , arterial  thrombosis  is  a vascular 
disease  characterized  by  the  occlusion  of  a main 
artery  of  an  extremity  which  has  been  subjected  to 
prolonged  mild  trauma,  the  occlusion  being  pre- 
sumed to  be  due  to  thrombosis  implanted  on  the. 
long  existing  latent  arteritis.  As  a rule,  the  patient 
has  not  been  conscious  of  the  traumatic  factor  and 
likewise  has  had  no  sjniptoms  from  his  chronic  ar- 
teritis until  the  onset  of  the  acute  thrombosis  with 
all  of  its  fulminating  acute  manifestations. 

The  symptoms  and  signs  of  acute  traumatic  arV 
terial  thrombosis  will  vary  with  the  artery  involved 
and  the  extent  of  the  thrombosis,  but  otherwise  do 
not  differ  from  those  usually  observed  in  acute  ar- 
terial insufficiency  in  an  extremity  attending  the 
other  organic  arterial  vascular  diseases. 

The  patient  first  notices  pain  and  marked  weak- 
ness of  the  arm  or  leg.  The  pain  becomes  much  worse 
with  exercise.  The  extremity  becomes  cold  and,  with 
further  exercise,  becomes  blanched.  Cyanosis  of  the 
hand  or  foot  of  the  affected  side  and  excessive  sweat- 
ing of  the  extremity  may  be  noted.  On  examination, 
an  absence  of  pulsation  in  the  involved  artery  is  ob- 
served and  the  vessel  can  usually  be  felt  as  a ten- 
dinous cord  which  is  definitely  swollen  in  the  early 
stages  of  the  disease.  Oscillometric  readings  show  a 
diminution  of  the  oscillometric  index  on  the  affected 
side  and  temperature  readings  with  the  skin  ther- 
mometer or  the  dermatherm  show  marked  reduction 
in  temperature.  Tests  for  vascular  spasm  usually  in- 
dicate a high  degree  of  arterial  spasm,  this  being  par- 
ticularly so  if  the  case  is  seen  early,  and  is  of  im- 
portance from  the  standpoint  of  prognosis,  as  men- 
tioned above. 

Acute  traumatic  arterial  thrombosis  has  been  de- 
scribed frequently  in  the  literature.  One  encounters 


most  commonly  descriptions  of  cases  of  brachial 
thrombosis  from  the  use  of  crutches. 

Montgomery  and  Ireland  have  described  a condi- 
tion somewhat  similar  to  the  one  under  discussion, 
differing  principally  in  that  the  arterial  deficiency 
is  due  entirely  to  artery  spasm,  no  thrombosis  oc- 
curring. This  is  called  “traumatic  segmentary  ar- 
terial spasm”.  The  authors  present  two  cases  of 
spastic  occlusion  of  the  brachial  artery,  one  imme- 
diately following  a simple  fracture  of  the  humerus, 
and  the  other  after  an  open  reduction  to  reduce  a 
similar  fracture. 

Besides  traumatic  segmentary  arterial  spasm, 
which  really  should  cause  no  confusion,  acute  trau- 
matic arterial  thrombosis  must  be  differentiated  from 
thrombo-angitis  obliterans,  diabetic  and  senile  ar- 
terial sclerosis,  specific  arteritis,  popliteal  aneurysm, 
cervical  rib,  and  acute  embolic  occlusion.  As  acute 
traumatic  arterial  thrombosis  invariably  affects  only 
one  extremity,  this  unilateral  characteristic  is  an  im- 
portant point  in  the  differential  diagnosis. 

We  have  attempted  to  stress  the  importance  of  J 
recognizing  the  element  of  spasm  in  cases  of  acute 
traumatic  arterial  thrombosis.  Many  methods  have 
been  described  for  determining  this  degree  of  spasm. 

I have  at  various  times  employed  posterior  tibial 
block,  spinal  anesthesia,  and  typhoid  vaccine  intra- 
venously to  produce  maximum  vaso-dilatation,  esti- 
mating the  degree  of  this  vaso-dilatation  by  means 
of  temperature  readings  with  a dermatherm.  I have 
not  employed  novocaine  injections  of  the  stellate 
ganglion  for  the  upper  extremity  or  of  the  lower 
lumbar  ganglia  for  the  lower  extremity,  as  recom- 
mended by  Ochsner.  In  recent  years,  I have  em- 
ployed exclusively  the  Landis-Gibbons  test,  simply 
immersing  the  unaffected  extremities  in  water  baths 
at  45  degrees  centigrade  and  observing  the  tempera- 
ture changes  in  the  afflicted  extremity.  This  test  is 
harmless,  easy  to  perform,  and,  whereas  it  does 
not  produce  maximum  vaso-dilatation,  the  informa- 
tion obtained  is  sufficient  for  practical  purposes. 
The  test  must  be  performed  in  an  air-conditioned 
room  at  low  even  temperature. 

As  has  been  previously  mentioned,  because  of  the 
prominent  element  of  spasm  in  acute  traumatic  ar- 
terial thrombosis,  adequate  treatment  in  the  early 
stages  should  give  encouraging  results,  providing 
the  segment  of  artery  thrombosed  is  not  too  ex- 
tensive. The  treatment  necessarily  must  be  individ- 
ualized, depending  upon  the  extremity  involved,  the 
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site  and  the  extent  of  the  area  thrombosed,  the  time 
in  the  course  of  the  illness  at  which  the  case  is  first 
seen,  the  degree  of  spasm  existing,  and  the  amount 
of  tissue  damage  already  present. 

For  the  lower  extremity,  when  the  case  is  seen  in 
the  first  hours  of  the  onset  of  the  disease,  our  treat- 
ment is  as  follows: 

1.  Elevate  the  head  of  the  bed  four  to  six  inches. 

2.  Wrap  affected  extremity  in  sheet  wadding  or 
cotton  and  place  under  a cradle  electrically  heated. 
The  temperature  in  this  cradle  is  automatically  con- 
trolled and  should  be  maintained  at  about  85  de- 
grees temperature,  not  higher. 

3.  Papaverin  hydrochloride — grs.  one-half — in- 
travenously, repeated  pn  three  or  four  hours  if  bene- 
ficial. 

4.  Whiskey — ounces  one-half — repeated  ever}-  six 
hours  if  tolerated  well. 

5.  Continuous  inhalation  of  95  per  cent  oxygen 
with  the  B.L.B.  apparatus. 

6.  Immerse  both  arms  for  affections  of  the  lower 
extremity  or  both  legs  for  affections  of  the  upper 
extremity  in  water  baths  at  45  degrees  temperature, 
maintaining  the  water  at  this  temperature  for  thirty 
minutes.  Repeat  this  every  six  hours. 

7.  Intermittent  suction  and  pressure  (Pavex  ther- 
apy) beginning  with  20  or  30  millimeters  of  suction 
and  practically  no  pressure.  Treatment  to  be  con- 
tinuous at  first,  suction  being  gradually  increased  to 
tolerance.  After  the  acute  catastrophe  has  been  sur- 
vived and  no  marked  tissue  damage  incurred,  inter- 
mittent suction  and  pressure  treatments  become  the 
mainstay  of  therapy  and  are  continued  for  three  or 
four  months. 

Because  the  pain  element  may  come  on  gradually, 
cases  of  acute  traumatic  arterial  thrombosis  may  be 
first  seen  by  a physician  rather  late  in  the  course  of 
the  disease.  In  such  cases  one  has  the  time  and  op- 
portunity for  evaluating  the  degree  of  circulatory  im- 
pairment, the  amount  of  spasm,  and  the  amount  of 
collateral  circulation.  Oscillometric  readings  will 
usually  indicate  the  status  of  the  main  vessels,  and 
will  usually  indicate  the  level  of  pulsating  arteries. 
The  methods  of  determining  the  degree  of  vasospasm 
have  been  previously  described.  A careful  case  analy- 
sis of  the  result  of  the  histamine  test  on  the  skin,  the 
temperature  readings  of  the  extremity  at  various 
levels,  and  the  extent  of  the  tissue  damage  in  com- 
parison with  the  oscillometric  readings  will  indicate 
the  amount  of  the  collateral  circulation  that  has  al- 


ready developed.  Treatment  of  these  late  cases,  seen 
after  the  phenomena  associated  with  the  acute  disease 
have  subsided,  is  as  follows: 

1.  Intermittent  suction  and  pressure  daily  or  every 
other  day  for  approximately  three  weeks,  twice  week- 
ly for  two  or  three  more  months,  each  treatment  ses- 
sion lasting  one  or  two  hours. 

2.  Buerger’s  vascular  exercises. 

3.  Passive  hyperemia  after  the  principles  of  Col- 
lins and  Wilensky. 

Treatment  of  these  late  cases  when  considerable 
spasm  is  present : 

4.  Cessation  of  tobacco. 

5.  Tissue  extract  or  depropanex:  3 cc.  every  other 
day. 

6.  Immersion  of  the  unaffected  opposite  extremi- 
ties in  water  baths  for  thirty  minutes  twice  daily  at 
45  degrees  temperature. 

7.  Typhoid  vaccine  intravenously  twice  weekly. 

8.  Vaso-dilators  by  mouth,  such  as  mecholyl, 
aminophyllin,  padutin,  and  whiskey. 

We  have  not  described  embolectomy  as  a treat- 
ment for  acute  traumatic  arterial  thrombosis.  In  as 
much  as  a latent  arteritis  is  presumed  to  exist,  the 
removal  of  a thrombus  would  not  seem  to  be  a ra- 
tional procedure,  the  underlying  pathology  being  un- 
altered by  the  operation. 

Leriche,  however,  describes  the  operation  of  ar- 
terectomy  as  of  particular  value  in  cases  of  mono- 
arteritis following  trauma,  freezing,  and  surgical 
ligation.  Leriche  feels  that  an  obliterated  artery 
ceases  to  be  an  artery  but  becomes  a diseased  plexus 
of  sympathetic  nerve  fibers  provoking  distal  vaso- 
spasm. He  employs  arterectomy  for  cases  in  which 
he  can  prove  localized  arterial  obliteration  with  pat- 
ent vessels  distally.  By  this  means,  he  eliminates  the 
reflex  vasospasm  initiated  by  the  irritated  and  dis- 
eased sympathetic  nerves.  For  the  femoral  artery, 
Leriche  routinely  resects  six  or  eight  inches  of  the 
vessel.  He  presents  a follow-up  study  of  seventy- 
eight  consecutive  operations. 

I have  had  no  experience  with  arterectomy  as  a 
means  of  treating  obliterated  vascular  disease.  Clute 
reports  in  the  New  England  Journal  of  Medicine 
two  cases  in  which  he  performed  arterectomy  with 
marked  improvement. 

S}Tnpathetic  ganglionectomy  is  another  method  of 
treating  acute  traumatic  arterial  thrombosis.  Theis 
has  shown  that  where  functionally  active  collateral 
arterioles  exist,  appropriate  sympathetic  neurectomy 
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produces  an  immediate  and  permanent  increased 
peripheral  circulation.  Sj-mpathetic  neurectomy  was 
not  employed  in  any  of  the  cases  reported  in  this 
paper.  On  several  occasions,  we  have  performed 
lumbar  ganglionectomy  for  thrombo-angitis  oblit- 
erans with  spasm  with  good  results. 

In  this  discussion  of  the  therapy  of  acute  trau- 
matic arterial  thrombosis,  reference  should  be  made 
to  the  present  interest  in  heparin.  Murray,  Perritt, 
and  Best  have  shown  that  the  clotting  time  of  the 
blood  of  a human  subject  may  be  increased  by  the 
intravenous  administration  of  solutions  of  highly 
purified  heparin.  This  procedure  produces  no  de- 
leterious effect  even  when  the  heparinization  is  main- 
tained for  as  long  as  five  days.  These  authors  report 
twenty-six  patients  in  which  general  heparinization 
had  been  carried  out.  It  would  seem  rational  to 
employ  general  heparinization  in  all  patients  seen  in 
the  early  course  of  acute  traumatic  arterial  throm- 
bosis, with  the  end  in  view  of  preventing  further  ex- 
tension of  the  thrombotic  process. 

.\cuTE  Thrombosis  of  the  Br.achial  .Artery 
FROM  Using  a “Chipping  H.ammer” 

This  patient  is  a thirty-seven-year-old,  white,  mar- 
ried, machinist,  who  was  first  seen  .August,  1937,  be- 
cause of  pain  in  the  right  arm.  The  family  history 
is  non-contributory.  The  patient’s  health  in  the  past 
was  excellent.  He  worked  for  a number  of  years  as  a 
machinist  in  the  Norfolk  Navy  Yard,  and  ham- 
mered a great  deal  with  the  right  arm.  For  a year  he 
used  a vibrating  tool  known  as  a “chipping  hammer”. 
From  boyhood  he  had  smoked  a package  of  cigarettes 
daily,  and  drank  moderate  quantities  of  liquor.  He 
ate  little  r)'e  bread,  was  never  exposed  to  lead  fumes, 
and  never  ingested  preparations  containing  ergot. 
There  was  no  past  history  suggestive  of  intermittent 
claudication,  Raynaud’s  disease,  phlebitis  migrans 
or  typhus  fever. 

Five  weeks  before  we  saw  him,  he  caught  the 
thumb  of  the  right  hand  between  the  bumper  and 
crank  of  a truck.  The  thumb  became  slightly  painful 
and  swollen  for  several  hours  but  caused  no  further 
trouble.  Five  days  later  the  entire  right  upper  ex- 
tremity suddenly  began  to  pain.  The  pain  increased 
6ver  a period  of  two  weeks,  and  was  then  gradually 
replaced  by  a sensation  of  numbness.  The  right  hand 
became  white  and  cold.  E.xercising  the  right  arm 
produced  pain  and  rest  relieved  this.  Cold  water  ac- 
centuated the  symptoms  and  warm  water  helped 
them. 


Physical  examination  showed  a well-develo])ed  and 
well-nourished  white  male.  No  abnormalities  except 
those  referable  to  the  right  arm  were  made  out.  The 
blood  pressure  was  120/90  in  the  left  arm,  and  was 
not  obtainable  in  the  right.  There  was  absence  of 
pulsation  in  the  right  radial,  ulnar  and  brachial  ar- 
teries. The  brachial  artery  was  felt  as  a hard  non- 
pulsating cord.  The  right  axillary  artery  was  palpa- 
ble and  pulsated  strongly.  Normal  pulsations  were 
felt  in  the  arteries  of  the  neck,  left  arm  and  the  legs. 
The  right  hand,  forearm  and  lower  third  of  the 
upper  arm  were  paler  and  cooler  than  the  left.  When 
the  arms  were  elevated  the  right  hand  assumed  a 
cadaveric  white  color,  and  the  left  showed  normal 
blanching.  W’hen  the  fingers  were  alternately  opened 
and  closed,  claudication  developed  rapidly  on  the 
right.  In  the  dependent  position  hyperemia  ap- 
peared normally  in  the  left  hand,  but  redness  re- 
turned very  slowly  in  the  right  and  there  was  never 
any  hyperemia. 

Laboratory  studies  showed  no  abnormalities.  Uri- 
nalysis, blood  counts,  blood  smear  and  differential 
counts  were  within  normal  limits.  The  capillary 
bleeding  time  was  three  minutes,  the  venous  clotting 
time  seven  minutes;  and  the  tourniquet  test  was  nega- 
tive. The  blood  Wassermann  reaction  was  negative. 
X-rays  of  the  chest,  cervical  spine,  and  right  arm 
also  disclosed  no  pathology.  There  was  no  evidence 
of  mediastinal  tumor,  cervical  rib,  or  calcification  of 
blood  vessels.  The  temperature  of  the  right  wrist 
was  1.5  degrees  lower  than  that  of  the  left,  and  the 
entire  right  arm  was  cooler  than  the  opposite  arm  by 
dermatherm  readings.  The  oscillometric  index  was 
zero  for  the  right  forearm,  one  for  the  upper  arm 
near  the  shoulder.  For  the  left  forearm,  the  index 
was  five  and  for  the  upper  arm  eight.  An  estimation 
of  vaso-constriction  spasm  was  not  made. 

The  diagnosis  was  thrombosis  of  the  right  brachial 
artery.  It  was  thought  this  was  due  to  arteritis 
caused  by  the  trauma  from  the  vibrating  tool.  The 
physical  examination  and  the  subsequent  course  of 
the  patient  .seemed  to  rule  out  generalized  arterial 
disease  (organic  or  va.sospastic),  or  arterial  occlusion 
by  an  embolus. 

The  patient  was  advised  to  discontinue  work  and 
smoking,  to  use  the  right  arm  as  little  as  possible 
and  to  keep  it  warm  at  all  times.  Active  treatment 
consisted  of  intermittent  suction  and  pressure,  two 
hour  sessions  daily  for  one  month  and  twice  weekly 
for  two  months.  Improvement  was  progressive  and 
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consistent.  Eight  months  after  onset  of  illness,  the 
patient  had  no  subjective  symptoms,  but  pulsation 
was  still  alisent  in  the  right  brachial  and  radial  ar- 
teries, and  the  oscillometric  index  for  the  right  fore- 
arm was  only  “one". 

Popliteal  Thrombosis  from  the  Use  of  a 
Grain  Tractor 

This  patient  is  a thirty-five-year-old,  white,  mar- 
ried, tractor  operator,  who  was  first  seen  February  21, 
1938,  because  of  pain  in  the  left  leg.  The  family 
history  is  non-contributorj'.  Before  the  present  ill- 
ness his  health  was  excellent.  For  a number  of  years 
he  walked  five  to  six  miles  daily.  For  one  and  one- 
half  years  he  drove  a heav\'  tractor,  the  brake  of 
which  he  operated  with  the  left  leg.  He  smoked  a 
package  of  cigarettes  daily,  and  up  to  three  months 
before  we  saw  him  drank  moderate  quantities  of 
whiskey.  He  did  not  eat  rye  bread  excessively. 
He  was  never  frost-bitten,  and  was  not  bothered  by 
cold  weather.  There  was  no  history  of  ingestion  of 
large  quantities  of  raw  vegetables  suggesting  arsenic 
poisoning. 

For  two  to  three  years  he  noticed  an  occasional 
tired  sensation  in  the  calf  of  the  left  leg  after  walk- 
ing several  miles.  The  present  illness  began  a month 
ago  when  he  experienced  severe  pain  in  the  left  foot 
and  cramping  pain  in  the  thigh,  present  at  rest  but 
greatly  accentuated  by  activity.  The  left  foot  then 
gradually  became  white,  cold,  and  numb. 

The  physical  examination  was  negative  except  for 
the  left  leg.  The  blood  pressure  was  130/90  in  the 
left  arm.  There  was  no  evidence  of  generalized  ar- 
terial disease.  The  eye  grounds  were  normal.  There 
were  no  cardiac  murmurs.  The  right  leg  was  normal. 
The  dorsalis  pedis  pulsation  was  not  made  out  on  the 
right,  but  there  were  good  pulsations  in  the  posterior 
tibial,  popliteal  and  femoral  arteries.  There  was  a 
bluish  red  discoloration  of  all  the  toes  of  the  left 
foot.  The  entire  left  foot  blanched  when  raised  about 
40°  above  the  horizontal.  A dusky  rubor  developed 
over  most  of  the  left  foot  and  the  toes  when  the  foot 
was  lowered.  The  foot  and  the  lower  half  of  the  leg 
were  cooler  to  palpation  than  on  the  right.  On  the 
left  no  pulsation  was  made  out  in  the  dorsalis  pedis 
and  only  an  occasional  beat  came  through  the  pos- 
terior tibial  and  popliteal.  A good  femoral  pulsa- 
tion was  pre.sent.  Tliere  was  tenderness  over  the 
course  of  the  left  posterior  tibial  and  popliteal  ar- 
teries. 

Laboratory  te.sts,  including  urinalysis,  l)lood  counts. 


Wassermann  reaction,  blood  sugar  and  non-protein 
nitrogen  determinations,  were  all  within  normal  limits 
except  for  a mild  secondary  anemia.  X-rays  were 
not  taken.  The  oscillometric  index  was  one-half 
point  below  the  left  knee,  four  points  below  the  right 
knee.  The  thigh  oscillometric  readings  were  approxi- 
mately equal  for  the  two  legs.  Skin  temperature 
readings  with  the  dermatherm  showed  diminished 
temperature  of  the  right  leg,  from  toes  to  knee.  A 
Landis-Gibbons  test  demonstrated  a moderate  degree 
of  vaso-constriction  spasm  on  the  affected  side. 

Treatment  consisted  of  intermittent  suction  and 
pressure,  typhoid  vaccine  intravenously,  and  hy- 
peremic  therapy  with  a blood-pressure  cuff  after  the 
method  of  Collins  and  Wilensky.  Dry  gangrene  of 
the  distal  third  of  the  second  toe  developed.  Spon- 
taneous amputation  of  this  gangrenous  tissue  oc- 
curred several  months  later.  The  patient  made  a 
complete  recovery  and  remaiiis  well  at  this  writing, 
one  and  one-half  years  after  onset  of  present  illness. 

Popliteal  Thrombosis  with  a History  of 

Trauma  Under  the  Knee  Many  Years  Ago. 

This  patient  is  a fifty-five-year-old,  white,  mar- 
ried, bank  clerk,  who  was  referred  August,  1939, 
with  the  complaint  of  pain  in  the  right  leg.  The  fam- 
ily history  is  non-contributory.  As  a boy  he  had 
malaria.  Thirty  years  ago  he  fractured  his  right  hip 
and  the  leg  was  placed  in  a splint  on  an  inclined 
plane.  An  ulcer  developed  beneath  the  right  knee, 
and  this  healed  and  left  a scar.  He  smoked  about  a 
package  of  cigarettes  daily.  During  the  past  several 
years  he  had  been  told  on  a few  occasions  that  his 
blood  pressure  was  slightly  elevated — being  between 
150-160.  Before  the  present  illness  there  was  no  his- 
tory of  intermittent  claudication,  angina  pectoris, 
migrating  phlebitis,  exposure  to  lead  or  ingestion  of 
ergot. 

The  present  illness  began  suddenly  six  weeks  be- 
fore he  was  seen.  While  walking  home  he  noted  a 
binding,  tired  sensation  in  the  back  of  the  right  leg 
above  the  ankle.  The  pain  was  severe  enough  to 
make  him  stop,  and  rest  relieved  it  in  a few  minutes. 
The  pain  recurred  several  times  until  he  reached 
home.  From  then  on,  the  right  leg  has  felt  cold  and 
has  tired  easily.  Since  the  old  fracture  this  leg  has 
seemed  smaller  than  the  left,  but  the  patient  believes 
it  has  become  even  smaller  since  the  present  diffi- 
culty. Walking  more  than  a block  produces  the  bind- 
ing sensation  above  the  ankle  of  the  right  leg. 

His  general  physical  condition  was  excellent.  The 
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pulse  was  84  and  the  blood  pressure  134/80.  The 
arteries  in  the  ocular  fundi  showed  evidences  of  mild 
arteriosclerosis.  The  heart  was  not  enlarged  and 
there  were  no  murmurs  or  accentuated  sounds.  The 
brachial  arteries  felt  soft.  The  appearance  of  the 
left  leg  and  the  arterial  pulsations  in  it  were  normal. 

E.xamination  of  the  arterial  circulation  of  the  right 
or  affected  leg  revealed  the  following: 

No  appreciable  color  change  of  the  foot  in  the 
dependent  position. 

Pulsation  in  the  dorsalis  pedis,  and  posterior  tibial 
artery  entirely  absent. 

Pulsation  in  the  popliteal  artery  very  faint. 

Oscillometric  Index:  Right  leg,  above  the  ankle, 
one-fourth  points  as  compared  to  three  and  one-half 
points  on  the  left  leg.  Below  the  knee  on  the  right 
side,  one  and  one-fourth  points  as  compared  to  six 
points  on  the  left  leg,  and  above  the  knee,  on  the 
right  side,  six  as  against  nine  on  the  left. 

The  temperature  reading  on  the  right  big  toe  was 
1.3  degrees  centigrade  lower  than  on  the  left. 

In  the  histamine  test,  the  findings  were  practically 
identical  for  the  two  legs  except  for  the  absence  of  the 
reaction — wheals  and  flares — on  the  right  leg  above 
the  ankle. 

Test  for  vasospasm  by  the  Landis-Gibbons  method 
revealed  the  following:  At  the  end  of  twenty  minutes, 
the  right  big  toe  temperature  rose  from  26.5  degrees 
centigrade  to  31  degrees  centigrade,  and  on  the  left 
side  the  temperature  of  the  big  toe  rose  from  27.1 
degrees  to  33.3  degrees  centigrade.  Taking  33  as  a 
normal  complete  vaso-dilatation  level,  this  would 
indicate  the  high  degree  of  vasospasm  (as  indicated 
by  4.5  degrees  centigrade  of  temperature)  on  the 
affected  right  side,  with  some  organic  occlusion  as 
represented  by  2 degrees  centigrade  temperature.  The 


toe  failed  to  reach  the  complete  vaso-dilatation  level 
of  33  by  2 degrees. 

Treatment  w'as  as  follows:  1.  Complete  cessation 
of  smoking.  2.  Buerger’s  exercises.  3.  Vasodilata- 
tion of  the  lower  extremities  by  immersion  of  the 
arms  in  water  at  45 °C.  temperature  for  twenty  min- 
utes daily.  4.  Tissue  X-ray,  No.  568,  Sharpe  and 
Dohme,  3 cc.  every  other  day.  5.  Pavex  therapy  every 
other  day  for  two  weeks  and  twice  weekly  for  six 
additional  weeks. 

This  patient  was  discharged  three  months  after  the 
first  examination.  At  this  time  there  was  an  oscillo- 
metric index  of  two  points  above  the  right  ankle  as 
compared  to  two  and  one-half  on  the  left.  The 
temperature  readings  of  the  big  toe  were  about  the 
same  on  either  leg.  The  patient  was  able  to  walk 
fast  for  four  or  five  blocks  without  any  pain  in  his 
leg,  and  he  stated  he  could  walk  indefinitely  at  a 
normal  pace. 

-\cute  traumatic  arterial  thrombosis  is  described  as 
a unilateral  arterial  vascular  disease  of  sudden  onset, 
occurring  in  previously  healthy  individuals  and  not 
fjreceded  by  the  usual  prodromal  symptoms  of  ar- 
terial deficiency  such  as  claudication  and  coldness  in 
the  part.  Chronic  slight  trauma  producing  latent  ar- 
teritis is  given  as  the  predisposing  cause.  Three  cases 
are  reported,  one  of  a machinist  who  constantly  used 
a chipping  hammer  and  developed  brachial  thrombo- 
sis, and  one  of  a tractor  driver  who  developed 
popliteal  thrombosis,  and  one  of  a banker  who  de- 
veloped a thrombosis  at  the  site  of  an  old  injury  in 
the  popliteal  region.  Treatment  is  outlined,  the  im- 
portance of  recognizing  the  element  of  spasm  being 
stressed. 

301  Medical  Arts  Building. 


VINETHENE. 


W.  M.  Whitehead,  M.D., 

and 

C.  C.  Carter,  M.D., 


Juneau, 

Every  physician  practicing  medicine  is  confronted 
at  times  with  the  urgent  need  of  a short-acting,  safe 
anesthetic  without  too  much  apparatus  or  financial 
involvement.  In  vinethene  it  appears  that  we  have  a 
solution  to  the  problem.  It  is  of  great  value  when 
rapid  and  prompt  recovery  is  desired  of  an  anesthetic. 


Alaska. 


The  convenience  of  administration  is  of  great  use- 
fulness, for  it  may  be  carried  in  the  physician’s  bag, 
as  it  is  a liquid  supplied  in  small  bottles  and  ad- 
ministered most  often  by  the  open  droj)  method  or 
semi-open  drop  method.  Ethyl  chloride  was  used  be- 
fore we  started  using  vinethene  and  the  advantages 
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of  the  latter  were  apparent  after  only  a few  adminis- 
trations. 

Vinethene  consists  of  pure  vinyl  ether,  a very  small 
amount  of  absolute  alcohol  and  an  oxidation  in- 
hibitor, The  alcohol  is  added  to  prevent  freezing  of 
the  moisture  which  accumulates  during  its  use  and 
the  oxidation  inhibitor  is  added  to  offset  rapid  de- 
composition from  exposure  to  light  or  air.  Vinethene 
has  a characteristic  odor  to  which  no  patient  has 
raised  an  objection.  It  should  be  stored  in  a cool, 
dark  place,  refrigerator  being  preferable.  It  is  in- 
flammable, so  ordinary  precautions  should  be  taken. 
The  manufacturers  state  that  it  should  not  be  used 
after  the  container  has  been  opened  for  more  than  24 
hours.  We  find  that  it  can  be  used  after  the  container 
has  been  opened  for  as  long  as  two  weeks,  provided 
it  is  kept  in  a refrigerator  where  there  is  no  light  and 
the  top  of  the  container  is  cinched  down  until  it  is 
air-tight. 

The  pharmacologic  properties  of  vinethene  (vinyl 
ether)  are  similar  to  ethyl  ether.  However,  due  to  its 
lower  partition  coefficient  and  lower  boiling  point,  in- 
duction of  anesthesia,  as  well  as  recovery,  takes  place 
more  rapidly.  Also,  for  this  same  reason,  it  is  more 
difficult  to  maintain  an  even  level  of  anesthesia. 
Therefore,  we  suggest  that  vinethene  be  used  only  for 
procedures  requiring  a limited  time,  not  to  exceed 
ten  minutes,  although  it  could  be  used  for  longer 
periods  of  time. 

hlETHODS  OF  Administration 

Vinethene  may  be  administered  by  one  of  three 
methods:  The  open  drop,  the  semi-open  drop,  or  the 
closed  method.  We  use  the  semi-open  drop  method 
altogether. 

In  the  open  drop  method  the  vinethene  is  poured 
at  the  rate  of  about  60  drops  -per  minute  over  sev- 
eral thicknesses  of  coarse  gauze  or  towel  placed  di- 
rectly over  the  face.  The  usual  protection  of  eyes 
and  face  is  used. 

The  semi-open  drop  method  seems  far  more  satis- 
factory. The  eyes  are  covered  with  a tow'el.  The 
usual  ether  mask  is  used  and  around  this  mask  is 
placed  a warm  moist  towel,  leaving  only  a very  small 
area  of  gauze  at  the  apex  of  the  mask  uncovered  by 
the  towel.  Vinetliene  is  poured  into  this  small  area 
at  the  rate  of  about  60  drops  per  minute  and  the 
patient  is  asked  to  count  slowly  after  the  anesthetist. 
The  patient  is  usually  asleep  after  a count  of  twenty 
to  forty  and  the  operator  is  then  allowed  to  proceed. 


In  the  closed  method  any  good  gas  machine  may  be 
used  but  we  would  certainly  not  advise  the  purchase 
of  a gas  machine  for  the  administration  of  vinethene 
when  such  good  results  are  obtained  from  the  use  of 
the  open  drop  method  or  the  semi-open  drop  method. 

^dnethene  anesthesia  is  probably  induced  with  the 
greatest  ease  of  any  anesthetic.  No  premedication  is 
needed;  in  fact,  we  never  use  it.  There  should  never 
be  any  cyanosis;  if  it  occurs  the  anesthetic  should  be 
discontinued.  Respirations  should  be  smooth  and  of 
equal  volume.  If  there  is  any  depression  of  the  respi- 
ratory center,  allow  the  patient  fresh  air  or  admin- 
ister oxygen.  Eye  signs  are  utterly  unreliable.  Re- 
cover}"  is  very  fast,  usually  about  one  to  three  minutes 
after  administration  is  stopped.  There  is  no  post- 
operative excitement.  We  have  never  had  nausea  or 
vomiting  to  occur  in  any  of  our  two  hundred  cases. 
Vinethene  was  administered  to  several  cases  shortly 
after  eating  without  producing  any  nausea  or  vomit- 
ing. We  do  not  believe  that  this  would  happen  with 
any  of  the  other  anesthetics,  as  ethyl  chloride  and 
such. 

We  recommend  that  vinethene  never  be  used  for 
any  major  procedure  which  requires  more  than  ten 
minutes’  time.  There  are  many  short  and  minor  sur- 
gical procedures  which  are  particularly  suitable  for 
vinethene  anesthesia,  namely,  incision  and  drainage 
of  abscesses  and  boils,  myringotomies,  removal  of 
foreign  bodies  from  nose  and  ears  in  children,  repair 
of  lacerations,  removal  of  finger-nails  and  toe-nails, 
reduction  of  simple  fractures,  passage  of  sounds, 
vaginal  dilatations,  freeing  of  clitoris,  and,  one  of  the 
most  important  uses,  the  extraction  of  teeth.  A den- 
tist can  easily  extract  two  teeth  and  the  patient  leave 
his  office  within  five  minutes’  time,  feeling  normal. 

We  do  not  believe  that  everyone  should  use  vine- 
thene unless  they  know  something  about  it,  but  we 
do  believe  that,  if  its  administration  is  once  seen,  all 
will  agree  with  us  of  its  wonderful  advantages.  There 
has  been  a case  reported  of  facial  burns  from  vine- 
thene but  we  have  had  no  complications.  Let  us  re- 
iterate that,  if  you  are  careful  and  know  what  you 
are  doing,  you  will  not  run  into  complications. 

Vinethene  is  manufactured  by  Merck  and  Co.,  and 
accepted  by  the  Council  on  Pharamcy  and  Chemistry 
of  the  American  Medical  Association.  It  is  supplied 
in  bottles  of  25  cc.,  50  cc.,  and  75  cc.  If  it  is  to  be 
used  often  we  recommend  the  larger  bottles;  other- 
wise, the  25  cc.  bottle  is  more  practical.  The  amount 
of  vinethene  required  varies  with  different  patients. 
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Summary 

1.  Vinethene  is  a short-acting,  safe  inhalation  an- 
esthetic. 

2.  Every  physician  should  know  how  to  administer 
vinethene,  and  have  it  at  his  disposal. 


3.  Vinethene  is  given  most  often  by  the  semi-open 
drop  method. 

4.  Vinethene  is  used  as  anesthetic  for  many  short 
surgical  procedures. 


LOW  BACK  PAIN. 


Harold  W.  Kinderman,  M.D., 

Palmer,  Virginia. 


Employers’  liability  for  disability  developing  in 
emplo\ees  on  the  job  has  served  to  make  the  nation 
more  conscious  of  the  economic  value  of  its  public 
health  than  any  social  advance  of  our  times.  Em- 
phasis on  the  poor  state  of  physique  of  a large 
portion  of  our  male  population,  as  disclosed  in  the 
examinations  of  the  World  War  mobilization,  lost 
much  of  its  force-value  through  the  p>ost  bellum 
false  notion  that  the  public’s  bill  for  disability 
compensation  was  the  result  of  hazardous  military 
service.  Great  as  were  combat  and  service  con- 
nected casualties,  it  must  be  admitted  that  the  great- 
est disability  expense  to  the  nation  occurred  in  the 
large  group  that  failed  to  see  combat,  including 
man}'  thousands  who  did  not  have  enough  service 
to  get  the  wrinkles  out  of  their  issue  uniforms. 
Certainly  the  hazard  index  of  this  group  was  indeed 
less  than  that  of  their  civil  environment. 

Experience  gained  in  the  examination  of  many 
hundreds  of  recruits  during  the  war  period,  when 
checked  against  that  more  recent  experience  with 
candidates  for  the  Civilian  Conservation  Corps, 
leaves  a conviction  that  the  amount  of  real  and 
potential  physical  disability  among  our  male  youth 
has  not  materially  lessened  in  the  past  twenty  years; 
and  the  same  may  be  reasonably  assumed  of  the 
opposite  sex.  Be  it  understood  that  excluded  from 
consideration  here  is  that  minority  enjoying  eco- 
nomic independence. 

The  burden  of  this  tremendous  bill  for  disability 
will  not  likely  strike  the  realization  of  the  present 
tax-paying  generations  in  sufficient  force  to  accom- 
plish effective  legislation;  but  organized  industry,  at 
least,  has  already  appreciated  the  economy  of  sub- 
jecting prospective,  as  well  as  regular  employees  to 
routine  health  examinations;  and  then  protecting 
its  interests  by  the  elimination  of  the  unfit  candidate 
or  by  recording  the  recognized  potential  disability. 


Probably  no  single  item  of  actual  or  claimed  dis- 
ability appears  more  frequently  or  more  expensively 
in  the  compensation  files  than  that  of  low  back 
pain. 

The  multiplicity  of  causes,  obstinate  resistance 
and  persistence  of  symptoms,  the  neurasthenic  at- 
titude of  the  sufferer,  the  too  frequent  suspicion  of 
malingering,  confusion  in  the  history,  confusion  of 
ideas  as  to  pathology  in  both  the  medical  and  the 
lay  mind  combine  to  make  this  symptom  complex 
produce  also  a severe  pain  at  a higher  level  in  the 
average  industrial  executive,  insurance  adjuster  and 
practicing  physician. 

Now  it  is  by  no  means  implied  that  low  back 
disability  can  be  forecast  by  any  system  of  pseudo- 
scientific palmistry  any  more  than  crystal  gazing 
can  designate  the  individual  about  to  encounter 
back  injury.  And  it  must  be  admitted  with  due 
humility  that  even  after  development,  exact  diag- 
nosis escapes  detection  occasionally  in  the  highest 
medical  detecting  agencies,  the  case  taunting  science 
by  perversely  getting  well  alone  or  supporting 
pseudo-science  while  painfully  moving  from  one 
nostrum  to  another.  But  it  is  to  be  asserted  that 
all  low  back  disability  has  a real  cause;  that  many 
potentially  weak  backs  can  be  recognized  before  the 
onset  of  symptoms;  that  sources  of  trouble  can  often 
be  eliminated  with  true  preventive  value;  that  fail- 
ure to  readily  put  the  cause  on  the  spot  does  not 
deny  the  genuineness  of  the  disability;  and  that  all 
complaining  cases  should  be  subjected  to  the  most 
searching,  sympathetic  and  open-minded  examina- 
tion before  indicting  them  for  cooperative  failure 
or  ulterior  designs  on  the  consolation  of  compensa- 
tion. 

Potential  back  disability  may  be  of  defective  de- 
velopment entirely,  and  possible  of  detection  only  by 
X-ray.  Failure  of  complete  bony  fusion  in  the  lower 
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lumbar  vertebrae  is  a typical  example  of  this  and, 
while  it  is  obviously  not  practicable  to  check  all 
backs  before  turning  them  loose  in  the  industrial 
world,  the  importance  of  securing  prompt  X-ray 
check  in  cases  of  back  trauma  is  too  often  only  ap- 
preciated when  delay  has  allowed  some  doubt  to  arise 
as  to  how  much  of  the  abnormality  finally  demon- 
strated was  present  before  the  date  of  the  injury. 
Juries  have  been  known  to  entertain 'such  doubts 
and  to  regard  them  reasonable.  Postural  defects, 
lateral  spine  curvature,  exaggerated  lordosis,  the 
high  shoulder,  disproportion  of  trunk  to  leg  length, 
limitation  of  lower  back  motion  are  all  points  easily 
noticeable  on  casual  physical  inspection  and  prog- 
nose with  no  little  accuracy  that  back  disability  will 
occur  under  stress.  -A.  case  of  spondylolisthesis, 
which  could  be  readily  suspected  on  stripped  in- 
spection, has  a real  complaint  if  his  first  physical 
examination  is  occasioned  by  injury  after  a year  of 
hazardous  employment. 

The  known  preference  of  that  public  enemy 
arthritis  to  shoot  us  in  the  back  should  urge  de- 
fense against  the  slightest  demonstration  and  the 
elimination  of  sabotage — focal  infection — within  the 
lines.  The  recognition  and  elimination  of  the  non- 
vital  tooth  and  the  treatment  of  the  involved  sinus 
is  much  less  expensive  than  the  later  care  of  the 
lame  back  they  can  induce. 

Now,  if  the  causes  of  low  back  disability  are  so 
numerous,  likewise  are  the  names  commonly  applied 
to  it.  -A.nd  the  error  of  regarding  the  terms  in  gen- 
eral use  as  separate  entities  instead  of  mere  symp- 
tomatic tags  applied  has  not  always  been  limited  to 
the  lay  mind.  Thus  the  popular  diagnosis — ^lum- 
bago— seems  to  mean  some  distinct  pathologic  entity; 
likewise,  sciatica  as  a definite  pathologic  state  in- 


stead of  evidence  of  a low  back  disturbance,  the 
most  prominent  symptom  of  which  is  pain  of  varying 
severity  being  referred  along  the  course  of  the 
sciatic  nerve;  and  often  reflex  in  nature  as  recently 
suggested  by  Steindler.  Neuralgias,  myalgias, 
coxalgias  and  others  of  equal  vagueness  have  through 
careless  use  by  the  profession  confused  the  picture 
and  created  the  impression  that  the  chief  aim  in  ap- 
proaching a diseased  state  is  to  apply  a name  of 
Latin  or  Greek  derivation.  This  attitude  is  occa- 
sionally reflected  in  the  mind  of  the  botia  fide 
injury  case  who  seems  much  better  able  to  resign 
himself  to  discomfort  if  only  some  term  be  applied 
to  his  symptoms.  Even  the  old  and  unflattering 
term  of  “railroad  spine”  is  still  encountered  as  serv- 
ing this  purpose.  In  a careless  attitude  toward  the 
chronic  lame  back  the  profession’s  loss  of  public 
esteem  is  not  overlooked  by  the  opportunist  in 
the  ranks  of  the  irregulars. 

So,  with  this  picture  of  major  confusion,  it  is  not 
to  be  wondered  at  that  the  chief  characteristic  of 
low  back  disability  is  chronicity;  that  misunder- 
standing tempts  treatment  directed  against  s\Tnp- 
toms  only;  that  unsympathetic  attitudes  in  the  pro- 
fession beget  anti-social  attitudes  in  the  sufferer; 
that  delay  in  detecting  the  true  cause  of  the  symp- 
toms makes  relief  all  the  more  difficult  to  obtain  and 
the  total  expense  a mounting  burden  shared  by  so- 
ciety. May  it  not,  therefore,  be  concluded  that 
hope  for  relief  by  the  sufferer  and  economic  relief 
for  the  public  can  only  be  expected  through  recog- 
nizing that  as  effect  follows  cause,  sjTnptoms  fol- 
low pathologic  states.  In  no  instance  of  disability 
is  there  more  reason  for  demanding  through  search 
for  cause  instead  of  accepting  treatment  of  effect. 


ANESTHESIA  AS  USED  IN  THE  SMALL  HOSPITAL. 


James  T.  Rountree,  M.D., 

Surgeon,  The  Cora  Miller  Memorial  Hospital, 
and 

Nora  Whitever,  R.N., 

.Anesthetist,  The  Cora  Miller  Memorial  Hospital, 
Woodstock,  Virginia. 


One  of  the  questions  that  is  becoming  very  com- 
mon among  patients  who  are  being  admitted  for 
surgery  today  is  “What  type  of  anesthetic  will  I 
get?”  This  inquiry  is  nearly  constant  with  those  who 
have  previously  undergone  a surgical  procedure  for 


they  have  either  had  a smooth,  uncomplicated  an- 
esthesia or  a most  unpleasant  pre-  and  post-operative 
course  that,  to  their  mind,  at  least,  was  due  to  the 
anesthesia.  To  neglect  to  discuss  this  with  most 
patients  is  unfair  to  both  yourself  and  the  patient. 
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My  approach  is  usually  to  ask  the  patient  what  type 
anesthesia  they  would  prefer  and  to  give  them  a brief 
explanation  of  the  various  methods  at  my  disposal, 
finally  stating  the  type  anesthesia  that  I think  would 
be  most  suitable  to  their  particular  case,  and  why. 
Practically  all  patients  will  follow  their  physician’s 
desire  in  this  matter  if  the  above  approach  is  used 
and  will  feel  somewhat  flattered  by  their  doctor’s 
interest. 

The  latitude  of  choice  of  an  anesthesia  in  the 
larger  hospital  is  more  than  in  the  smaller  hospital; 
however,  with  the  remarkable  advances  that  have 
been  made  in  the  field  of  anesthesia  the  surgeon  in 
the  small  hospital  still  has  a wnde  range  of  choice 
and  should  have  at  his  disposal  the  following:  all 
usual  types  of  local  anesthesia,  spinal  anesthesia, 
gas  anesthesia  (probably  limited  to  nitrous  oxide, 
ethylene,  carbon  dioxide  and  oxygen),  rectal  an- 
esthesias or  anesthetic  aids  (avertin,  paraldehyde, 
etc.),  intravenous  anesthesias  (pentothal  sodium, 
evipal  soluble,  morphine,  etc.),  vinethene  (vinyl 
ether),  ether,  chloroform  and  ethyl  chloride.  The 
last  two  mentioned  have  widely  been  dropped  from 
hospital  usage.  The  use  of  Cyclopropane  and  the 
intratracheal  method  of  administering  anesthesia  is 
principally  limited  as  yet  to  the  larger  institutions. 

The  use  of  local  anesthesia  should  be  encouraged, 
for  it  is  the  safest  form  of  anesthesia.  In  many  in- 
stances a local  anesthesia  could  be  used  successful!}’ 
if  the  surgeon  would  take  the  time  necessarj’  to  com- 
pletely infiltrate  or  block  the  field.  A properly  per- 
formed local  anesthesia  should  cause  the  patient  no 
pain  except  for  the  initial  intradermal  wheal;  to 
avoid  even  this  many  physicians  are  applying  a piece 
of  ice  to  the  area  of  the  initial  injection  for  several 
minutes  before  proceeding,  as  this  will  often  com- 
pletely numb  the  skin  so  that  the  first  injection  will 
not  be  felt.  The  main  contra-indications  to  local 
anesthesia  are:  the  time  element,  the  patient’s  nerv- 
ousness (which  can  often  be  overcome  by  judicious 
use  of  sedatives  and  hypnotics),  infection  of  the  area 
of  injection,  and,  finally,  the  inaccessability  of  the 
complete  area  of  the  operation.  The  use  of  cervical 
block  successfully  will  entail  some  experience  on  the 
part  of  the  anesthetist  but  is  often  very  useful. 
Caudal  and  sacral  block  are  simple  as  a rule  and 
are  especially  useful  in  operations  of  the  perineum. 
I have  found  this  especially  true  in  cystoscopic  ex- 
aminations. The  procedure  that  I use  is  for  the  pa- 
tient to  lie  upon  his  al)domen  and  an  area  over  the 


sacrum,  and  sacro-coccygeal  joint  is  painted  with  a 
germicide.  A skin  wheal  is  made  over  an  area  which 
is  approximately  in  the  middle  of  the  proximal 
phalanx  of  the  index  finger  when  the  tip  of  that 
finger  rests  upon  the  tip  of  the  coccyx;  a spinal 
puncture  needle  is  then  inserted  at  a 45  per  cent 
angle,  all  the  while  injecting  novocain  in  small 
amounts  until  the  sacro-coccygeal  ligament  is  jnerced; 
then  the  needle  is  directed  proximally  in  line  with 
the  long  axis  of  the  body  and  inserted  to  a depth  of 
about  three  inches.  Aspiration  is  very  important  at 
this  point  to  avoid  the  injection  of  any  of  the  solu- 
tion into  the  sub-dural  space  or  a blood  vessel.  If 
any  cerebro-spinal  fluid  or  l)lood  is  aspirated  at  this 
jx)int  the  needle  must  be  reintroduced  and  the  pre- 
caution repeated.  I usually  inject  15  to  20  c.c.  of  a 
1 per  cent  novocain  solution  and  after  five  minutes 
or  so  the  urethra  and  prostate  are  anesthetized.  Oc- 
casionally it  is  also  necessar}'  to  perform  a block  of 
the  sacral  nerves  as  they  emerge  from  their  respective 
foraminae.  An  anesthesia  of  this  type  usually  lasts 
from  twenty  to  thirty  minutes.  The  patient  is  often 
grateful  for  being  spared  the  pain  that  is  felt  when 
only  an  intraurethral  topical  anesthesia  is  used  and 
thankful  for  not  having  to  have  spinal  anesthesia. 

Spinal  anesthesia  today,  when  carefully  adminis- 
tered, is  an  extremely  safe  anesthesia.  However,  it 
should  not  be  used  routinely  on  all  cases.  From  1935 
until  a little  over  a year  ago  I used  this  type  of  an- 
esthesia for  many  upper  abdominal  operations  such 
as  stomach,  gall  bladder  and  kidney  surgery  and  had 
no  deaths  from  the  anesthesia;  however,  I did  have 
some  close  calls.  One  lady  who  was  rather  obese 
and  about  fifty  years  of  age  was  given  a spinal  an- 
esthesia upon  her  request,  saying  that  she  had  had 
ether  several  years  before  for  an  appendectomy  and 
that  she  had  “nearly  died”  from  nausea  and  vomit- 
ing. The  operation,  which  was  a cholecystectomy, 
was  proceeding  very  nicely  until  I was  ligating  the 
cystic  vessels,  at  which  time  she  ceased  breathing  and 
her  heart  stopped  suddenly.  After  a few  minutes  of 
cardiac  massage  and  the  administration  of  oxygen 
and  carbon  dioxide,  she  became  resuscitated  and  the 
operation  was  completed.  Several  days  later,  from 
curiosity,  I asked  her  how  she  liked  the  spinal  an- 
esthesia and,  not  knowing,  of  course,  of  her  close 
call,  she  replied  “Heavenly!”  My  opinion  of  this 
case  certainly  did  not  agree  figuratively  with  her’s. 
Spinal  anesthesia  has  an  especial  value  in  surgery 
of  the  bowel,  and  I use  it  in  surgery  below  the 
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umbilicus  frequently  if  the  patient  is  not  too  nervous 
or  too  adverse  to  the  procedure.  I now  use  it  for 
surgery  above  the  umbilicus  in  special  instances. 
One  important  precaution  in  the  use  of  spinal  an- 
esthesia is  the  prevention  of  the  drop  in  blood  pres- 
sure as  much  as  possible.  This  can  be  done  by  the 
administration  of  gr.  3 / 4 of  ephedrin  sulfate  solution 
intramuscularly  one-half  hour  before  the  spinal  in- 
jection is  completed.  This  half  hour  is  the  time 
needed  for  the  ephedrine  to  contract  the  splanchnic 
vessels  which  are  relaxed  by  the  paralyzation  of  the 
white  communicating  rami  that  control  the  tone  of 
these  vessels  by  the  injected  spinal  anesthetic.  With 
the  exception  of  the  use  of  “spinocain”  by  the  Pitkin 
method,  the  patient  should  be  placed  on  his  back  on  a 
level  table  and  I have  noticed  that  putting  a small 
pillow  under  the  patient’s  head  will  usually  prevent 
nausea.  If  nausea  occurs  the  administration  of  oxy- 
gen-carbon dioxide  will  often  relieve  it.  Spinal  an- 
esthesia should  never  be  used  without  a qualified 
anesthetist  in  attendance  and  the  anesthetist  should 
have  his  machine  and  restoratives  ready  for  use  as 
well  as  making  close  observance  of  the  pulse  and 
blood  pressure.  Seldom  are  headaches  seen  following 
spinal  anesthesias  today  and  I do  not  lower  their 
head  following  this  procedure  unless  shock  or  some 
other  complication  requires  it.  During  an  operation, 
if  the  Trendelenberg  position  is  desirable,  I wait 
until  about  twenty  minutes  have  lapsed  since  the 
spinal  injection.  Pre-operative  medication  is  always 
very  important  but  here  it  is  exceedingly  so  in  order 
to  allay  any  nerv'ousness  on  the  part  of  the  patient. 
In  my  opinion  the  only  time  a spinal  anesthesia  does 
not  anesthetize  at  all  is  when  it  is  not  properly  given. 

^ T wo  things  that  are  of  interest  to  the  surgeon  about 
the  common  gas  anesthetics  (nitrous  oxide  and  ethy- 
lene) are  that  they  usually  cause  less  relaxation  and 
more  bleeding  and  that  a number  of  unexplained 
deaths  have  been  reported  following  the  prolonged 
use  of  nitrous  oxide.  .Authorities  have  advised  that 
the  latter  should  not  be  used  over  thirty  minutes  con- 
tinuously for  general  anesthesia.  The  danger  of 
ethylene  as  an  explosive  has  been  widely  recognized. 
The  general  use  of  these  gases  has  of  late  been 
principally  limited  to  minor  surgery  of  short  dura- 
tion and  for  preliminary  induction  anesthesia. 

Basal  anesthesia  by  colonic  injection  is  induced 
principally  today  by  using  tribromethanol  (avertin) 
although  the  use  of  paraldehyde  is  still  popular,  es- 
pecially among  obstetricians.  This  anesthesia  has 


fallen  into  disfavor  in  most  areas  as  a “total”  an- 
esthesia and  is  principally  used  now  in  conjunction 
with  local,  gas  or  ether  anesthesia.  The  general  dos- 
age is  from  70  to  90  milligrams  per  kilogram  of 
body  weight  fifteen  to  thirty  minutes  before  the  pa- 
tient is  brought  into  the  operating  room.  Some  writ- 
ers have  reported  the  finding  of  albuminuria  in  pa- 
tients who  have  had  avertin  but  I have  noticed  for 
this  during  the  past  two  years  and  have  not  found  it 
to  be  at  all  constant  in  my  cases.  The  use  of  avertin 
with  local  anesthesia  has  proven  very  popular  with 
patients  for  thyroidectomy  and  appendectomy.  The 
higher  the  basal  metabolism  the  more  desired  result 
is  obtained  from  the  use  of  avertin;  thus  in  children 
or  young  adults  whose  basal  rates  are  high  there  is 
the  minimum  of  danger.  Some  authors  have  used 
70-80  milligrams  of  avertin  per  kilogram  of  body 
weight  for  children  in  tonsillectomies  with  enthusias- 
tic results. 

The  use  of  intravenous  anesthesia  in  all  probabil- 
ity will  replace  many  of  the  anesthesias  today  in  use. 
Most  anesthetists  agree  that  the  day  will  come  when 
it  will  not  be  necessary  to  introduce  an  anesthetic  in- 
directly into  the  blood  stream  through  the  lungs  or 
the  intestinal  tract  but  directly  through  intravenous 
injection.  This  step  will  be  postponed  until  a chemi- 
cal is  found  that  will  have  a wide  margin  of  safety 
between  the  anesthetic  and  lethal  stage.  Dr.  Lundy, 
of  the  Mayo  Clinic,  prefers  the  use  of  pentothal 
sodium  among  the  barbiturates  but  there  are  many 
who  use  evipal  soluble.  This  class  of  drugs  has  in 
the  past  principally  been  used  for  induction  or  for 
short  operations  such  as  incisions  for  drainage,  optic 
enucleations,  dental  surgerjq  etc.  Today,  however, 
there  are  many  surgical  major  procedures  that  are 
being  done  by  this  method  alone  in  the  larger  clinics. 
This  anesthetic  should  not  be  used  unless  there  is  a 
trained  anesthetist  in  attendance  with  resuscitation 
apparatus  at  hand.  I have  done  one  amputation  of 
the  thigh  and  a few  appendectomies  under  intravenous 
anesthesia  alone  but  I do  not  believe  it  should  be 
used  routinely  in  the  small  hospital  for  major  sur- 
gery. The  use  of  one-si.xth  to  one-fourth  grain  of 
morphine  sulfate  solution  as  an  intravenous  an- 
esthesia is  being  used  more  for  induction  and  minor 
procedures  at  the  Mayo  Clinic  than  it  was  formerly 
used. 

Vinyl  ether  is  another  drug  that  is  becoming  more 
popular,  especially  in  Australia  and  England,  for 
major  surgery,  but  its  use  at  present  is  principally 
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confined  to  induction  and  minor  surgery.  We  have 
found  it  especially  suited  for  induction  in  tonsil- 
lectomies of  children  as  it  does  not  have  the  irritating 
effect  of  ether  or  the  slowness  of  action  of  the  common 
gases.  Our  method  is  to  hold  an  open  mask  over  the 
child’s  face  and  to  slowly  drop  the  solution  as  the 
child  counts  aloud.  When  the  child  stops  counting 
ether  is  augmented.  Its  point  of  to.xicity  is  between 
ether  and  ethyl  chloride  and  it  has  a wider  margin  of 
safety  than  chloroform  and  is  not  as  apt  to  excite 
primary  cardiac  syncope.  It  causes  profuse  salivation 
but  is  not  a lung  irritant.  As  it  has  to  be  used  from 
a 25  c.c.  bottle  it  may  be  costly,  as  once  the  bottle 
is  open  it  rapidly  deteriorates. 

Ether  is  our  old  stand-by  and  continues  to  lead  the 
field  in  general  usage.  One  must  remember  that  the 
successful  anesthesia  from  any  point  of  view  depends 
upon  the  proper  pre-anesthetic  preparation  by  use 
of  sedatives  and  hypnotics.  Today  it  is  rarely  if 
ever  necessary  to  use  initial  ether  without  an  induc- 
tion aid.  In  our  hospital  we  have  not  felt  that  it  was 
necessary  to  employ  the  use  of  either  ethyl  chloride 
or  of  chloroform,  as  other  more  suitable  anesthetics 
are  available. 

In  summary,  the  purpose  of  this  paper  has  been 
to  superficially  touch  on  the  various  agents  at  the 


disposal  of  the  small  hospital  to  round  out  their 
anesthesia  service.  We  must  remember  that  it  is 
not  the  enthusiastic  adoption  of  any  one  anesthetic 
agent  that  will  most  benefit  our  patients  or  our- 
selves as  their  physicians,  but  it  is  the  proper  evalua- 
tion and  use  of  each  of  these  agents  in  their  re- 
spective spheres  that  will  enable  us  to  prevent  ap- 
prehension and  fear  of  the  operating  room  when 
surgery  becomes  necessary. 
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BILATERAL  DERMOID  CYSTS  COMPLICATING  A NORMAL 
PREGNANCY— CASE  REPORT.- 


W.  Ross  Southward,  Jr.,  M.D., 
Richmond,  Virginia. 


Dermoid  cysts  are  so  frequently  seen  that  we 
may  dismiss  the  histogenesis  of  this  type  of  tumor 
with  a few  words.  These  tumors  probably  take  their 
origin  from  the  egg  cells  of  the  ovary  rather  than 
from  wandering  or  enclosed  blastomeres.  The  stim- 
ulus to  autonomous  or  parthenogenic  growth  of  egg 
cells  resulting  in  teratoid  tumor  is  not  known,  but 
is  probably  chemical  in  nature.^ 

The  gross  anatomy  of  ovarian  dermoids  is  a 
cystic  tumor,  oval  or  globular  in  shape,  ranging  in 
size  from  a pea  to  a man’s  head.  The  surface  is 
smooth  and  glistening  and  is  usually  transparent. 
The  fluid  content  is  an  oily  liquid  consisting  of  fat, 
fat  accretions,  desquamated  epithelium  and  choles- 
terin  crystals.  In  the  midst  of  this  material  is 

*Read  before  the  Grace  Hospital  Staff,  Richmond,  Va., 
March  7,  1940. 


usually  found  a tangled  mass  of  hair  and  often  bits 
of  bones,  nails  and  teeth.  Occasionally  mesodermal 
structures  are  found. 

In  this  case  there  was  bilateral  dermoid  cysts, 
and,  because  of  the  patient’s  history,  was  at  first 
unsuspected.  A series  of  fourteen  investigators  gave 
an  average  of  19  per  cent  multiple  dermoids  of  the 
ovary.  McKerron  collected  forty-six  dermoids  out 
of  107  ovarian  tumors;  Spencer  twelve  in  forty-one 
cases.^  Up  until  1902  Miller  reported  196  bilateral 
ovarian  dermoids.  Marshall,  of  Mayo,  gives  15 
per  cent  and  J.  R.  Miller  claims  it  to  be  above  25 
per  cent  in  a series  of  ninety  cases.®  Miller,  in  1924, 
collected  15,780  cases  of  ovarian  tumors  from  all 
over  the  world  and  found  that  10.9  per  cent  were 
dermoids  and,  of  the  dermoids,  10  per  cent  were 
bilateral.^  Thus,  so  far  as  I have  been  able  to 
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ascertain,  a rough  estimate  of  bilateral  dermoids 
found  is  1 per  cent  of  all  ovarian  tumors. 

We  know  dermoids  often  complicate  a pregnancy 
and  usually  will  cause  abortion.  Graves  advises 
early  operation,  and  saving  as  much  ovarian  tissue 
as  possible.  Strange  to  say,  malignant  degeneration 
occurs  more  often  in  bilateral  dermoids  than  in 
single. 

I wish  to  present  one  case  of  bilateral  dermoid 
cysts  complicating  normal  pregnancy ; 

IMrs.  A.L.,  white,  female,  aged  thirty-two.  First 
seen  April  30,  1936,  complaining  of  a mass  in  the 
midline,  low  down  in  abdomen,  of  approximately 
eight  months’  duration,  and  gradually  enlarging. 
Legs  ached  terribly,  had  lassitude,  and  noticed  a 
slight  increase  in  weight  in  the  last  four  or  five 
months. 

Marital  History:  Two  pregnancies,  the  first  a 
stillbirth  in  1925;  the  second  was  a normal  de- 
livery in  1931  with  child  living  and  well. 

Menstrual  Histor}-:  Menses  normal  and  regular 
every  thirty  days,  flow  four  days,  no  pain.  Last 
normal  period  was  on  February  25.  She  had  a 
slight  spotting  on  ^larch  25  and  then  a slight  bloody 
discharge  off  and  on  ever  since.  The  last  three 
months  showed  the  discharge  to  be  more  watery. 

Physical  examination  was  essentially  negative. 
There  was  no  nausea,  tenderness  or  secretion  of  the 
breasts.  Palpation  of  the  abdomen  revealed  a large 
irregular  mass  in  the  lower  abdomen  about  the  size 
of  a large  grapefruit,  and  there  was  a slight  tender- 
ness on  deep  pressure.  Vaginal  examination  re- 
vealed a relaxed  perineum,  a lacerated  and  par- 
tially patent  cer\-ix,  and  an  enlarged  and  apparentl)' 
irregular  mass  in  the  midline  and  to  the  right.  hat 
appeared  to  be  a large  cystic  ovar}'  was  on  the  left. 

The  tentative  diagnosis  was  made  as  uterine 
fibromyomata,  ovarian  cyst,  a chronic  appendix,  cer- 
vical lacerations  and  relaxed  perineum. 

The  patient  refused  operation  at  first,  but  later 
came  in,  and,  after  another  vaginal  examination,  in 
conjunction  with  Dr.  A.  L.  Herring,  it  was  decided 
to  forego  the  vaginal  operation  in  view  of  a possible 
pregnancy.  On  the  day  of  operation  the  laboratory 
work  showed  a negative  Wassermann;  hemoglobin 
65  per  cent;  8,900  leukoc}-tes,  63  polvs.  32  hmipho- 
cytes,  3 eosinophils  and  2 unclassified.  Urinalysis 
showed  a trace  of  albumin  and  sugar,  6-8  pus  cells 
per  high  power  field,  and  Trichomonas. 

The  patient  was  operated  upon  on  May  27  with 


a lower  midline  incision,  with  the  removal  of  two 
ovarian  dermoid  cysts,  measuring  163^x10  and  8x5 
cm.,  respectively.  Only  a verj'  small  portion  of 
ovarian  tissue  was  left  on  the  right  side,  none  on 
the  left.  The  appendix  was  removed  by  cautery 
and  the  wound  was  closed  in  layers.  The  uterus, 
perfectly  normal,  showed  an  approximate  four 
months’  pregnancy  and  was  undisturbed. 

Pathological  report  substantiated  all  findings,  in- 
cluding the  chronic  obliterative  appendicitis.  The 
patient  had  a stormy  three  days,  due  to  gas  and 
nausea,  requiring  gastric  lavage  and  intravenous 
glucose  and  saline.  From  the  fourth  day  on  she 
showed  an  uneventful  recovery',  carrying  the  child  to 
term,  and  delivering  spontaneously  of  a normal 
healthy  child. 

One  of  the  most  interesting  features  of  this  case 
is  that  immediately  after  the  operation  the  patient 
stopped  spotting  and  in  a short  while  after  the 
delivery'  of  the  child,  began  an  apparently  normal 
menstrual  cycle — so  normal,  that  in  1938  she  spon- 
taneously delivered  another  normal  child. 

References 
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Public  Health  Statistics 

I.  C.  RlGGlN,  M.  D., 

State  Health  Commissioner  of  Virginia 
Richmond,  Virginia 

The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  .'August, 
1940,  compared  with  the  same  month  in  1939  and 
for  the  period  of  January  to  August,  1940,  compared 


with  the  same  period  in 

1939,  follows: 

Jan.- 

Jan.- 

Aug. 

Aug. 

.Aug. 

.Aug. 

1940 

1939 

1940 

1939 

Typhoid  and  Paratyphoid  Fever  35 

91 

130 

311 

Diarrhea  and  Dvsentery  . 

^ 551 

730 

1,177 

3,466 

Measles 

. * 150 

79 

3,446  10,697 

Scarlet  Fever 

46 

49 

1,099 

833 

Diphtheria  _ 

53 

85 

360 

510 

Poliomyelitis  — 

28 

6 

44 

21 

Meningitis  _ 

— 2 

0 

55 

43 

Undulant  Fever 

. „ 2 

1 

13 

17 

Rocky  Mountain  Spotted 

Fever  17 

9 

36 

36 

Tularaemia  _ — . 

1 

5 

29 

43 

1940] 


Virginia  Medical  Monthly 


64,5 


Epidemic  Influenza 

A question  of  more  than  academic  interest  to  the 
medical  profession,  as  well  as  to  the  State  Depart- 
ment of  Health,  is  the  likelihood  of  an  increased 
influenza  incidence  during  the  approaching  fall  and 
winter.  Some  thought  and  study  have  been  given 
such  a possibility  by  the  Department  because  of  the 
occurrence  of  an  unusual  number  of  cases  of  respira- 
tory illnesses  in  the  first  three  months  of  1940. 

During  that  period  a number  of  the  reported  cases 
exhibited  certain  characteristics  of  the  disease  which 
likewise  were  prominent  during  the  pandemic  of 
1918-19.  For  example,  marked  prostration  and  pro- 
longed convalescence  were  two  similarities  reported 
for  a significant  number  of  cases,  especially  in  cer- 
tain sections  of  the  State.  On  the  other  hand  dif- 
ferences, possibly  as  noticeable  as  the  similarities, 
also  were  observed  between  the  cases  of  1940  and 
epidemic  or  pandemic  influenza.  There  was  no  ap- 
preciable increase  in  the  mortality  rate  from  pneu- 
monia or  other  respiratory  diseases  incident  to  the 
1940  cases  which  is  in  contrast  to  the  experience  in 
1918-19.  The  specific  age  attack  rates  also  were 
quite  dissimilar. 

The  frequently  stated  characteristic  of  epidemic 
influenza,  namely,  that  it  recurs  in  definite  cycles, 
thus  allowing  a reasonable  accurate  prediction  of  the 
next  outbreak,  is  without  sufficient  basis  to  justify  it. 
No  comprehensive  or  complete  study  of  this  disease 
from  the  recorded  epidemics  and  pandemics  has  sup- 
ported such  a view.  Rather,  a marked  variation  has 
been  noted  in  the  intervals  between  such  outbreaks. 
Likewise,  the  belief  that  the  disease  progresses  uni- 
formly in  a given  direction  during  each  pandemic 
also  is  without  proof.  Progression  has  been  quite 
variable  both  with  reference  to  the  several  recorded 
pandemics  and  also  during  some  of  the  individual 
outbreaks,  spreading  first  in  one  direction  and  then 
another. 

Many  causative  factors  of  the  epidemic  disease 
have  been  suggested  but  they  have  been  as  frequently 
denied.  Epidemics  and  pandemics  have  occurred 
without  regard  to  climate,  season,  race,  winds,  topog- 
raphy. In  fact,  all  of  the  recognized  factors  which 
are  known  to  influence  other  of  the  infectious  dis- 
eases have  been  lacking  in  influenza.  The  relation- 
ship of  mass  concentration  of  individuals,  particu- 
larly during  past  wars,  has  been  advanced,  with  per- 
haps some  evidence,  as  a relating  cause  of  influenza, 
certainly  for  some  of  the  epidemics. 


Unfortunately,  during  interepidemic  periods  the 
lack  of  a definite  criterion  by  which  ca.ses  of  influ- 
enza may  be  differentiated  from  other  respiratory 
diseases  has  made  the  epidemiological  study  of  this 
disease  difficult  and  uncertain.  This  fact,  in  addi- 
tion, has  handicapped  the  experimental  investiga- 
tions of  its  etiology  and  other  characteristics.  Though 
notable  contributions  in  influenza  recently  have  been 
made  by  research  workers  in  England  and  the  United 
States,  as  yet  no  practical  method  of  prevention  or 
administrative  control  is  available  for  individual  or 
mass  application. 

A reliable  prediction  cannot  be  made  at  this  time 
regarding  the  probable  occurrence  of  influenza  in 
Virginia  during  the  ensuing  season.  However,  there 
seems  to  be  sufficient  reason  to  justify  careful  obser- 
vation at  this  time  of  this  disease,  as  well  as  other 
respiratory  infections,  in  view  of  the  previous  1918- 
19  experience  with  these  diseases  in  this  State  and 
in  the  United  States. 

Such  a study  is  being  continued  by  the  State  De- 
partment of  Health.  The  cooperation  of  the  phy.si- 
cians  in  reporting  such  illnesses  to  the  Department 
and  the  prompt  notification  of  local  outbreaks  or 
other  unusual  occurrences  and  manifestations  of  the 
respiratory  diseases,  will  increase  materially  the 
value  of  the  information  recorded.  It  also  will  en- 
able local  and  extensive  outbreaks  to  be  promptly 
recognized. 


Miscellaneous 

Excellent  Program  Arranged  at  Duke  Uni- 
versity School  o£  Medicine. 

The  Duke  University  School  of  Medicine  and 
Duke  Hospital,  Durham,  North  Carolina,  has  ar- 
ranged an  excellent  s>Tnposium  on  diseases  of  metab- 
olism and  diseases  of  the  blood  forming  organs,  to  be 
given  October  31  and  November  1 and  2.  This  year’s 
program,  which  follows,  promises  much  of  interest 
and  it  is  hoped  that  many  of  our  readers  may  find 
it  convenient  to  attend. 

Program 

Thursday,  October  31,  1940. 

2:00  P.M.  Dr.  Cyrus  C.  Sturgis,  Ann  Arbor,  Mich. 
Hemorrhagic  Diseases. 

3:00  P.M.  Dr.  Louis  K.  Diamond,  Boston,  Mass. 

Practical  Aspects  of  Treatment  of  Anaemias 
in  Childhood. 

4:00  P.M.  Dr.  Claude  E.  Forkner,  New  York. 

The  Leukemias. 
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8:00  P.M.  Dr.  Elliott  P.  Joslin,  Boston,  Mass. 

Diabetes  and  Its  Treatment. 

9:00  P.M.  Dr.  Thomas  B.  Cooley,  Detroit,  Mich. 
Hemolytic  Anaemias. 

FRID.4Y,  November  1,  1940. 

9:00  A.M.  Dr.  Fuller  Albright,  Boston,  Mass. 

The  Diagnosis  of  Hyperparathyroidism. 

10:00  A.M.  Dr.  Eugene  F.  Du  Bois,  New  York. 

The  Clinical  Application  and  Interpretation 
of  the  Basal  Metabolic  Rate. 

11:00  A.M.  Dr.  Frank  H.  Lahey,  Boston,  Mass. 

The  Management  of  Hyperthyroidism. 

2:00  P.M.  Dr.  Frank  H.  Lahey,  Boston,  Mass. 

A Practical  Discussion  of  Surgical  Diseases 
of  the  Thyroid  Exclusive  of  Hyperthyroid- 
ism. 

2:45  P.M.  Dr.  Allen  O.  Whipple,  New  York. 

Indications  for  and  Results  Following  Sple- 
nectomy. 

3:30  P.M.  Dr.  Leland  S.  McKittrick,  Boston,  Mass. 

Surgical  Complications  of  Diabetes. 

4:15  P.M.  Dr.  George  R.  Minot,  Boston,  Mass. 

Some  Aspects  of  the  Etiology,  Diagnosis  and 
Treatment  of  Iron  Deficiency  Anaemias 
and  Pernicious  Anaemia. 

7:30  P.M.  Buffet  Dinner. 

Saturday,  November  2,  1940. 

9:00  A.M.  Dr.  Frank  A.  Evans,  Pittsburgh,  Penna. 

The  Nature  of  Obesity,  Its  Prevention  and 
Cure. 

10:00  A.M.  Dr.  Alexis  F.  Hartmann,  St.  Louis,  Mo. 

The  Complete  Treatment  of  Diabetic  Acido- 
sis. 

11:00  A.M.  Dr.  Russell  M.  Wilder,  Rochester,  Minn. 
What  is  Hyperinsulinism  ? 

2:00  P.M.  Homecoming  Football  Game. 

Duke  vs.  Georgia  Tech. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 


President — Mrs.  Griffin  Holland,  Eastville. 
President-Elect — Mrs.  E.  Latane  Flanagan,  Richmond. 
Recording  Secretary — Mrs.  Harold  W.  Potter,  Hilton 
Village. 

Corresponding  Secretary — Mrs.  J.  Walker  Jackson, 
Machipongo. 

Parliamentarian — Mrs.  J.ames  B.  Stone,  Richmond. 
Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 

To  the  Woman’s  Auxiliary — Greetings! 

The  inspiration  received  by  those  who  were  fortu- 
nate enough  to  attend  the  recent  Convention  at  White 


Sulphur  Springs  needs  no  comment  from  me.  To 
those  who  failed  to  avail  themselves  of  this  pleasure 
and  privilgee,  may  I say,  “Contact  those  more  fortu- 
nate ones  who  did  attend  and  learn  from  them  some- 
thing of  this  delightful  occasion,  of  the  pleasures 
enjoyed  and  benefits  received  for  the  advancement  of 
our  Auxiliary.” 

Let  us  give  due  credit  for  this  unusually  delight- 
ful occasion  to  the  Medical  Society  of  West  Virginia 
and  its  Woman’s  Auxiliary  for  the  invitation  to  our 
own  State  Organizations  for  this  joint  meeting  (of 
these  bodies  of  the  two  States)  at  so  delightful  a 
place  as  White  Sulphur  which  is  surpassed  by  no 
other  place  in  the  countrj'  for  such  an  occasion. 

We  might  mention  a few  of  the  high  lights  of  this 
meeting:  there  were  in  attendance  some  of  the  most 
noted  physicians  and  surgeons  throughout  the  coun- 
try; the  Presidents  and  Past-Presidents  of  both  Vir- 
ginia and  West  Virginia  Auxiliaries;  and  the  Presi- 
dent of  the  Woman’s  Auxiliary  of  the  A.M. A. — all 
of  w'hom  entered  heartily  into  the  spirit  of  the  occa- 
sion, which,  from  a standpoint  of  business  and  of 
pleasure,  contributed  largely  to  its  success. 

On  the  pleasure  side  we  might  mention  several 
luncheons  given  by  both  the  West  Virginia  and  Vir- 
ginia Auxiliaries.  This  comment  w'ould  not  be  com- 
plete without  mentioning  the  delightful  banquet  at 
which  there  were  present  as  guest  speakers  the  Gov- 
ernors of  both  West  Virginia  and  Virginia. 

The  spirit  and  enthusiasm  which  characterized  the 
business  meeting  of  this  organization  augur  well  for 
the  success  of  the  Auxiliary  during  the  year  to  come, 
as  do  the  splendid  reports  from  the  several  branches, 
which  show^  them  all  to  be  doing  excellent  work. 

The  personnel  of  the  officers  and  chairmen  who 
have  so  willingly  and  cheerfully  agreed  to  carry  on 
the  work  of  the  Auxiliary  assures  us  of  its  con- 
tinued success. 

Cordially  yours, 

Grace  Wilkins  Holland. 
(Mrs.  Griffin  W.  Holland) 


Truth  About  Medicine 


In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry,  American  Medical  Association: 

Lederle  Laboratories. 

Tuberculin  Patch  Test  (Vollmer). 

Solution  Liver  Extract  Parenteral — Lederle,  10  cc.  vial. 
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Eli  Lilly  & Co. 

Ampoule  Solution  Liver  Extract — Lilly,  15  U.S.P.  units 
per  cc.  10  cc.  size. 

Ampoule  Solution  Liver  Extract — Lilly,  2 U.S.P.  units 
per  cc.  3.5  cc.  size. 

E.  R.  Squibb  & Sons. 

Follutein — Squibb. 

Vials  Folutein — Squibb,  500  International  Units. 

Vial  Follutein — Squibb,  1000  International  Units. 

Vials  Follutein — Squibb,  5000  International  Units. 

John  Wyeth  & Brother,  Inc. 

Tablets  Sulfanilamide,  5 grains. 

Tablets  Sulfanilamide,  grains. 

Tablets  Sulfanilamide,  10  grains. 


Book  Announcements 

Neoplastic  Diseases.  A Treatise  on  Tumors.  By 
JAMES  EWING,  A.M.,  M.D.,  Sc.D.,  LL.D.,  Professor 
of  Oncology  at  Cornell  University  Medical  College, 
New  York  City;  Consulting  Pathologist,  Memorial 
Hospital.  Fourth  Edition.  Enlarged  and  Revised. 
Philadelphia.  W.  B.  Saunders  Company.  xii-HGO 
pages.  With  581  illustrations.  Cloth. 

Reviewed  editorially  in  this  issue. 

The  Emperor’s  Itch.  The  Legend  Concerning  Na- 
poleon’s Affliction  with  Scabies.  By  REUBEN 
FRIEDMAN,  M.D.,  Assistant  Professor  of  Derma- 
tology and  Syphilology,  Temple  University  School 
of  Medicine,  Philadelphia.  New  York.  Froben  Press. 
1940.  Octavo  of  82  pages  and  Index.  With  ten  il- 
lustrations. Cloth.  Price,  $1.50. 

Reviewed  editorially  in  this  issue. 

New  and  Nonofficial  Remedies,  1940,  containing  de- 
scriptions of  the  articles  which  stand  accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  January  1,  1940. 
Cloth.  Price,  postpaid,  $1.50.  pp.  656-LXVIII.  Chi- 
cago. American  Medical  Association,  1940. 

New  and  Nonofficial  Remedies  is  a practical  and 
•condensed  text  of  pharmacology  and  therapeutics; 
it  contains  scientifically  elaborated  standards  for 
all  accepted  nonofficial  drugs;  its  Index  to  Distribu- 
tors is  a list  of  manufacturers,  a large  number  of 
whose  products  have  met  the  Council’s  high  stand- 
ards; its  Bibliographical  Index  is  a storehouse  of 
references  to  reports  which  have  been  made  mainly 
on  unaccepted  and  unacceptable  drugs;  its  prefatory 
material  contains  the  Council’s  “Rules,”  a time- 
tested  and  reliable  set  of  basic  principles  for  the 
furtherance  of  scientific  and  rational  medicine. 

A supplement  to  the  annual  volume  of  New  and 
Nonofficial  Remedies  is  published  twice  a year  to 
bring  up  to  date  such  current  revisions  and  additions 
as  have  been  necessary  since  its  last  publication. 
Every  product  included  in  the  book  is  subject  to  the 
official  rules  of  the  Council.  The  comments  to  rules 


are  changed  occasionally  by  way  of  clarifying  in- 
terpretation to  insure  fair  consideration  of  all  sub- 
mitted preparations  as  new  standards  are  recognized. 
Such  constant  and  critical  consideration  of  its  con- 
tents provides  the  physician  with  a valuable  refer- 
ence list  of  acceptable  new  preparations  on  which 
to  base  his  selection  for  use  in  treatment  according 
to  the  established  current  practices  of  the  profession. 

The  1940  New  and  Nonofficial  Remedies,  of 
course,  contains  the  revisions  which  appeared  in  the 
supplements  for  the  1939  edition,  and  continues  the 
plan  of  grouping  together  articles  having  similar 
composition  or  action  under  a general  discussion. 
Further  revision  of  statements  regarding  the  actions, 
uses,  dosage,  composition,  purity,  identity,  strength 
or  physical  properties  of  many  of  the  articles  has 
also  been  necessary  in  some  cases. 

The  indices  of  the  new  volume  of  New  and  Non- 
official Remedies  are  of  the  same  order  and  })lan  as 
in  previous  editions.  A general  index  lists  accepted 
articles,  including  those  not  described.  This  is  fol- 
lowed by  an  index  to  distributors  in  which  appear 
all  the  Council  accepted  articles  listed  under  their 
respective  manufacturers.  Finally,  a bibliographical 
index  is  added  for  listing  proprietar}'  and  unofficial 
articles  not  included  in  N.N.R.  This  includes  refer- 
ences to  the  Council  publications  concerning  each 
such  article  as  has  appeared  in  The  Journal  of  the 
A.M.A.,  Reports  of  the  Council  on  Pharmacy  and 
Chemistry,  Propaganda  for  Reform,  Vol.  1 and  2, 
or  Reports  of  the  A.M.A.  Chemical  Laboratory.  . 
(J.A.M.A.  ii5:154,  July  13,  1940) 

Annual  Reprint  of  the  Reports  of  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Asso- 
ciation for  1939  with  the  Comments  That  Have 
Appeared  in  The  Journal.  Cloth.  Price,  $1.  Pp. 
205,  with  5 illustrations.  Chicago.  American  Medi- 
cal Association,  1940. 

Only  seven  of  the  thirty-five  reports  listed  in  this 
annual  collected  report  are  of  the  familiar  “Not 
Acceptable”  or  condemnatory  type.  Two  reports 
announce  omission  of  products  from  N.N.R.,  one 
being  off  the  market.  The  remainder,  far  superior 
in  bulk  as  well  as  in  number,  are  concerned  with 
educational  and  constructive  considerations.  This 
trend  has  been  noticeable  in  recent  years;  it  reflects 
the  great  predominance  of  the  constructive  over  what 
may  be  called  the  destructive  side  of  the  Council’s 
work  of  promoting  rational  therapeutics. 

The  educational  reports  touch  three  fields  on 
which  lie  the  front  lines  of  present  day  therapeutics 
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progress — chemothera])eutics,  endocrines  and  vita- 
mins. 

Three  “special”  reports  are  worthy  of  mention. 
One  is  the  warning  report  on  the  dosages  of  intra- 
urethral  injection  of  solutions  of  local  anesthetics, 
a reaffirmative  strengthening  of  previous  Council 
pronouncements.  One  is  the  Council  statement 
Manganese  in  the  Treatment  of  Dermatologic  Dis- 
orders, which  is  buttressed  Ijy  the  conclusive  and 
well  documented  paper  of  Dr.  Maurice  Sullivan, 
considered  and  sponsored  by  the  Council.  The  third 
is  the  Study  of  the  Promiscuous  Use  of  the  Barbitu- 
rates, Their  Use  in  Suicides,  a paper  by  Dr.  W.  E. 
Hambourger  based  on  a review  of  medical  literature 
and  study  of  vital  statistics.  Tliis  study  was  au- 
thorized by  the  Board  of  Trustees  of  the  A.M.A.  and 
will  be  followed  by  other  papers  dealing  with  other 
aspects  of  the  problem. 

The  present  annual  volume  of  Council  reports  is 
somewhat  larger  than  usual  and  somewhat  above  the 
average  issue  in  interest. 

Gynecological  and  Obstetrical  Pathology.  With 
Clinical  and  Endocrine  Relations.  By  EMIL  NOVAK, 
A.B.,  M.D.,  D.Sc.  (Hon. Dublin)  F.A.C.S.,  Associate 
in  Gynecology,  The  Johns  Hopkins  Medical  School; 
Gynecologist,  Bon  Secours  and  St.  Agnes  Hospitals, 
Baltimore;  etc.  W.  B.  Saunders  Company.  Phila- 
delphia. 1940.  Octavo  of  xi-496  pages.  With  427 
Illustrations.  Cloth. 

To  the  knowledge  of  the  reviewer  no  other  single 
volume  contains  so  much  authoritative  information 
regarding  recent  advances  in  the  field  as  will  be 
found  in  Novak’s  Gynecological  and  Obstetrical 
Pathology.  It  might  have  been  appropriate  also  for 
the  author  to  indicate  in  the  subtitle  of  the  book, 
that  considerable  detail  of  normal  anatomy,  embryol- 
ogy and  especially  histological  anatomy  has  been  in- 
cluded. 

There  is  an  introductory  chapter  on  the  endo- 
crinology of  the  menstrual  cycle  and  pregnancy.  It 
is  perhaps  important  to  point  out  that  included  in 
this  chapter  is  a brief  consideration  of  the  anovula- 
tory cycle  in  women.  In  this  connection  the  author 
proposes  to  use  the  word  “menstruation”  to  indicate 
a physiological  periodical  bleeding  regardless  of  the 
exact  mechanism  involved.  Therefore  he  would  in- 
clude those  in  which  bleeding  follows  the  functional 
activity  of  the  follicle  of  the  ovary  alone. 

Abnormal  physiological,  inflammatory  and  neo- 
plastic changes  of  the  endometrium,  tubes  and  ovaries 
are  taken  up  in  this  order  and  introduced  by  excel- 
lent and  adequate  descriptions  of  the  histological 


anatomy  and  physiological  changes.  Important  em- 
bryological  changes,  particularly  of  the  ovaries,  are 
discussed.  Here  as  elsewhere  in  the  book  microscopi- 
cal changes  are  stressed  and  these  portions  are  ac- 
companied by  very  good  and  appropriately  chosen 
illustrations. 

Of  particular  interest  are  well  written  chapters 
dealing  with  the  Brenner  tumor,  Dysgerminoma, 
Granulosa  cell  carcinoma.  Thecoma  and  Luteoma 
and  Arrhenoblastoma  of  the  ovary.  No  other  book 
offers  the  reader  as  condensed  and  authoritative  in- 
formation on  all  these  ovarian  tumors.  Regarding 
these  ovarian  tumors  one  is  likely  to  concur  with  the 
author  on  controversial  details. 

In  Chapter  VI  the  author  has  taken  care  to  point 
out  the  difficulties  in  the  diagnosis  of  early  cancer 
of  the  cervix  uteri. 

In  Chapter  XXX  is  a very  valuable  discussion 
concerning  the  changes  in  the  endometrium  in  ectopic 
pregnancy  and  the  importance  of  keeping  in  mind 
that  the  uterine  scrapings  will  often  not  provide  a 
diagnosis  of  ectopic  pregnancy  if  the  embryo  has 
previously  died.  Therefore  one  should  not  always  ex- 
pect a clinical  diagnosis  of  ectopic  pregnancy  to  be 
confirmed  by  microscopic  study  of  the  endometrial 
scrapings. 

Again  one  is  pleased  to  find  a chapter  each  on  im- 
plantation and  placentation,  hydatidiform  mole,  and 
chorionepithelioma  malignum.  One  chapter  dealing 
with  abnormalities  and  diseases  of  the'  placenta  and 
appendages  has  been  written  by  L.  M.  Heilman. 

There  is  an  accurate  and  adequate  index  in  which 
references  to  illustrations  are  given  in  italic  type. 
One  of  the  most  useful  features  of  the  book  is  the 
bibliography  at  the  end  of  each  chapter.  The  refer- 
ences are  particularly  useful  because  the  author  has 
chosen  a few  of  the  more  valuable  accessible  recent 
American  and  English  publications  but  not  to  the 
exclusion  of  references  in  foreign  languages.  In 
most  instances  the  full  unabbreviated  titles  are  given. 
The  text  is  not  cluttered  up  with  references,  long  lists 
of  men’s  names  and  statistics. 

The  book  will  be  useful  not  only  to  the  pathologist 
but  likewise  to  the  general  practitioner  and  those  who 
practice  gynecology  and/or  obstetrics.  The  book  may 
also  be  recommended  to  the  advanced  medical  stu- 
dent and  particularly  to  the  resident  in  pathology, 
since  the  pathological  changes  are  intimately  corre- 
lated with  clinical  manifestations. 

J.  D.  Kernodle. 
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Editorial 


Mental  Hygiene  Issue. 

In  this  issue  a group  of  papers  dealing  with  the 
subject  of  mental  hygiene  is  published.  It  is  be- 
lieved in  doing  this  the  Monthly  reflects  the  in- 
terest in  this  subject  that  is  awakening  in  Virginia 
doctors.  The  papers  indicate  where  we  have  come 
from  and  where  we  ought  to  go.  iSIost  emphatically 
they  show  we  are  on  the  road. 

Dr.  Overholser’s  article  on  Psychiatry  and  the. 
Courts  deals  with  the  serious  barriers  that  at  present 
obstruct  the  course  of  justice  in  this  country’  and 
suggests  sensible  means  for  their  correction.  The 
papers  of  Drs.  Palmer  and  King  and  of  Dr.  Kolipin- 
ski  indicate  that  a laudable  effort  is  now  being  made 
in  our  State  and  private  mental  hospitals  to  treat 
physical  disabilities  of  their  patients  as  well  as  they 
would  be  treated  in  any  up-to-date  general  hospital. 

The  day  is  past  when  mental  hospitals  can  forget 
that  their  inmates  are  just  as  subject  to  pneumonia, 
anemia,  cancer,  and  acute  surgical  conditions  as  are 
individuals  outside.  It  is  the  desire  of  those  to  whom 
the  mental  patient’s  professional  care  is  entrusted, 
and  it  should  also  be  the  desire  of  those  laymen 
upon  whom  the  institution’s  financial  responsibility 
rests,  to  see  that  adequate  facilities  for  complete 
medical  care  are  available. 

Dr.  Harrell’s  paper  marks  a milestone  in  the  prog- 


ess  of  mental  hygiene  in  this  State.  Dr.  Barrett  com- 
ments on  the  intra  extramural  activities  of  a modern 
State  hospital  for  the  insane  and  emphasizes  the  im- 
portance of  mental  hygiene  clinics  to  follow  up  pa- 
tients and  to  reduce  the  heavy  load  of  hospitaliza- 
tion. Dr.  Henry  clearly  points  out  the  backwardness 
of  Virginia  in  the  care  of  its  mentally  sick  and  the 
crying  need  for  more  money  to  be  spent  in  the  opera- 
tion of  our  State  hospitals.  Dr.  Drewry  sounds  a 
healthy  note  in  his  discussion  of  the  relation  of  men- 
tal hygiene  to  psychiatr}'. 

Napoleon’s  Right  Hand. 

The  Napoleonic  stance  is  characteristic.  Erect, 
left  hand  behind  back,  right  arm  flexed,  right  hand 
in  waistcoat,  fingers  in  easy  access  to  skin  of  abdo- 
men. It  seems  this  was  not  the  purposeful  pose  of 
the  powerful,  but  the  pathetic  attitude  of  a victim  of 
the  itch.  Tradition  has  it  that  the  Emperor  was  a 
chronic  sufferer  from  scabies  and  that  the  posture  en- 
abled him  better  to  address  himself  to  the  intractable 
itching  that  tormented  him  from  Toulon  to  St. 
Helena. 

Reuben  Friedman,  assistant  professor  of  Dermatol- 
ogy and  Syphilology  in  Temple  University,  in  a re- 
cently published  essay  on  The  Emperor’s  Itch 
(Froben  Press)  has  gone  to  .some  lengths  to  show 
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that  Napoleon's  skin  disease  was  not  scabies  but  a 
nervous  disorder  labeled  by  the  skin  specialists,  der- 
matitis herpetiformis.  Perhaps  dermatitis  herpeti- 
formis is  a more  respectable  disease  for  the  little 
Corsican  to  have  had,  but  we  venture  to  say  that  like 
most  patients  Napoleon  was  more  interested  in 
therapy  than  in  diagnosis. 

As  I Remember  Him. 

A young,  slender,  red-faced  bacteriologist  with 
closely  cropped  hair  for  the  first  time  faced  the  sec- 
ond year  class  of  the  College  of  Physicians  and'  Sur- 
geons in  the  fall  of  1913.  He  had  but  recently  suc- 
ceeded to  the  chair  of  Philip  Hanson  Hiss  and  was 
unknown  to  the  students  who  that  day  undertook  to 
measure  his  capacity.  Nine  months  later  this  same 
quick,  restless  man  paced  before  that  same  class,  fir- 
ing questions  at  timid  students  with  the  rapidity  of  a 
machine  gun.  Hardly  tarrying  for  answers  he  swept 
the  serried  ranks  before  him.  For  those  who  knew 
the  answers  he  had  beaming  approbation,  for  those 
who  did  not,  withering  scorn.  That  was  Hans 
Zinsser  driving  home  to  his  pupils  the  essentials  of 
bacteriology. 

On  Christmas  Day  in  1919  the  children  of  Van- 
derbilt Clinic  were  expectantly  assembled  on  the  roof 
of  the  old  building  at  59th  Street  waiting  the  ap- 
pearance of  Santa  Claus  momentarily  expected  to 
climb  from  a chimney  that  had  been  constructed  for 
the  purpose.  At  just  the  right  instant  there  was  a 
jingling  of  bells  and  a bent  old  man  with  a merry 
smile  and  white  flowing  beard  that  spread  over 
his  snow-spangled  red  clothes  climbed  out.  Nimbly 
passing  from  one  child  to  another  with  a word  of 
cheer  and  a pat  on  the  head,  he  distributed  his  gifts 
and  his  greetings.  And  then  with  a twinkle  of  his 
eye  and  a nod  of  his  head,  the  jolly  little  man  dis- 
appeared as  he  had  come  through  the  top  of  the  wait- 
ing chimney.  That  was  Hans  Zinsser  as  his  friends 
knew  him,  taking  his  part  in  whatever  festivities  were 
arranged. 

Years  went  by,  years  of  teaching  bacteriology, 
years  of  research,  years  of  friendship,  years  of  au- 
thorship— A Textbook  of  Bacteriology,  a treatise  on 
Infection  and  Resistance,  a best  seller.  Rats,  Lice 
and  History,  all  came  from  his  pen.  Years  of  hu- 
manitarian labor  followed,  studying  typhus  in  Servia 
and  Mexico,  cholera  in  Russia.  The  florid  face  is 
now  pale,  the  hair  gray.  A fatal  disease  is  slowly 
making  inroads  into  a once  robust  body.  He  knows 
it  and  the  cause  of  it.  He  busies  himself  with  a 


Biography  of  R.  S.,  his  own  romantic  self.  A letter 
comes  from  a former  student  inquiring  the  best  way 
to  shock  guinea  pigs  sensitized  to  horse  serum.  It 
is  a small  question.  But  the  tired  man  puts  aside 
the  narrative  of  his  life  to  answer  at  length  and  in 
detail.  That  was  Hans  Zinsser  with  the  specter  of 
Death  hovering  over  him. 

Hamlin’s  Ewell. 

In  the  many  factors  determining  the  fate  of  amiies 
in  the  field,  perhaps  none  is  more  important  than 
the  health  of  commanding  generals.  How  much  the 
tragic  course  of  events  in  our  own  Civil  War  was 
due  to  the  physical  disabilities  of  those  in  high  places 
may  never  be  adequately  disclosed,  but  new  light  is 
thrown  on  the  subject  in  Percy  G.  Hamlin’s  highly 
entertaining  life  of  General  R.  S.  Ewell.  Here  we  are 
afforded  a graphic  picture  of  the  man  who  succeeded 
to  the  command  of  Jackson’s  Corps  after  the  battle 
of  Chancellorsville  and  who  later  bore  the  responsi- 
bility of  that  command  at  the  battle  of  Gettysburg. 
He  is  portrayed  at  the  time  as  a tall,  slender,  sallow- 
looking man,  only  half  recovered  from  the  recent  loss 
of  a leg,  his  condition  complicated  by  secondary 
hemorrhage,  chronic  malaria  and  duodenal  ulcer, 
and  his  movements  encumbered  by  a wooden  leg  and 
crutches  which  forced  him  to  travel  by  carriage. 
Here  was  a Confederate  commander  who  had  attained 
the  high  rank  of  Lieutenant  General  and  who  had 
participated  in  a number  of  important  engagements 
under  enormous  physical  handicaps.  A modem  re- 
tiring board  of  the  army  would  have  sent  him  to  the 
showers  long  before  General  Lee  removed  him  from 
command.  At  Gettysburg  also.  General  A.  P.  Hill 
was  greatly  indisposed  and  in  confiding  the  fact  to 
Colonel  Freemantle-of  the  British  army  spoke  of  him- 
self as  an  ill  man.  At  Gettysburg  General  Long- 
street  sulked  in  his  tent.  In  such  circumstances  as 
these  may  have  lurked  the  indecision  that  lost  the 
battle.  General  Jackson  was  said  to  have  been  in 
poor  physical  shape  when  he  unsuccessfully  at- 
tempted his  enveloping  movement  around  Richmond 
after  his  memorable  forced  march  from  the  moun- 
tains. General  Lee  was  said  to  have  been  ill  at  the 
battle  of  Fredericksburg.  Sick  men  do  not  think  and 
act  as  wisely  or  as  well  as  strong  men  in  the  full 
bloom  of  health. 

Fourth  Edition. 

James  Ewing’s  Neoplastic  Diseases  (W.  B.  Saun- 
ders Company),  now  appearing  in  its  fourth  edi- 
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tion,  is  an  aristocrat  among  medical  books.  It  com- 
presses an  enormous  amount  of  information  into  a 
single  volume  and  still  achieves  the  object  of  pre- 
senting a general  critical  review  of  a large  and  highly 
specialized  field. 

The  book  is  concerned  with  the  origins,  structure, 
and  natural  history  of  tumors.  The  author  has  made 
himself  an  authority  in  this  comple.x  and  fascinating 
specialty  of  pathology.  He  emphasizes  the  numerous 
etiologic  factors  which  have  to  be  considered  in  can- 
cer, and  stresses  the  fact  that  the  clinical  course  of 


the  disease  is  intimately  connected  with  histologic 
structure.  The  task  of  identification,  of  tracing  the 
mode  and  origin  and  development  of  tumors,  is,  he 
thinks,  primarily  the  responsibility  of  the  patholo- 
gist. Fortunately  in  this  task  he  enjoys  the  assistance 
of  an  ever  increasing  body  of  new  knowledge  in  the 
ever  widening  domains  of  chemistry,  physics,  physi- 
ology and  genetics.  Dr.  Ewing's  monumental  labors 
have  been  dedicated  to  the  cause  of  reducing  cancer 
mortality. 


News  Notes 


The  Symposium  on  Industrial  Health, 

Held  at  the  Medical  College  of  Virginia  on  Sep- 
tember 12  and  13,  brought  together  an  array  of 
speaker  talent  seldom  gathered  for  postgraduate 
clinics  and  symposia.  This  was  put  on  by  the  De- 
partment of  Preventive  Medicine  of  the  Medical 
College  of  Virginia  in  cooperation  with  the  Depart- 
ment of  Clinical  and  Medical  Education  and  the 
Committee  on  Industrial  Health  of  the  Medical  So- 
ciety of  Virginia. 

There  was  a total  of  three  hundred  and  sixty-three 
registered  of  which  one  hundred  and  eight  were  phy- 
sicians, nineteen  public  health  nurses,  sixty-two 
managers,  personnel  directors  and  division  and  unit 
superintendents  in  industrial  plants,  si.xty-eight 
medical  students,  thirty-nine  nursing  supervisors  and 
nursing  students,  and  sixty-nine  representing  six 
other  classifications.  Of  the  physicians  registered, 
four  were  medical  directors  of  industries  having 
chains  of  plants  over  the  United  States  or  a section 
of  the  country,  twelve  had  medical  supervision  of 
large  manufacturing  plants,  and  seven  were  assistant 
medical  personnel  in  these  plants.  All  the  public 
health  nurses,  with  the  exception  of  two  or  three, 
were  in  industry. 

Counting  physicians  and  business  men  only,  reg- 
istering for  the  course,  ten  states  were  represented, 
and  three  additional  states  were  represented  in  the 
speakers. 

Red  Cross  Relief  Work  Saves  Lives. 

Concrete  testimony  that  Red  Cross  war  relief  is 
saving  lives  is  contained  in  the  following  cable  re- 
ceived at  National  Headquarters,  Washington,  Aug- 
ust 23,  from  Southern  France: 


“Insulin  from  our  existing  supply  here  is  filling 
an  urgent  need,  emergency  requests  being  met  imme- 
diately and  many  reports  of  lives  being  saved.  We 
are  working  out  plan  in  cooperation  with  health  au- 
thorities to  meet  all  needs  in  unoccupied  France  for 
a period  of  from  two  to  three  months  when  our  stocks 
will  be  exhausted.  .\lso  government  agencies  on  our 
request  are  making  a survey  of  existing  supplies  and 
sources.  Situation  well  in  hand.  Will  give  you  esti- 
mates for  needs  soon.” 

All  Red  Cross  war  relief  activities  are  financed 
from  the  special  fund  raised  last  summer.  Normal 
serv'ices  at  home  are  supported  from  low  annual  mem- 
bership dues.  The  Red  Cross  faces  increasing  tasks 
and  to  meet  all  demands  many  new  members  are 
needed  this  year. 

The  annual  Roll  Call  begins  November  11  and 
ends  November  30.  Some  localities  conduct  their 
campaigns  in  October.  Everyone  who  joins  a local 
chapter  helps  thus  maintain  Red  Cross  services  to 
his  community  and  nation.  Won’t  you  do  your  part? 

Dr.  Lee  Scott  Barksdale, 

Hopewell,  has  been  named  one  of  the  committee 
chairmen  of  the  Hopewell  Junior  Chamber  of  Com- 
merce. 

Dr.  Meade  Mann, 

Eor  many  years  a prominent  physician  in  Rich- 
mond, has  retired  from  practice  and  moved  to 
Paducah,  Kentucky,  where  he  will  make  his  home 
with  his  daughter,  Mrs.  J.  R.  Walker. 

Government  to  Need  Temporary  and  Part- 

time  Civilian  Medical  Officers. 

The  expansion  of  the  army  creates  a need  for 
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about  600  civilian  medical  officers  in  various  grades 
for  temporary  and  part-time  service.  The  duties  of 
full-time  officers  will  be  to  act  as  doctors  of  medicine 
in  active  practice  in  hospitals,  in  dispensaries,  and 
in  the  field.  The  duty  of  part-time  officers  will  be  to 
report  for  sick  call  at  a fixed  hour  each  day  and  to 
be  subject  to  emergency  call  at  all  times. 

The  Civil  Service  Commission  in  making  this 
announcement  calls  particular  attention  to  the  fact 
that  part-time  officers  will  be  able  to  continue  their 
regular  practice.  In  order  that  this  may  be  done, 
appointments  to  the  part-time  positions  will  be'made 
of  medical  officers  in  the  vicinity  of  the  place  of 
duty. 

Information  concerning  these  positions  may  be  ob- 
tained from  the  Secretary  of  the  Board  of  U.  S.  Civil 
Service  Examiners  at  any  first-  or  second-class  post 
office,  or  from  the  United  States  Civil  Service  Com- 
mission, Washington,  D.  C.  Physicians  are  urged  to 
apply  at  once.  This  work  is  of  the  greatest  im- 
portance to  the  success  of  the  National  Defense  pro- 
gram. 

Dr.  Edwin  L.  Kendig,  Jr., 

Of  the  class  of  ’36,  University  of  Virginia,  De- 
partment of  Medicine,  and  recently  of  the  resident 
staff  of  Bellevue  Hospital,  New  York  City,  has  lo- 
cated in  Richmond,  with  offices  at  1214  West  Frank- 
lin Street.  He  will  limit  his  work  to  pediatrics. 

Dr.  Ramon  D.  Garcin,  Jr., 

Who  has  been  associated  in  practice  with  his 
father  in  Richmond  since  last  January',  has  located 
at  Varina  for  general  practice  but  will  continue 
office  hours  in  the  morning  at  2618  East  Broad 
Street,  Richmond. 

Personnel  Changes  in  State  Health  Depart- 
ment. 

Dickenson-Wise — Dr.  Philip  R.  Cronlund  has 
been  appointed  Health  Officer  effective  September 
16,  succeeding  Dr.  W.  W.  Griggs  who  has  gone  to 
Johns  Hopkins  University  for  a course  of  study. 
His  headquarters  are  at  Norton. 

Montgomery — Dr.  A.  Glenn  Evans  has  been  ap- 
pointed Health  Officer  effective  September  16,  suc- 
ceeding Dr.  J.  G.  McNiel  who  has  also  gone  to 
Johns  Hopkins  University.  He  will  be  located  at 
Christiansburg. 

Northampton — Dr.  Thomas  F.  McGough  has  been 
appointed  Health  Officer  effective  September  16.  He 
will  be  located  at  Eastville.  Dr.  McGough  ivas 


formerly  assistant  Health  Officer  of  Pulaski  County, 
and  has  been  acting  as  asssitant  Health  Officer  of 
Northampton  County  since  August  16.  He  succeeds 
Dr.  Wm.  Y.  Garrett  who  is  taking  a course  of  study 
at  Johns  Hopkins  University. 

Peninsula — Dr.  Paul  W.  Bowden  has  been  re- 
lieved from  duty  as  Acting  Health  Officer  in  charge 
of  venereal  disease  control  in  the  Newport  News  area 
effective  September  16  in  order  to  take  a course  of 
study  at  Johns  Hopkins  University. 

“When  Bobby  Goes  to  School.” 

Under  the  rules  laid  down  by  the  American  Acad- 
emy of  Pediatrics,  their  new  educational-to-the-public 
film  “When  Bobby  Goes  to  School”  may  be  ex- 
hibited to  the  public  by  any  licensed  physician  in 
the  United  States.  All  required  is  that  he  obtain  the 
endorsement  by  any  officer  of  his  county  medical  so- 
ciety, blanks  for  which  purpose  may  be  obtained  on 
application  to  Mead  Johnson  & Company.  Such  en- 
dorsement, however,  is  not  required  for  showings  by 
licensed  physicians  to  medical  groups  for  the  pur- 
pose of  familiarizing  them  with  the  message  of  the 
film. 

“When  Bobby  Goes  to  School”  is  a 16-mm.  sound 
film,  free  from  advertising,  dealing  with  the  health 
appraisal  of  the  school  child,  and  may  be  borrowed 
without  charge  or  obligation  on  application  to  the 
distributor.  Mead  Johnson  & Company,  Evansville, 
Indiana. 

Married. 

Dr.  Guy  Forrest  Sutton,  University  of  Virginia, 
class  of  ’39,  and  Miss  Gabriella  Montague,  Ash- 
land, Ky.,  September  7.  They  will  make  their  home 
in  Washington,  D.  C.,  where  Dr.  Sutton  is  resident 
physician  at  the  Doctors’  Hospital. 

Dr.  George  Austin  Welchons  and  Miss  Allene 
Brown,  both  of  Richmond,  on  August  24.  Dr. 
Welchons  graduated  from  the  Medical  College  of 
Virginia  in  1936. 

Dr.  Gilman  Rackley  Tyler  and  Miss  Martha 
Glenn  Davis,  both  of  Richmond,  August  24.  Dr. 
Tyler  graduated  from  the  Medical  College  of  Vir- 
ginia in  1938  and  is  now  on  the  house  staff  of  the 
Hospital  Division  of  the  College. 

Dr.  Thomas  Harrison  Southgate  Ely,  Middleboro, 
Ky.,  and  Miss  Barbara  Ellen  Di.xon,  Richmond, 
September  7.  Dr.  Ely  is  a graduate  of  the  Medical 
College  of  Virginia,  class  of  ’39. 

Dr.  Marion  Fisher  Jarrett  and  Miss  Catherine 
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Freeman  Falls,  both  of  Cleveland,  Ohio,  September  7. 
Dr.  Jarrett  was  a member  of  the  class  of  M9,  Medical 
College  of  Virginia,  and  is  now  junior  assistant  resi- 
dent in  medicine  at  St.  Luke’s  Hospital  in  Cleveland. 

Dr.  James  Benjamin  Shuler,  class  of  19,35,  Uni- 
versity of  Virginia,  and  Miss  Mary  Catherine 
McCarthy,  Butte,  Mont.,  August  31  at  Waikiki, 
Hawaii.  Dr.  Shuler  is  with  the  U.  S.  Navy  and  has 
been  connected  with  the  fleet  operating  from  Pearl 
Harbor. 

Dr.  George  Hunter  Long,  Luray,  and  Miss  Helen 
Echols  Gilkeson,  Alderson,  W.  Va.,  September  12. 

Dr.  Richard  A.  Bennett,  Bedford,  and  Miss  Ruth 
Rachel  Franklin,  also  of  Bedford,  August  21. 

Doctors  Elected  Mayors. 

Dr.  D.  Lane  Elder,  Hopewell,  was  recently  re- 
elected Mayor,  having  served  since  1920,  with  the 
exception  of  one  term. 

Dr.  W.  D.  Haden  has  been  re-elected  Mayor  of 
Charlottesville,  this  being  his  third  tenn. 

Dr.  S.  E.  Hughes, 

Danville,  founder  of  the  Hilltop  Sanatorium  for 
tuberculosis  has  resigned  as  medical  director  of  that 
institution  after  twenty  years’  service.  He  will  be 
succeeded  temporarily  by  Dr.  Snowden  Hall,  also 
of  Danville. 

Medical  College  of  Virginia  News. 

Convocation  exercises  opening  the  one  hundred 
third  session  of  the  college  were  held  at  Monumental 
Church  at  12:00  noon,  September  16.  The  president, 
the  four  deans,  the  treasurer  of  the  college,  and  the 
president  of  the  student  body,  were  speakers  on  this 
occasion.  First  year  students  in  the  schools  of  medi- 
cine and  dentistry  reported  on  September  3 for  an 
orientation  period  of  two  weeks  prior  to  the  opening 
of  the  regular  session. 

Recent  appointments  to  the  faculty  in  the  several 
schools  are  as  follows: 

School  of  Dentistry. — Dr.  W.  H.  Street,  professor 
of  orthodontia;  Dr.  R.  D.  Bates,  Jr.,  assistant  in 
medicine,  and  Dr.  U.  G.  Bradenham,  assistant  in 
pedodontia. 

School  of  Pharmacy. — Mr.  Russell  H.  Fiske,  in- 
structor in  pharmacy. 

School  of  Nursing. — Miss  Ethel  Gilbert,  associ- 
ate professor  of  nursing  and  assistant  dean;  Miss 
Florence  Elliott,  instructor  in  nursing  arts,  and  Miss 
Mary  S.  Grissinger,  instructor  in  nursing  and  super- 


visor of  health.  Miss  Vivian  Harris  has  been  pro- 
moted to  assistant  professor  of  nursing. 

School  of  Medicine. — Dr.  B.  B.  Boboweic,  in- 
structor in  neuropsychiatry;  Dr.  Edwin  Rucker,  in- 
structor in  gynecology,  and  Dr.  G.  H.  Taylor,  in- 
structor in  neuropsychiatry. 

Col.  Edwin  B.  Maynard,  professor  of  military 
science  and  tactics,  has  been  assigned  to  duty  at 
Camp  Meade,  Md.  Col.  Paul  Freeman  has  been 
assigned  to  R.O.T.C.  duty  at  the  college,  replacing 
Col.  Maynard. 

The  Valentine  Meat  Juice  Company  has  estab- 
lished a fellowship  for  research  work  in  physiology 
and  pharmacology  for  a period  of  one  year,  the  grant 
for  the  work  being  $3,000.00.  Dr.  Nello  Pace  has 
been  appointed  research  associate  to  fill  this  fellow- 
ship for  the  current  year. 

Contracts  have  been  awarded  for  the  major  por- 
tion of  the  equipment  for  the  new  hospital  and  occu- 
pancy is  anticipated  sometime  in  early  December. 

Dr.  R.  J.  Wilkinson,  an  alumnus,  chief  of  the 
surgical  service  of  the  Chesapeake  and  Ohio  Hos- 
pital, Huntington,  W.  Va.,  was  a recent  college  visi- 
tor. A meeting  of  the  West  Virginia  alumni  is 
scheduled  for  October  3,  at  Charleston,  W.  Va.,  which 
President  Sanger  will  attend. 

Dr.  Lewis  E.  Jarrett,  director  of  the  hospital  divi- 
sion; Dean  Wortley  F.  Rudd,  and  Mr.  Eldon  Roberts 
of  the  school  of  pharmacy  attended  the  annual  meet- 
ing of  the  American  Hospital  Association  in  Boston. 

News  from  University  of  Virginia. 

Dr.  Vincent  W.  Archer  attended  the  meetings  of 
the  American  Medical  Association  in  New  York 
City  on  June  10-14.  He  was  elected  Chairman  of 
the  Board  of  Chancellors  of  the  College  of. Radiology. 
On  August  27,  he  presented  a paper  on  Tularemia 
before  the  Fourth  District  Medical  Society. 

Dr.  T.  J.  Williams  addressed  the  Medical  Society 
of  Northern  Virginia,  meeting  in  Front  Royal  on 
August  13.  His  subject  was  Ovarian  Hormones  and 
Their  Therapeutic  Use  in  Gynecology. 

Ou  August  31,  Dr.  Staige  D.  Blackford  spoke 
before  the  Golden  Clinic  in  Elkins,  W.  Va.,  on  the 
subject.  Therapy  of  Peptic  Ulcer  and  Gall-Bladder 
Disease. 

Dr.  Samuel  A.  Vest,  Jr.,  spoke  before  the  Ameri- 
can Association  for  the  Study  of  Neoplastic  Dis- 
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eases,  meeting  in  Washington  on  September  6.  His 
subjects  were  Unusual  Tumors  of  the  Prostate  and 
The  IHale  Sex  Hormone. 

Dr.  Herbert  Silvette,  Assistant  Professor  of 
Pharmacology,  Materia  Medica  and  Toxicology,  has 
received  a grant  of  $250.00  from  the  American 
Medical  Association  in  support  of  his  study  of  the 
antidiuretic  hormone  of  the  pituitary  gland. 

Registration  in  the  iMedical  School  began  on 
September  12.  The  total  student  body  for  tlie  com- 
ing session  will  number  250. 

News  from  Duke  University  School  of 
Medicine. 

The  following  new  members  have  been  added  to 
the  faculty:  In  the  Department  of  Psychiatry,  Dr. 
Richard  S.  Lyman,  Professor,  Dr.  Hans  Lowenbach, 
Assistant  Professor,  Dr.  R.  Burke  Suitt,  Associate, 
Dr.  Maurice  H.  Greenhill,  Associate,  and  Dr.  Daniel 
J.  Sullivan,  Instructor;  in  the  Department  of  Medi- 
cine, Dr.  Herbert  J.  Fox,  Instructor,  and  in  the  De- 
partment of  Anatomy,  Dr.  Kenneth  L.  Duke,  In- 
structor. 

Change  in  Dues  for  Medical  Society  of  Vir- 
ginia. 

Effective  January  1,  1941,  the  dues  of  the  Medical 
Society  of  Virginia  will  be  increased  from  $5.00  to 
$7.00.  This  is  in  accordance  with  action  of  the 
House  of  Delegates  at  the  White  Sulphur  Springs 
meeting,  at  which  time  the  following  motion  was 
adopted:  “Be  it  hereby  moved  that  Article  2,  Section 
1 of  the  By-Laws  of  the  iSIedical  Society  of  Vir- 
ginia be  amended  to  increase  the  annual  dues  for 
1941  and  1942  to  $7.00  and  the  half  yearly  dues  to 
$3.50,  the  added  amount  of  $2.00  annually,  or  $1.00 
semi-annually,  to  constitute  a special  emergency  fund 
separately  maintained  and  administered  as  directed 
by  resolution  of  the  House  of  Delegates.”  This 
“special  emergency  fund”  is  to  be  set  up  for  the  con- 
trol of  illegal  and  irregular  practitioners  in  the  State. 

Norfolk  and  Western  Railway  Surgeons’ 
Association. 

large  number  of  surgeons  of  the  Norfolk  and 
Western  Railway,  accompanied  by  members  of  their 
families,  attended  the  annual  convention  of  the  Asso- 
ciation at  Hotel  Penns)’lvania,  New  York  City,  on 
September  18  and  19.  Several  interesting  papers 
were  presented,  including  the  address  by  Dr.  F.  H. 
Smith  of  .Abingdon,  president.  .\t  the  business  ses- 


sion, Dr.  Harry  G.  Camper  of  Welch,  W.  Va.,  was 
elected  president;  Dr.  Ralph  W.  Holmes  of  Chil- 
licothe,  Ohio,  and  Dr.  Fielding  Combs  of  Winston 
Salem,  N.  C.,  vice-presidents;  and  Dr.  Thos.  D. 
.'^rmistead  of  Roanoke  was  re-elected  secretary- 
treasurer.  Dr.  W.  R.  Whitman  of  Roanoke  is  chief 
surgeon  of  this  railway. 

Junior  Medical  Officers  Sought  for  Govern- 
ment Service. 

The  U.  S.  Civil  Service  Commission  has  an- 
nounced examinations  to  fill  two  classes  of  junior 
medical  officer  positions  (rotating  interneship  and 
psychiatric  resident)  at  St.  Elizabeths  Hospital, 
Washington,  D.  C. 

For  the  rotating  interneship  position,  applicants 
must  be  fourth-year  students  in  a Class  medical 
school ; however,  they  cannot  enter  on  duty  until  they 
furnish  a certificate  showing  completion  of  the  medi- 
cal course  prior  to  June  30,  1941.  For  the  psychia- 
tric resident  position,  applicants  must  have  com- 
pleted their  fourth  year  of  study  in  a Class  A medical 
school  subsequent  to  December  31,  1937,  and  must 
have  the  degree  of  B.M.  or  M.D.  In  addition,  be- 
fore entrance  on  duty  they  must  have  completed  a 
one  year  rotating  interneship. 

.■\pplications  must  be  filed  with  the  Commission’s 
Washington  office  not  later  than  October  17,  if  re- 
ceived from  States  east  of  Colorado. 

.Announcements  and  application  forms  may  be  ob- 
tained from  the  Secretary  of  the  Board  of  Lh  S. 
Civil  Service  Examiners  at  any  first-  or  second-class 
post  office,  or  from  the  U.  S.  Civil  Service  Commis- 
sion, Washington,  D.  C. 

Dr.  Frank  F.  Thweatt,  Jr., 

Has  recently  been  transferred  from  Minneapolis, 
Minn.,  to  4801  Connecticut  .Ave.,  N.  W.,  Washing- 
ton, D.  C.  He  is  a graduate  of  the  University  of 
Virginia  and  is  connected  with  the  U.  S.  Public 
Health  Service. 

Fredericksburg  Doctors  in  Health  Positions. 

.At  a reorganization  meeting  of  the  City  Council 
of  Fredericksburg,  early  in  September,  Dr.  Thomas 
B.  Payne  was  appointed  city  health  officer,  and  Dr. 
E.  R.  Ware  was  named  a member  of  the  City  Health 
Board. 

The  Southern  Medical  Association 

Is  to  hold  its  annual  meeting  November  12  to  15 
inclusive,  in  Louisville,  Ky.,  under  the  presidency 
of  Dr.  Arthur  T.  AIcCormack  of  that  city.  The  first 
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dav  will  be  given  over  to  a clinical  program,  in  which 
every  specialty  of  medicine  and  surgery  will  be  repre- 
sented. The  many  sections  and  affiliated  meetings 
will  be  held  on  the  days  following.  E.xhibits,  sci- 
entific and  commercial,  will  be  on  a large  scale.  An 
innovation  of  this  meeting  will  be  the  presentation 
of  a “Hobby  E.xhibit”,  open  to  all  members.  The 
President’s  reception  and  ball  will  be  held  on  Wed- 
nesday evening,  the  13th,  and  fraternity  luncheons 
and  alumni  reunions  will  be  features  on  Thursday. 
This  will  be  a meeting  you  will  wish  to  attend. 

Warning  to  Doctors! 

Dr.  C.  H.  Iden  advises  that  in  .August  he  was 
approached  by  a man,  claiming  to  be  a representative 
of  Hogan  and  Hogan  of  Philadelphia,  who  sold  him 
an  order  of  dressings  for  which  he  was  given  a check 
in  full  payment.  The  check  was  endorsed  by  B.  F. 
Hogan  and  cashed  at  a local  filling  station.  However, 
the  order  has  never  been  filled. 

Upon  investigation  by  the  Better  Business  Bureau, 
it  has  been  found  that  there  is  no  such  firm  as  Hogan 
and  Hogan  in  Philadelphia,  and  our  readers  are 
asked  to  be  on  the  look-out  for  such  a representative 
in  order  that  he  may  be  turned  over  to  the  proper 
authorities. 

Dr.  Marion  S.  Love, 

Formerly  of  the  University  of  Virginia,  is  now  lo- 
cated at  Route  4,  Box  37,  Danville. 

Dr.  Lewis  T.  Stoneburner,  III, 

Who  for  the  past  three  years  has  been  connected 
with  the  Harvard  Medical  Serv’ices  of  the  Boston 
City  Hospital,  has  returned  to  Richmond  where  he 
will  be  associated  with  his  father  in  the  practice  of 
internal  medicine.  Their  offices  are  in  the  IMedical 
Arts  Building. 

Stolen  from  Car — 

A Spencer  Microscope  No.  119995.  .\nyone  se- 
curing information  about  this,  please  communicate 
with  Dr.  D.  Pringle,  1200  East  IMarshall  Street, 
Richmond. 

Dr.  Louise  Fry  Galvin 

.Announces  the  removal  of  her  offices  to  214  South 
Boulevard,  Richmond,  with  practice  limited  to 
pediatrics. 

Dr.  H.  L.  Hamilton, 

Formerly  of  Goshen,  is  now  at  Glasgow. 


The  Fourth  District  Medical  Society 

Held  its  regular  meeting  on  .August  27  at  the 
Central  State  Hospital,  Petersburg,  at  which  time  the 
following  scientific  program  was  presented;  New 
Drugs  in  Neuro-Psychiatry  by  Dr.  David  C.  Wilson, 
University;  Tularemia  by  Dr.  A’.  W.  .Archer,  Uni- 
versity; The  Treatment  of  Hemangiomas  and  Cystic 
Hygromas  in  Children  by  Dr.  Fred  Hodges,  Rich- 
mond; Coronar}’  Thrombosis,  Its  Recognition  and 
Treatment,  by  Dr.  Ernest  G.  Scott,  Lynchburg; 
Chronic  Cystic  Mastitis  and  Carcinoma  of  Breast  by 
Col.  Eugene  Whitmore,  Washington,  D.  C.;  and 
Radiosensitivity  of  Tumors  by  Dr.  Frederick  Mande- 
ville,  Richmond. 

Dr.  W.  M.  Phipps,  Hopewell,  is  president  of  this 
Society  and  Dr.  C.  E.  ISIartin,  Emporia,  secretary- 
treasurer. 

Dr.  A.  P.  Traynham, 

Richmond,  was  recently  reappointed  as  Henrico 
County  Jail  physician  for  a term  of  four  years. 

American  Red  Cross  Plans  Nationwide  En- 
rollment of  Voluntary  Blood  Donors. 

The  .American  Red  Cross,  upon  request  of  the 
Surgeon  General  of  the  U.  S.  Army,  announces  ex- 
perimental plans  for  the  promotion  of  a nationwide 
corps  of  volunteer  blood  donors  as  a part  of  the 
national  defense  plan,  when  and  if  needed.  The 
plan  would  be  to  make  available  blood  plasma  to  the 
U.  S.  .Army  Medical  Corps  in  event  of  emergency. 
.After  preliminary  studies  to  perfect  methods  of  col- 
lecting, storing  and  administering  plasma  under  con- 
ditions comparable  to  war-time  emergency,  the  Red 
Cross  will  work  out  with  the  medical  department  of 
the  Army  plans  for  enrolling  prospective  donors  in 
cities  throughout  the  country  where  collecting  centers 
will  be  established. 

Civil  Service  Examinations. 

The  U.  S.  Civil  Service  Commission,  Washington, 
D.  C.,  announces  open  competitive  examinations  to  fill 
medical  officer  positions  in  the  U.  S.  Public  Health 
Service  and  Food  and  Drug  .Administration,  Fed- 
eral Security  Agency;  Veterans  .Administration;  Civil 
.Aeronautics  .Authority,  Department  of  Commerce; 
and  Indian  Service,  Department  of  Interior.  Good 
salaries.  Applications  must  be  filed  with  the  U.  S. 
Civil  Service  Commission,  Washington,  D.  C.,  and 
will  be  rated  as  received  until  further  notice. 

Applications  for  Junior  Graduate  Nurse  will  be 
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accepted  by  the  Commission  continuously  until  fur- 
ther notice,  and  certification  of  eligibles  wilt  be 
made  as  the  needs  of  the  Service  require. 

Physician  Wanted. 

Excellent  opportunity  for  young  man  in  Loudoun 
County,  seven  and  one-half  miles  from  Leesburg. 
Have  recently  moved  to  the  city  and  would  like  to 
place  suitable  man  in  this  community.  Will  rent  or 
sell  home  very  reasonably.  For  further  information 
contact  Dr.  W.  C.  Barr,  Jr.,  East  Falls  Church,  Va. 

{Adv.) 

Physician  Wanted 

.\t  once  to  take  over  clinic.  No  money  needed. 
Excellent  opportunity.  Contact  Mrs.  Raymond  E. 
Bailey,  Hamlin,  W.  Va.,  phone  49.  {Adv.) 

For  Sale. 

Owner  being  on  indefinite  military  duty  desires  to 
sell  office  equipment  which  is  complete  and  contains 
everything  needed  of  the  best  possible  selection  in 
furnishings  and  equipment  for  a general  practi- 
tioner’s office,  including  McCaskey  mahogony  pieces 
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Obituary  Record 

Dr.  Rudolph  Angus  Nichols, 

Widely  known  Richmond  physician,  died  on  Sep- 
tember 5,  following  a heart  attack  while  playing  golf. 
He  was  born  in  Orange  County  in  1873  and  gradu- 
ated from  the  Medical  College  of  Virginia  in  1895. 
Dr.  Nichols  w'as  prominent  in  medical  and  civic 
affairs  of  Richmond,  being  a member  of  the  Masonic 
Lodge,  the  Scottish  Rite,  .A.cca  Temple  Shrine,  and 
the  Kiwanis  Club.  He  had  been  a member  of  the 
Medical  Society  of  Virginia  for  forty-five  years. 
His  wife  and  two  children  by  a former  marriage 
survive  him. 

Dr.  Perkins  Glover, 

Well  known  physician  of  Buckingham  County, 
died  at  his  home  in  Arvonia  on  September  5,  at  the 
age  of  sixty-six.  He  was  a graduate  of  the  Medical 


College  of  Virginia  in  1901  and  had  practiced  in 
Buckingham  County  since  that  time.  Dr.  Glover  was 
a member  of  the  County  Board  of  Health,  a Mason, 
and  had  been  a meml)er  of  the  Medical  Society  of 
Virginia  for  thirty-six  years.  son  and  a daughter 
survive  him. 

Dr.  George  Bruce  Barrow, 

Staunton,  died  September  1,  at  the  age  of  fifty- 
six  years.  He  w-as  graduate  of  the  IMedical  College 
of  Virginia  in  1910.  Dr.  Barrow  jjracticed  in  Clarks- 
ville and  Danville  before  locating  in  Staunton,  w'here 
he  W’as  on  the  staff  of  the  Western  State  Hospital. 
He  had  been  a member  of  the  Medical  Society  of 
Virginia  since  1914.  His  wife  survives  him. 

Dr.  Hugh  Smith  Hart, 

Pamplin,  died  September  12  after  a short  illness. 
He  was  a graduate  of  the  former  University  College 
of  Medicine,  Richmond,  in  1899.  Dr.  Hart  is  sur- 
vived by  two  sisters  and  two  brothers. 

Dr.  May  Farinholt  Jones, 

One  of  the  pioneer  women  physicians  in  the  South, 
died  at  her  home  in  West  Point  on  September  10. 
She  was  seventy-four  years  of  age  and  a graduate  of 
the  former  Woman’s  Medical  College  of  Baltimore 
in  1897.  Dr.  Jones  retired  from  practice  in  1929 
because  of  ill  health  and  has  since  that  time  l)een  liv- 
ing in  West  Point. 

Dr.  Willard  McKenzie  Burleson, 

Richmond,  was  one  of  the  victims  of  the  Pennsyl- 
vania-Central Airline  plane  crash,  near  Lovettsville, 
on  August  31.  He  was  twenty-nine  years  of  age 
and  a graduate  of  the  Medical  College  of  Virginia 
in  1937.  Dr.  Burleson  was  an  assistant  resident  in 
surgery  at  the  Medical  College  of  Virginia  Hospitals. 
His  w'ife  and  a son  suiA’ive  him.  His  brother.  Dr. 
John  Burleson,  Grand  Rapids,  Michigan,  was  also  a 
member  of  the  class  of  ’37  of  the  College. 

Dr.  William  Allen  Pusey, 

A former  president  of  the  American  Medical  Asso- 
ciation, died  at  his  home  in  Chicago  on  August  29, 
at  the  age  of  seventy-four.  He  specialized  in  derma- 
tology and  was  considered  a pioneer  in  that  field, 
particularly  in  the  therapeutic  use  of  the  roentgen 
ray.  He  was  president  of  the  American  Dermatologi- 
cal .‘\ssociation  in  1910,  and  was  connected  with 
many  international  and  national  organizations. 


1 A suitable  fat,  easily  digested,  readily  assimilated. 

22  A protein  that  provides  the  amino  acids  essential  for  adequate 
nutrition  and  growth. 

3 Lactose  in  correct  proportion  to  protein  and  fat. 

4 Iron,  10  mg.  per  quart. 

5 Vitamins  A,  Bi  and  D in  adequate  amounts. 

6 20  calories  per  ounce. 
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milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including 
biologically  tested  cod  liver  oil ; with  the  addition  of  milk  sugar  and 
potassium  chloride  ; altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages 
of  protein,  fat.  carbohydrates  and  ash,  in  chemical  constants  of  the  fat  and 
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BRIEF  HISTORICAL  NOTES 

ON 

MEAD’S  CEREAL  AND  PABLUM 


Hand  in  hand  with  pediatric  progress,  the  introduction  of  Mead’s  Cereal 
in  1930  marked  a new  concept  in  the  function  of  cereals  in  the  child’s  dietary. 
For  150  years  before  that,  since  the  days  of  “pap”  and  “panada,”  there  had 
been  no  noteworthy  improvement  in  the  nutritive  quality  of  cereals  for 
infant  feeding.  Cereals  were  fed  principally  for  their  carbohydrate  content. 


The  formula  of  Mead’s  Cereal  was  designed 
to  supplement  the  baby’s  diet  in  minerals  and 
vitamins,  especially  iron  and  B^.  How  well  it 
has  succeeded  in  these  functions  may  be  seen 
from  two  examples : 

(1)  As  little  as  one-sixth  ounce  of  Mead’s 
Cereal  supplies  over  half  of  the  iron  and  more 
than  one-fifth  of  the  vitamin  Bj  minimum 
requirements  of  the  3-months-old  bottle-fed 
baby.  (2)  One-half  ounce  of  Mead’s  Cereal 
furnishes  all  of  the  iron  and  two-thirds  of  the 
vitamin  B^  minimum  requirements  of  the 
6-months-old  breast-fed  baby. 

That  the  medical  profession  has  recognized 
the  importance  of  this  contribution  is  indi- 
cated by  the  fact  that  cereal  is  now  included  in 
the  baby’s  diet  as  early  as  the  third  or  fourth 


month  instead  of  at  the  sixth  to  twelfth  month 
as  was  the  custom  only  a decade  or  two  ago. 

In  1933  Mead  Johnson  & Company  went 
a step  further,  improving  the  Mead’s  Cereal 
mixture  by  a special  process  of  cooking,  which 
rendered  it  easily  tolerated  by  the  infant  and  at 
the  same  time  did  away  with  the  need  for 
prolonged  cereal  cooking  in  the  home.  The 
result  is  Pablum,  an  original  product  which 
offers  all  of  the  nutritional  qualities  of  Mead’s 
Cereal,  plus  the  convenience  of  thorough 
scientific  cooking. 

During  the  last  ten  years,  these  products 
have  been  used  in  a great  deal  of  clinical  in- 
vestigation on  various  aspects  of  nutrition, 
which  have  been  reported  in  the  scientific 
literature. 


Many  physicians  recognize  the  pioneer  efforts  on  the  part  of  Mead  Johnson 
Sl  Company  by  specifying  Mead’s  Cereal  and  PABLUM. 


Pablum  is  a palatable  mixed  cereal  food,  vitamin  and  mineral  enriched,  composed  of  wheatmeal  « farina),  oatmeal,  cornmeal,  wheat 
embryo,  beef  bone,  brewers’  yeast,  alfalfa  leaf,  sodium  chloride,  and  reduced  iron. 
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THE  MANAGEMENT  OF  ACUTE  APPENDICITIS. 
ARGUMENTS  AND  CONTROVERSIES.* 


Harvey  B.  Stone,  M.D., 

Baltimore,  Maryland. 


It  may  seem  ill-advised  to  choose  for  discussion 
before  an  audience  like  this  a subject  so  trite  as  the 
management  of  acute  appendicitis.  For  more  than 
fifty  years  the  profession  and  the  general  public  have 
heard  so  much  about  appendicitis  that  wonder  may 
be  aroused  as  to  what  more  can  be  said.  However, 
those  who  read  the  current  medical  publications  know 
that  a great  deal  is  still  being  said  and  that  the  views 
expressed  are  b}'  no  means  always  in  agreement. 
The  condition  itself — acute  appendicitis — is  so  com- 
mon and  so  serious,  and  the  public  is  so  generally 
interested  in  it,  that  a statement  of  the  opinions  ac- 
cepted by  all  surgeons  is  worth  brief  restatement. 
Of  greater  interest,  naturally,  is  a discussion  of  those 
issues  in  which  capable  and  experienced  men  differ. 
These  differences  of  opinion  and  practice  have  been 
accentuated  in  the  past  few  years.  .A,s  has  been  said, 
wide  variations  of  position  on  the  proper  handling 
of  certain  phases  of  acute  appendicitis  have  been 
taken  by  writers  and  speakers  on  the  subject.  This 
has  been  forcibly  impressed  upon  the  present  writer, 
who  has  the  duty  of  examining  young  surgeons  in 
various  parts  of  the  country.  Views  have  been  ex- 
pressed by  some  of  them  in  regard  to  actual  patients 
that  have  contradicted  his  own  views  completely,  yet 
in  justice  these  men  cannot  be  marked  down  or  re- 
jected because  they  could  readily  produce  respect- 
able authority  for  their  position.  Now,  it  is  not 
generally  important  as  to  how  an  examiner  in  surgery 
grades  the  answers  he  receives,  but  it  is  important 
that  substantial  groups  of  surgeons  handle  certain 
frequently  occurring  and  serious  situations  in  dia- 
metrically opposite  ways.  It  would  be  too  much  to 
say  that  one  or  the  other  group  must  be  entirely 

*Read-  before  a joint  meeting  of  the  Medical  Society 
of  Virginia  and  the  West  Virginia  State  Medical  As- 
sociation, at  White  Sulphur  Springs,  W.  Va.,  July  29-31, 
1940. 


wrong,  but  surely  one  or  the  other  method  must  l)e 
better.  It  is  my  purpose  to  examine  into  these  con- 
flicts of  opinion  and  to  present  my  judgment  of 
their  relative  merits.  In  so  doing,  of  course,  no 
.slightest  claim  is  made  for  infallibility  or  even  for 
su])erior  authority.  Nor  will  any  effort  be  made  to 
report  extensively  the  literature  on  these  contro- 
versies. It  is  too  vast  for  anal}sis  without  tremen- 
dous labor,  which  in  the  end  would  result  in  nothing 
but  the  balancing  of  massive  statistics,  impressions 
and  opinions  against  each  other.  There  would  al- 
ways be  a Roland  for  each  Oliver.  It  seems  more 
interesting  and  more  valuable  to  analyze  the  differ- 
ences of  opinion  in  the  light  of  one  man’s  own  mod- 
est experience,  and  to  give,  for  what  it  is  worth,  his 
judgment  upon  the  issue. 

To  begin  with,  it  may  be  well  to  state,  especially 
for  the  benefit  of  any  of  the  public  that  may  be  in- 
terested, that  the  matters,  in  which  there  is  general 
agreement  far  exceed  in  number  and  importance  the 
particular  and  relatively  far  less  numerous  situa- 
tions about  which  discussion  exists.  Those  accepted 
views  may  be  outlined  briefly  as  follows. 

Of  first  importnace  is  the  fact  that  if  every  case  of 
acute  appendicitis  were  properly  operated  upon  be- 
fore inflammation  extends  beyond  the  appendix  it- 
self, there  would  be  little  danger  and  almost  no 
fatality  connected  wdth  the  disease.  All  are  agreed 
to  this.  Therefore,  the  major  problem  is  to  arouse 
the  public  and  the  profession  to  the  necessity  for 
prompt  surgical  consultation  in  all  cases  that  may  be 
acute  appendicitis,  and  prompt  operation  if  careful 
consideration  leads  to  the  probable  diagnosis  of  this 
disease.  In  certain  communities,  notably  Philadel- 
phia, educational  campaigns  sponsored  by  the  medi- 
cal profession  have  resulted  in  notable  improvement 
in  the  mortality  rates.  It  may  be  well  to  emphasize 
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that  a probable  diagnosis  is  justification  for  prompt 
operation.  There  are  numerous  conditions  that  may 
resemble  appendicitis,  and  there  is,  of  course,  clear 
obligation  to  make  as  accurate  a differential  diagno- 
sis as  possible.  Operation  on  mere  suspicion  with- 
out proper  study  is  certainly  indefensible.  But  where 
such  study  leads  to  the  conclusion  that  the  probable 
cause  of  the  troulde  is  an  acutely  inflamed  appendix, 
the  next  imperative  step  is  the  prompt  removal  of 
that  organ. 

•Vll  agree  that  the  giving  of  cathartics,  b}-  the  docr 
tor  or  the  family,  is  a very  harmful  practice.  Nu- 
merous statistical  studies  on  case  histories  show 
clearly  the  truth  of  this  opinion.  It  is,  therefore,  our 
duty  to  jireach  the  gospel  of  withholding  cathartics, 
and  indeed  everything  else  by  mouth,  from  patients 
with  acute  abdominal  symptoms  until  the  nature  of 
the  trouble  has  been  determined.  It  will  be  difficult 
to  convert  many  people  to  this  doctrine,  because  pur- 
gation for  digestive  trouble  seems  an  ingrained 
.American  habit,  but  persistence  and  example  in 
time  will  accomjflish  much. 

The  operation  itself  should  be  carefully  executed. 
It  is  a mistake  to  presume,  as  some  do,  that  all  cases 
are  easy  and  simjyle  to  handle.  I have  heard  it  said 
that  “Anybody  can  take  out  an  appendix".  Noth- 
ing could  be  more  mistaken.  I have  also  seen  men 
in  the  very  top  ranks  of  surgery  sweat  and  struggle 
a long  while  with  a difficult  appendix — and  have 
felt  sure  that  less  able  operators  would  have  failed 
to  remove  the  organ  or  liave  done  serious  damage  in 
removing  it. 

The  disputed  situations  in  acute  appendicitis  do 
not  arise  in  the  early  unruptured  cases  that  we  have 
been  considering  so  far.  They  develop  when  for 
some  reason,  good  or  bad,  operation  has  not  been 
performed  before  the  appendix  has  ruptured.  It  is 
in  the  delayed  cases  that  danger  is  greatly  increased 
and  the  mortality  rises,  and  opinions  differ  greatly 
as  to  what  to  do  about  it.  The  very  use  of  the  term 
“delayed"  brings  up  certain  points  of  controversy. 
Some  surgeons  regard  a case  as.  delayed,  depending 
ui)on  the  number  of  hours  or  days  since  onset.  Others 
regard  delayed  cases  as  those  in  which  ru])ture  has 
occurred,  irrespective  of  the  time  element.  .Vnd  there 
is  a great  deal  of  questioning  as  to  whether  one  can 
tell  with  certainty  that  rupture  has  or  lias  not  taken 
place. 

It  may  be  well  to  discuss  these  issues  a little 
further. 


In  England,  many  surgeons  divide  cases  into  early 
or  late  on  a strict  time  basis,  considering  all  those 
more  than  fortv-eight  hours  old  as  in  the  late  class 
and  making  a great  difference  in  the  methods  by 
which  the  two  groups  of  cases  are  treated.  To  the 
present  writer  this  seems  a quite  unrealistic  point  of 
view.  Pathological  processes  do  not  proceed  like 
railroad  time-tables.  I have  seen  an  appendix  al- 
ready gangrenous  four  hours  after  the  first  symptom 
was  complained  of,  and,  on  the  other  hand,  an  acute 
unruptured  appendix  four  days  after  onset.  For  me, 
at  least,  the  time  schedule  of  operating  is  mean- 
ingless. 

That  appendiceal  rupture  has  taken  place  is  by 
no  means,  always  easy  to  recognize.  The  classical 
description  of  a sudden  cessation  of  previous  intense 
pain,  followed  after  an  interval  by  recurrence  of 
pain  over  a wider  area,  with  increasing  tenderness 
and  rigidity,  may  be  accepted  as  an  indication  of 
rupture.  The  trouble  lies  in  the  fact  that  this  clear- 
cut  picture  is  presented  by  a minority  only  of  the 
cases  that  do  rupture.  The  same  difficulty  is  found 
in  the  attempts  to  recognize  the  extent  of  the  peri- 
toneal involvement  that  follows  rupture.  Terms  such 
as  “localized  peritonitis",  “spreading  peritonitis”, 
“diffuse  peritonitis”,  “generalized  peritonitis”,  are 
in  frequent  use.  But  these  terms  are  descriptive  of  a 
pathological  process,  and  thus  exactness  can  only  be 
determined  at  autopsy.  Even  the  exploration  per- 
mitted l)y  an\-  rationally  conducted  operation  may 
not  reveal  whether  peritonitis  is  “spreading”  or 
really  “general”.  It  is  all  the  more  true  that  the 
clinical  diagnosis  of  the  extent  of  the  lesion  is  very 
inaccurate.  Even  the  recognition  of  appendiceal  ab- 
scess is  far  from  certain.  A mass  that  is  suspected  of 
being  an  abscess  may  turn  out  to  be  omentum  ad- 
herent about  an  unruptured  appendix,  or  several 
other  less  common  resembling  conditions,  and,  on 
the  other  hand,  a real  abscess  from  rupture  of  a 
retro-caecal  appendix  may  not  be  recognizable  clini- 
cally at  all.  These  uncertainties  and  impossibilities 
in  the  exact  diagnosis  of  the  extent  of  the  lesion  fol- 
lowing appendiceal  rupture  are  not  l^eing  empha- 
sized because  they  represent  a novel  idea.  The 
reason  for  the  emphasis  on  the  uncertainty  is  because 
a number  of  surgeons  are  urging  a difference  in  the 
treatment  of  cases  in  which  appendiceal  rupture  and 
peritoneal  involvement  have  occurred.  Their  point 
of  view  will  be  examined  in  a moment.  The  objec- 
tion to  be  made  here  is  that  the  whole  basis  of  their 
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position  rests  upon  the  unwarranted  assuni[)tion  that 
the  surgeon  can,  with  reasonal)le  accuracy,  recognize 
the  extent  and  nature  of  tlie  actual  jiathological 
process. 

The  school  of  thought  just  referred  to,  which  in- 
cludes a number  of  excellent  surgeons,  reasons  as 
follows.  As  long  as  the  inflammatory  process  is 
limited  to  the  appendix  itself,  its  immediate  removal 
is  the  logical  and  completely  satisfactory  treatment 
of  the  condition.  But  when  rupture  occurs,  with 
soiling  of  the  peritoneum,  a new  factor  is  introduced. 
The  patient  is  much  more  seriously  ill  and  much 
less  fit  to  withstand  surgical  intervention.  This  in- 
tervention itself,  by  impairing  the  resistance  of  the 
})eritoneum  and  mechanically  distributing  the  in- 
vading organisms,  may  sj)read  the  infection  further. 
The  surgical  trauma  to  the  intestine  may  promote 
]:>aralytic  ileus,  and  the  anesthetic  may  do  the  same 
thing.  Therefore,  it  is  wiser  to  treat  such  cases 
along  the  lines  originally  proposed  by  A.  J.  Ochsner, 
namely,  deferred  operation,  nothing  by  mouth,  strict 
l)ed-re.'^t,  ice  bags  to  the  al)domen,  morphia,  and 
fluids  by  infusion  or  by  vein.  The  end  hoped  for  is 
the  spontaneous  localization  and  walling  off  of  the 
])eritoneal  infection,  then  overcoming  of  its  virulence 
by  the  native  resistance  of  the  patient,  and  improve- 
ment of  the  jtatient’s  general  condition.  The  result 
of  this  process  is  the  formation  of  a well  walled-off 
abscess,  and  its  clinical  evidence  is  the  fall  in  tem- 
perature, pulse  rate  and  leucocyte  count  toward  nor- 
mal. the  cessation  of  pain,  nausea  and  vomiting,  the 
resumption  of  bowel  movement,  the  localization  of 
tenderness,  rigidity  and  muscle  spasm  to  a limited 
area,  and  often  the  development  of  a jialpable  mass — 
the  abscess  itself.  Those  who  advocate  this  general 
plan  of  management  are  all  careful  to  state  that  it 
must  not  be  api)lied  to  the  acute  unruptured  appen- 
dix, which  is  still  to  be  removed  as  early  as  possible. 
They  do  not  all  agree  as  to  just  which  cases  are  best 
treated  by  deferred  operation.  Some  would  operate 
prom{)tly  as  long  as  the  peritoneal  infection  is  limited 
to  the  immediate  vicinity  of  the  appendix  but  not  if 
it  is  “spreading”  or  “diffuse”.  Others  would  operate 
on  a “spreading”  but  not  on  a “general”  peritonitis. 
Most  would  operate  after  abscess,  formation  has  be- 
come well  established,  with  drainage  of  the  abscess 
and  removal  of  the  appendix,  provided  this  can  be 
done  without  breaking  down  the  protective  adhesions 
forming  the  wall  of  the  abscess.  If  the  latter  danger 
is  present,  simple  drainage  is  done  and  the  patient 


advised  to  have  the  apjjendix  removed  later  when  all 
infection  has  subsided.  Nearly  all  surgeons  would 
agree  to  this  handling  of  established  abscesses, 
whether  they  have  formed  under  conservative  treat- 
ment or  are  ]>resent  when  the  surgeon  first  sees,  the 
case,  but  even  here  there  is  not  unanimity.  My 
friend.  Dr.  E.  T.  Lehman, ^ of  the  University  of 
Virginia,  feels  that  the  estalflishment  of  the  abscess 
marks  the  end  of  the  dangerous  phase  of  the  disease 
and  that  many  such  cases,  under  careful  rest  and 
conservative  treatment,  may  become  completely  in- 
nocuous and  may  not  require  surgerx-  at  all.  The}’ 
are  warned,  however,  that  signs  of  recurrent  trouble 
should  lead  to  ver}’  prompt  surgical  advice  and  prob- 
able  operation. 

The  writer  has  presented  this  theory  of  treatment 
of  the  ruptured  appendix  at  some  length  and,  it  is 
hoped,  with  fairness,  because  he  disagrees  with  it 
entirely.  Undoubtedly,  many  cases,  will  do  well 
under  it.  Undoubtedly,  the  statistics  presented  from 
some  clinics  show  an  improvement  since  it  has  been 
introduced.  Undoubtedly,  certain  individual  sur- 
geons, of  exceptional  judgment  and  experience  in 
employing  it  selectively,  have  shown  remarkable  re- 
sults. It  is,  however,  true  that  other  clinics  that 
employ  prompt  operation  in  practically  all  cases, 
without  regard  to  the  assumed  stage  of  peritoneal 
invasion,  can  show  just  as  good  results  as  the  im- 
proved statistics  of  those  who  have  gone  over  to  the 
waiting  plan.  Individual  surgeons,  working  in  a dif- 
ferent environment,  perhaps,  and  operating  promptly, 
present  as  good  a record  as  those  mentioned  above 
who  prefer  to  wait  in  this,  special  class  of  cases.  The 
statistics  prove  only  that  in  general  the  author  quot- 
ing them  finds  them  confirming  him  in  his  own  opin- 
ion. They  cannot  be  used  as  a basis  for  relative  com- 
jjarison  because  too  many  other  factors  vary.  The 
surgeon  who  receives  many  cases  from  considerable 
distances  will  be  impressed  by  the  fact  that  many  of 
his  “late”  cases  recover  under  a waiting  policy,  but 
it  is  fair  to  ask  if  these  are  not  the  hardy  survivors 
with  great  native  resistance,  and  whether  he  knows 
how  many  people  in  the  same  area  died  of  acute 
appendicitis  by  waiting  and  who  never  saw  a sur- 
geon. On  the  other  hand,  the  surgeon  working  in  a 
large  city,  with  a well-trained  medical  group  and  an 
intelligent  section  of  the  population,  who  operates 
early  in  all  cases,  may  have  little  personal  experience 
with  the  advanced,  neglected  cases.  For  these  and 
other  obvious  reasons  of  inequalit}’  of  conditions. 
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statistics  seem  to  furnish  an  unreliable  basis  for  the 
comparison  of  these  two  methods. 

The  writer  prefers  to  challenge  the  “waiting”  })lan 
from  the  standpoint  of  its.  theory,  supported  by  per- 
sonal experience  and  the  experience  of  a large  insti- 
tutional clinic  with  which  he  is  associated.  The  first 
objection  has  been  made  already,  namely  the  im- 
possibility in  many  cases  of  recognizing  exactly  the 
extent  of  the  lesion.  To  w^ait  on  an  acute  unruptured 
appendix  in  the  mistaken  belief  that  there  is  already 
a perforation  and  spreading  peritonitis  defeats  the 
very  purpose  of  the  expectant  plan  of  treatment,  yet 
this  may  happen  readily  enough.  The  waiting  plan 
seems  to  me  fallacious,  not  only  because  of  uncer- 
tainty of  diagnosis  but  because  it  relies  on  nature  to 
take  care  of  the  damage  done  by  a ruptured  appen- 
dix, and  does  not  promptly  remove  the  source  of  that 
damage,  the  leaking  appendix  itself.  It  is  difficult 
for  me  to  believe  that  a properly  conducted  operation 
is  as  harmful  to  the  patient's  chances  of  recovery  as 
allowing  continued  infection  to  enter  the  peritoneal 
cavity  from  a perforated  viscus.  It  may  be  true  that 
ill-advised  methods  of  operation  do  harm  in  such  a 
situation  but  the  principles  to  be  followed  have  been 
enunciated  many  times.  The  incision  should  nearl}- 
always  be  of  the  McBurney  type.  No  general  explor- 
ing should  l:)e  done;  in  fact,  the  least  jjossible  ma- 
nipulation to  remove  the  a])])endix  is  the  ideal.  A 
cigarette  drain  sheathed  in  very  thin  flexible  rubber 
of  the  Penrose  Type  is  placed  against  the  lateral 
peritoneum  downward  toward  the  pelvis,  or  upw^ard 
toward  the  lumbar  fossa,  or  both  if  there  is  soiling 
in  both  directions.  The  wound  is  closed  loosely  with 
interrupted  fine  catgut  sutures.  To  these  operative 
measures  are  added  the  supportive  general  treatment 
upon  which  alone  the  “expectant”  advocates  rely — - 
fluids,  gastro-intestinal  decompression  by  nasal  tube, 
morphia,  heat  to  the  abdomen.  The  writer  does  not 
wash  to  give  the  impression  that  there  is  never  a 
situation  resulting  from  appendicitis  in  which  delay 
of  operation  should  not  be  advised.  But  he  does  feel 
that  in  these  rare  cases  the  reason  for  delay  does  not 
depend  directly  upon  the  extent  nor  nature  of  the 
local  lesion  in  the  appendix  or  the  peritoneum.  It 
depends  upon  the  patient’s  general  condition.  If 
the  patient  is  dehydrated  from  persistent  vomiting,  is 
suffering  from  loss  of  chlorides,  has  a marked  para- 
lytic ileus,  a weak,  thready  pulse,  failing  blood  pres- 
sure— in  short  is  so  gravely  ill  that  he  is  in  no  shape 
to  stand  any  surgical  procedure — naturally  waiting 


is  necessary.  If  restorative  treatment  improves  his 
ability  to  sustain  operation,  it  should  be  undertaken 
without  regard  to  any  theoretical  assumption  that 
the  peritoneal  process  has  or  has  not  become  de- 
limited. These  statements  are  made,  not  to  be  dog- 
matic, but  to  outline  clearly  a personal  program  of 
handling  acute  appendicitis. 

The  greatest  objection  to  the  teaching  of  delay  in 
certain  complications  of  appendicitis  is  in  its  effect 
upon  the  general  profession  and  the  public.  A few 
highly  experienced  surgeons,  w'atching  a patient  in  a 
hospital  w'ith  every  facility  for  constant  study  and 
instant  surgical  intervention,  may  satisfy  themselves 
of  the  wisdom  of  expectant  treatment  in  a limited 
group  of  appendicitis  cases.  They  are  usually  scrupu- 
lously careful  to  teach  and  apply  this  method  only 
in  this  limited  group  of  cases.  In  spite  of  their  be.^t 
intentions,  however,  the  effect  of  their  teaching  and 
example  is  to  encourage  the  general  practitioner  and 
the  layman  to  alter  his  views  about  the  urgency  of 
operation  in  acute  appendicitis.  laborious  cam- 
paign of  education  has  produced  some  results  in 
bringing  appendix  cases  early  to  the  surgeon.  All 
agree  that  this  is  the  most  effective  single  agency  in 
reducing  the  mortality  of  the  disease.  If  now'  the 
word  goes  around  that  the  well-knowm  surgeon.  Doc- 
tor X,  sometimes  waits  on  his  cases  until  the  severe 
symptoms  subside,  there  is  a very  human  tendency 
for  general  practitioner.  Dr.  Y,  and  patient,  Mr. 
John  Doe,  to  say  to  himself,  “If  waiting  is  the  thing, 
why  not  wait  at  home,  and  save  a lot  of  trouble  and 
e.xpense?”  It  is  a little  too  much  to  expect  either  of 
these  gentlemen  to  recognize  the  distinction  between 
an  acute  gangrenous,  but  as  yet  unruptured  ap- 
pendix, on  the  one  hand,  and  a ruptured  appendix 
with  spreading  peritonitis,  on  the  other.  .\s  was  said 
above,  it  is  a differentiation  that  the  best  surgeon 
cannot  always  make  with  certainty. 

The  plan  of  prompt  operation  in  jjractically  all 
cases  has  been  practiced  by  the  writer  and  most  of 
his  surgical  friends  in  Baltimore  for  many  years.  It 
is  also  the  method  employed  in  the  Johns  Hopkins 
Hospital.  Papers  in  the  past  giving  some  statistical 
studies  have  been  published  by  Dr.  J.  IM.  T.  Finney, 
Jr.,^  and  the  present  w'riter.®  The  most  recent  such 
study  has  been  made  by  Dr.  Edward  S.  Stafford  and 
Dr.  David  H.  Sprong*  from  the  material  of  the 
Johns  Hopkins  Hospital.  There  were  no  deaths  in 
838  cases  of  acute  appendicitis  without  perforation. 
This  result  is,  of  course,  due  in  part  to  good  fortune. 
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because  although  the  mortality  rate  should  be  low, 
one  would  expect  in  such  a large  group  of  cases,  at 
least  one  or  two  of  the  unpreventable  accidents  that 
may  attend  any  operation.  In  479  cases  with  ab- 
scess or  peritonitis,  the  mortality  rate  was  10  per 
cent.  The  writers  consider  that  some  of  these  deaths 
might  have  been  prevented  by  more  careful  diagno- 
sis and  better  treatment  of  post-operative  complica- 
tions. They  point  out,  however,  that  even  so  these 
mortality  rates  are  better  than  the  average  reported 
for  the  delayed  or  expectant  treatment  of  perforative 
appendicitis,  and  feel  justified  in  continuing  to  per- 
form immediate  operation  in  the  treatment  of  ap- 
pendicitis. 
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Discussion 

Dr.  Robert  King  Buford,  Charleston:  Going  over 

our  records  for  the  past  20  years  we  have  gained  cer- 
tain impressions.  Early  in  that  period  we  employed  the 
Murphy  Drip.  We  believe  its  use  resulted  in  diffusing 
many  cases  of  localized  peritonitis  by  increasing  peri- 
stalsis. We  no  longer  use  proctoclysis.  Instead  we  give 
all  of  our  fluids  intravenously  or  subcutaneously.  The 
subject  of  drainage  is  very  unstandardized.  Years  ago 
following  prolonged  drainage,  we  had  more  complica- 
tions, more  obstructions  than  we  have  had  during  the 
past  fifteen  years.  During  this  latter  period,  our  atti- 
tude has  been  that,  if  the  peritoneum  is  intact,  drainage 
is  not  indicated.  Another  point  I would  like  to  em- 
phasize is  the  question  of  post-operative  care.  For  sev- 
eral years  now,  in  a case  of  peritonitis,  when  the  patient 
returns  to  the  room  and  sometimes  before  operation,  the 
Levine  tube  is  passed  and  we  keep  up  continuous  decom- 
pression by  the  Wangensteen  method. 

We  do  careful  evaluation  of  blood  chemistry,  especially 
non-protein  nitrogen  and  chlorides,  and  determine  if  the 
patient  has  any  anemia.  If  we  have  overdone  anything 


it  has  been  in  the  giving  of  blood  transfusions — and  we 
feel  that  we  have  been  well  repaid. 

Our  series  in  a period  of  twenty  years  shows  a total 
of  1,526  cases  of  acute  appendicitis  operated  as  emergency 
cases;  229  were  perforated;  sixty-four  showed  ap- 
pendiceal abscesses.  The  majority  of  the  abscess  cases, 
thirty-two,  were  handled  by  the  two-stage  method,  i.  e., 
drainage  of  the  abscess  and  appendectomy  three  or  four 
months  later.  There  was  no  mortality  in  that  group.  In 
ten  cases  where  the  abscess  was  not  well  walled  off  we 
were  able  to  remove  the  appendix  at  the  time  of  opera- 
tion. The  mortality  in  that  group  was  1.5  per  cent. 
The  mortality  of  the  perforated  cases  was  4 per  cent. 
The  mortality  of  the  total  combined  series  was  a little 
less  than  1 per  cent. 

I am  indebted  to  my  associate.  Dr.  Bailey,  for  the 
statistics  from  one  of  our  local  hospitals.  These  figures 
represent  the  work  of  several  surgeons.  In  1939  there 
were  225  cases  of  acute  appendicitis.  There  were  thirteen 
abscesses,  twenty-nine  perforations,  and  twenty-seven 
cases  of  gangrene.  Mortality  was  1.4  per  cent.  There 
were  215  cases  of  chronic  appendicitis  in  the  same  in- 
stitution with  no  operative  mortality. 

Dr.  J.  Bolling  Jones,  Petersburg:  When  I first  joined 
the  Society  a great  many  years  ago,  typhoid  fever  and 
appendicitis  always  provoked  the  most  attention  at  our 
meetings.  Science  has  eliminated  typhoid  fever  but  ap- 
pendicitis will  probably  remain  as  long  as  mankind  has 
an  appendix. 

It  is  universally  admitted  that  early  diagnosis  and 
early  operation  give  best  results,  but  it  is  not  always 
possible  to  make  an  early  diagnosis.  One  of  the  most  fre- 
quent causes  of  delay  in  diagnosis  is  the  fact  that  the 
appendix  does  not  always  occupy  the  same  position  in  the 
abdomen.  On  two  occasions  I have  operated  on  infants 
with  strangulated  inguinal  hernia  with  the  head  of  the 
cecum  and  the  appendix  in  the  strangulated  hernial  sac 
on  the  left  side.  It  is  well  known  that  the  appendix  may 
be  down  in  the  pelvis,  in  the  region  of  the  kidney,  in  the 
region  up  under  the  liver,  or  it  may  be  stretched  across 
the  abdomen  to  the  left.  I believe  that  anomalous  posi- 
tions of  the  appendix  are  largely  the  cause  or  are  cer- 
tainly one  of  the  elements  of  delay  in  arriving  at  cor- 
rect diagnosis. 

I still  see  a good  many  abscesses.  They  vary  in  loca- 
tion as  does  the  appendix.  When  I encounter  an  abscess, 
it  is  my  usual  practice  to  drain.  If  an  appendiceal 
abscess  is  in  the  pelvis  I do  it  through  a vaginal  if  it  is 
a female,  circle,  the  cervix,  put  in  a pair  of  forceps,  let 
out  an  enormous  amount  of  pus,  stick  in  a drain,  and  the 
patient  is  well  before  you  know  it.  I can’t  see  how  it 
would  be  wise  to  go  further  and  go  back  in  the  belly 
and  remove  such  a bad  appendix  at  that  time,  and  I 
don't  believe  it  would  be  wise  to  go  across  the  belly  and 
open  that  abscess  primariljL  In  dealing  with  a small 
abscess,  of  course  the  appendix  is  removed.  However, 
even  in  small  abscesses,  I have  been  able  to  drain  extra- 
peritoneally,  following  down  around  behind  the  head  of 
the  cecum  and  breaking  into  it  and  removing  the  pus, 
and  the  appendix  is  removed  later. 
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THE  TREATMENT  OF  SINUSITIS.* 


Wesley  Creveling  Bowers,  M.D., 

New  York,  N.  Y. 


Three  hundred  million  colds  a year!  This  is  the  es- 
timated number  for  the  United  States.  When  it  is  real- 
ized that  every  cold  is  a potential  sinus  involvement 
and  that  chronic  sinusitis  probably  causes  more  ill- 
health  than  any  other  disease,  it  is  obvious  that  every 
physician  should  be  thoroughly  familiar  with  the  path- 
ological changes  which  accompany  sinusitis.  The 
general  physician  is  the  first  to  be  consulted;  he 
should  therefore,  be  in  a position  to  give  authorita- 
tive advice.  Yet,  in  the  past,  the  possibility  of  al- 
lergic influence  has  not  always  been  sufficiently  con- 
sidered and  comparatively  little  has  been  known 
about  the  physiology  of  the  nose,  the  pathology  of 
sinus  infection,  and  the  effect  of  constitutional  con- 
ditions upon  the  function  of  the  nose  and  sinuses. 

Anatomy  and  Physiology 

The  nose  is  an  extremely  complicated  anatomical 
structure.  No  two  nasal  chambers  are  exactly  alike; 
no  two  can  be  expected  to  act  alike,  even  in  the  same 
individual.  Nor  do  any  two  patients  respond  iden- 
tically, either  constitutionally  or  locally,  to  nasal 
therapy.  The  function  of  the  nose  is  so  controlled 
through  the  nervous  system  that  any  abnormality  in 
any  portion  of  the  body,  from  the  skin  to  the  heart, 
may  have  a decided  bearing  on  it. 

Small  wonder,  then,  that  there  is  considerable 
confusion  on  the  subject  in  the  mind  of  the  layman, 
the  general  practitioner  and  even  the  rhinologist. 
I believe  Ballance^  has  well  stated  the  case  when  he 
says  “Once  the  pathology  is  understood,  differences 
of  opinion  as  to  therapy  should  disappear.”  To  fur- 
ther this  better  understanding,  let  us  briefly  review 
some  of  the  high  lights  in  the  anatomy  and  physiol- 
ogy of  the  nose. 

The  nose  consists  of  two  chambers,  separated  by 
the  septum  and  surrounded  by  cavities  connected  with 
it  by  very  small  openings,  called  ostia.  There  are 
three  turbinate  bodies  situated  one  above  the  other 
in  the  lateral  wall  of  each  chamber,  dividing  this 
wall  into  three  compartments  called  respectively  the 
superior,  middle  and  inferior  meati. 

*Read  before  a joint  meeting  of  the  Medical  Society 
of  Virginia  and  the  West  Virginia  State  Medical  As- 
sociation, at  White  Sulphur  Springs,  W.  Va.,  July  29-31, 
1940. 


The  lacrimal  duct  empties  into  the  inferior  meatus 
(below  the  inferior  turbinate),  hence  the  futility  of 
treating  nasal  conditions  with  drops  put  into  the  eye. 
Into  the  middle  meatus  (below  the  middle  turbinate) 
empty  most  of  the  other  sinuses:  i.e.  the  antra, 
f rentals  and  anterior  ethmoids;  therefore  the  anat- 
omy of  the  middle  meatus  is  the  most  important 
insofar  as  sinus  involvement  is  concerned.  Drainage 
from  all  sinuses  depends  principally  on  ciliary  ac- 
tion— helped  in  most  instances  by  gravity.  The 
frontal  sinus  drains,  down-hill,  hom  its  lowest  point 
by  a long,  often  tortuous  passage,  through  ethmoids 
into  the  middle  meatus.  The  anterior  ethmoids 
drain,  down-hill,  into  the  middle  meatus  at  nearly 
the  same  point  as  the  frontal  and  antrum.  The  antra 
empty  into  the  middle  meatus  through . one  or  more 
openings  situated  in  the  uppermost  part  of  the  antral 
cavity,  necessitating  iip-hill  drainage.  Here  any  in- 
terference with  the  action  of  the  cilia  renders  drain- 
age impossible. 

The  posterior  ethmoids  empty  into  the  superior 
meatus  (below  the  superior  turbinate);  while  the 
sphenoid  empties  into  the  space  above  and  posterior 
to  the  superior  turbinate.  The  sphenoid  is  drained 
by  an  opening  situated  high  on  its  anterior  surface, 
necessitating  up-hill  drainage;  here,  too,  the  action 
of  the  cilia  is  of  prime  importance. 

It  is  thus  evident  that  all  the  sinuses  drain  down- 
hill excepting  the  antrum  and  sphenoid.  The  antrum 
is  the  most  common  site  of  infection,  the  sphenoid 
the  rarest.  The  probable  e.xplanation  is  that  the 
anatomical  structures  surrounding  the  ostia  of  the 
antra  are  far  more  liable  to  be  deformed,  thus  ob- 
structing the  ostia  and  impeding  ciliary  action.  For 
this  reason  the  antrum  is  the  sinus  most  likely  to 
require  aid  to  drainage. 

A large  part  of  the  drainage  from  the  sphenoids 
and  posterior  ethmoids  goes  down  the  throat.  Most 
of  the  other  sinuses,  by  reason  of  ciliary  action, 
would  naturally  drain  down  the  throat  also,  but  the 
action  of  blowing  the  nose  directs  a certain  amount 
anteriorly.  The  postnasal  and  the  lymphatic  drain- 
age from  an  infected  sinus  causes  the  tracheal  cough 
so  characteristic  of  sinus  infection. 
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If  the  formation  of  the  nose  were  perfect,  sinus 
infection  would  occur  only  as  a result  of  swimming, 
ill-advised  local  applications  or  allergy.  Since  such 
perfection  is  rarely  attained,  we  shall  find  that 
about  85  per  cent  of  all  X-rays  of  the  nasal  sinuses 
show  some  degree  of  involvement.  A septal  ridge 
or  spur  which  projects  into  the  middle  meatus,  espe- 
cially in  the  anterior  part,  crowding  the  middle  tur- 
binate against  the  outer  wall  and  so  interfering  with 
the  function  of  the  ostia  of  the  antrum  and  other 
sinuses,  is  almost  certain  to  result  in  poor  drainage 
from  these  sinuses,  with  consequent  chronic  infec- 
tion. When  there  is  obstruction  of  one  side  of  the 
nose  by  a deviated  septum,  there  will  be  a compen- 
sating enlargement  of  the  turbinate  on  the  opposite 
side  as  a result  of  improper  aeration.  A middle  tur- 
binate which  has  become  greatly  enlarged  as  a re- 
sult of  poor  aeration,  or  of  allergic  reaction,  will 
most  certainly  obstruct  the  ostia  by  its  size  alone, 
and  sooner  or  later  infection  will  occur.  In  such  a 
case,  it  is  necessary  either  to  relieve  the  underlying 
allergy,  improve  air  circulation  or  create  better 
drainage  for  the  sinuses  involved. 

When  the  nasal  ostia  are  unobstructed,  inspira- 
tion causes  a negative  pressure  in  the  nose  and 
sinuses;  expiration,  a positive  pressure.  It  has  been 
demonstrated  that  when,  because  of  obstruction  of  the 
ostia,  pressure  in  the  nose  and  antra  differs,  secre- 
tion will  generally  be  found  in  the  antra.  Insufficient 
ventilation  of  the  nose,  with  the  resultant  mouth- 
breathing, also  causes  poor  drainage  from  the  sinuses. 
Experimentally,  it  has  been  shown  that  dyes  placed 
in  an  acutely  inflamed  sinus,  of  which  the  ostia  are 
completely  blocked,  will  appear  in  the  urine  within 
fifteen  minutes.  This  will  give  some  idea  of  the 
absorbing  power  of  the  mucous  membrane  in  in- 
flamed sinuses  when  the  ostia  are  blocked  by  acute 
swelling  or  chronic  thickening.  It  also  explains  why 
the  sinus  patient  seems  more  ill  than  one  with  an 
ordinary  cold. 

If  the  function  of  the  nose  is  unimpaired,  a “cold” 
is  self-limited  and  will  disappear  in  a few  days.  If 
due  to  an  allergic  condition,  it  will  clear  up  in  one 
or  two  days  unless  there  is  a superimposed  infection 
or  too  much  medication  to  which  the  patient  is 
sensitive.  A cold  which  persists  longer  than  a week, 
with  continued  congestion  of  one  or  both  nostrils, 
excessive  secretion,  cough  or  recurring  temperature, 
is  strongly  suggestive  of  sinus  involvement.  x\t  the 
beginning  of  a cold,  there  is  an  acute  congestion  of 


all  nasal  membranes,  the  ostia  swell  and  drainage 
becomes  difficult.  At  this  point  anything  that  can 
be  done  to  improve  the  general  resistance  and  open 
the  nasal  ostia  will  facilitate  prompt  recovery.  When, 
in  spite  of  all  efforts,  the  ostia  do  not  open,  sup- 
puration follows.  If  this  stage  is  prolonged,  there  is 
infiltration  of  the  connective  tissue  and  permanent 
hyperplasia  of  the  lining  membrane.  Unless  relief  is 
now  given,  degeneration  of  the  mucosa,  together  with 
polypoid  and  cystic  formation  occurs.  This  condi- 
tion can  be  cured  only  by  removal  of  the  diseased 
tissue;  if  this  is  not  done,  the  patient  must  tolerate 
the  symptoms  of  chronic  sinusitis. 

The  cilia  constitute  the  greatest  protection  which 
the  nose  possesses.  The  entire  lining  membrane  of 
nose  and  sinuses  is  supplied  with  these  hair-like 
processes  which  wave  toward  the  ostia  and  the  naso- 
pharynx. Over  the  cilia  is  a tenacious  layer  of 
mucus  which  tends  to  catch  foreign  particles  and  in- 
vading bacteria  and  is  moved  onward  by  the  cilia. 
The  introduction  of  anything  into  the  nose  which  in- 
terferes with  the  ciliary  action  of  the  mucous  coat, 
impairs  the  natural  protection  supplied  by  the 
mucous  membrane.  For  this  reason  the  habit  of 
spraying  the  nose  with  antiseptics  is  obviously  not 
to  be  recommended.  Unobstructed  ostia  and  free 
ciliary  action  are  all-important  and  must  be  main- 
tained or  re-established  at  all  times.  In  acute  infec- 
tions swelling  of  the  membrane  in  the  ostia  halts 
normal  drainage;  hence  anything  which  tends,  to 
shrink  this  membrane  is  an  advantage.  Our  choice 
of  drugs — of  which  we  shall  speak  later — must  be 
confined  to  those  which  do  not  interfere  with  ciliary 
action.  Thick  pus  retards  or  stops  the  action  of 
the  cilia,  and  should  be  evacuated  by  means  of 
lavage.  Since  ciliary^  action  ceases  at  temperatures 
below  53°  F.  and  above  109°  F.,  the  use  of  too  hot 
or  too  cold  solutions  or  vapors  is  contra-indicated. 

The  turbinates  have  the  most  abundant  blood  sup- 
ply of  any  part  of  the  nose;  they  have  much  elastic 
and  smooth  muscle  fibre  and  large  cavernous  sinuses, 
giving  them  the  characteristics  of  erectile  tissue  and 
rendering  them  particularly  responsive  to  all  types 
of  sympathetic  nervous  system  reactions,  to  inflam- 
mation or  allergies,  to  thermal,  chemical  (either  local 
or  general),  emotional  and  constitutional  changes. 
Their  function  is  to  warm  and  moisten  the  inspired 
air.  Because  this  function  is  maintained  by  the  co- 
ordinated action  of  both  sensory  and  involuntary 
nerves,  any  constitutional  dyscrasia  may  cause  func- 
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tional  nasal  changes  and  local  symptoms  which  may 
simulate  sinus  disease.  Heetderks-  has  shown  that 
“under  certain  conditions,  in  normal  individuals, 
the  excitation  of  the  function  of  regulating  tempera- 
ture and  moisture  and  of  filtering  the  inspired  air, 
may  produce  symptoms  of  which  the  patient  may 
complain.  Such  symptoms  as  nasal  obstruction  in 
hot  drc"  rooms,  a watery  discharge  in  cold  weather, 
and,  during  adolescence,  the  dropping  back  into  the 
throat  of  secretions,  and  the  obstruction  of  the  nose 
on  the  dependent  side  are  physiological  responses 
which  need  not  necessarily  be  the  result  of  pathology 
in  the  nose.”  It  is  well  to  look  for  causes  other  than 
nasal,  when  the  patient  complains  of  a postnasal 
discharge  which  is  not  excessive,  especially  w’here 
there  is  no  pronounced  tracheal  cough.  Fifty  per 
cent  of  such  cases  are  probably  allergic.  Other  pos- 
sible causes  are  endocrine  imbalance,  intestinal 
stasis,  anemia,  syphilis  and  diabetes.  When  the 
postnasal  discharge  is  abundant  and  accompanied  by 
the  characteristic  tracheal  cough,  the  cause  is  usually 
sinus  infection. 

Antra 

ISIy  personal  experience  has  led  me  to  believe  that 
the  antrum  is  the  keystone  to  most  nasal  pathology 
and  the  best  point  of  attack.  This  assertion  will  not 
go  unchallenged,  as  many  believe  the  ethmoids  to  be 
the  chief  offenders.  In  support  of  my  thesis,  I pre- 
sent the  following  statistics  obtained  from  a cro.ss 
section  of  one  thousand  case  histories  taken  from 
my  private  practice.  These  histories  cover  a twenty- 
five  year  period,  limited  to  ear,  nose  and  throat  work, 
and  number  approximately  twenty-thousand  records. 
Of  the  thousand  cases  studied  474,  or  47  per  cent, 
gave  no  history  of  .nasal  disturbance,  the  remaining 
526,  or  53  per  cent,  show’ed  nasal  involvement  in  the 
following  proportions: 

191,  or  36  per  cent,  were  due  to  causes  other 
than  sinus  infection. 

335,  or  64  per  cent,  showed  sinus  infection. 

(The  distribution  of  these  335  cases  is  shown 
in  Table  “B”.) 

From  these  statistics  the  importance  of  the  antra 
as  retainers  of  nasal  infection  appears  self-evident. 
Granting  this,  it  is  also  evident  that  if  acute  antral 
infection  is  prevented  from  becoming  chronic  there 
will  be  far  less  involvement  of  the  other  sinuses 
through  extension  of  infection.  To  my  mind,  chronic 
involvement  of  the  ethmoids  alone  is  due  to  allergy. 


The  above  figures  show  how  rarely  'the  ethmoids  are 
involved  without  accompanying  involvement  of  the 
antra  and  vice  versa.  In  such  combined  infections, 
acute  or  chronic,  treatment  of  the  antra  will  do 
much  to  clear  up  the  ethmoids  but  treatment  of  the 
ethmoids  will  never  cure  the  antra. 

Allergy 

In  any  nasal  syndrome  allergy  must  first  be  con- 
sidered as  a possible  cause.  Hansel®  gives  statistics 
indicating  that  in  about  one-third  of  the  cases  seen 
by  the  rhinologist,  the  symptoms  are  primarily  al- 
lergic. Such  cases  can  usually  be  determined  by  a 
careful  preliminary  history,  but  negative  skin  tests 
cannot  always  be  accepted  as  ruling  out  any  sen- 
sitivity. When  allergy  is  the  underlying  but  undis- 
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Showed  Involvement  o'f  the  ’antra,’  either  alone  or  In 
combination  with  one  or  more  of  the  other  sinuses. 
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Chart  Showing  The  Incidence  of  the 
Involvement  of  the  Various  Sinuses . 

covered  cause,  the  results  of  any  and  all  nasal  pro- 
cedure are  likely  to  be  unsatisfactory.  Allergy  can 
simulate  every  nasal  symptom  of  which  a patient 
may  complain.  He  may  have  what  he  calls  a “cold”; 
although  a careful  history  will  reveal  that  these 
“colds”  come  suddenly,  with  sneezing  and  are  of 
but  one  or  two  days’  duration;  or  he  may  have  a 
“chronic  cold”  which  strongly  suggests  sinusitis  but 
may  actually  be  allergic.  Any  medication  in  a nose 
of  this  t^-pe  is  likely  to  increase  the  symptoms.  Op- 
erations are  contra-indicated  unless  the  allergy  is 
also  treated ; many  nasal  operations  would  prove  un- 
necessary if  the  underlying  allergy  were  treated  first. 
On  the  other  hand,  the  perennial  tvpes  of  allergy 
may  bring  about  permanent  changes  in  nasal  mem- 
branes rendering  them  more  susceptible  to  infection; 
here  operation  for  the  cure  of  infection  should  be 
undertaken.  In  cases  where  treatment  of  the  allergy, 
per  se,  fails  to  give  adequate  relief,  the  removal  of 
hypertrophied  tissue  will  help,  by  improving  drain- 
age and  ventilation. 

Because  of  the  anatomy  of  the  nasal  chambers. 
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Fig.  I. — This  shows  a case  of  chronic  pansinusitis. 


Fig.  II. — Same  patient  as  Fig.  1 : 15  months  after  double 
radical  operation  on  the  antra  showing  the  beneficial 
effects  on  the  other  sinuses. 


treatment  of  the  antra  will  almost  always  tend  to 
clear  up  any  other  sinuses  simultaneously  involved. 
In  the  acute  stage,  shrinkage  of  the  middle  meatus 
is  advisable;  this  can  be  done  by  means  of  a pledget 
of  cotton  moistened  with  a mild  cocaine  solution, 
and  the  use  of  ephedrin  1 per  cent  in  normal  saline 
in  the  form  of  drops.  As  the  acute  stage  passes  and 
the  secretions  become  thicker  it  is  advisable  to  aid 
drainage  by  lavage  of  any  obstructed  sinus.  Such 


Fig.  III. — Shows  acute  pansinusitis  which  was  cured  in 
three  weeks  by  lavage  through  the  normal  openings  ; 
3iv  of  thick  pus  was  found  in  each  antrum. 


treatment  can  best  be  accomplished,  with  the  mini- 
mum of  trauma,  by  passing  a canula  through  the 
normal  or  accessory  opening.  The  question  of  the 
number  and  frequency  of  irrigations  is  an  important 
one  and  requires  considerable  judgment  and  experi- 
ence. The  character  of  the  secretion  obtained,  plus  the 
reaction,  general  and  local,  to  such  irrigation,  are 
the  determining  factors.  For  some  patients  daily 
irrigations  are  preferable;  for  otliers  every  two  or 


Fig.  IV. — Same  patient  as  Fig.  Ill  : two  months  later 
showing  how  the  antra  cleared. 
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three  days  is  sufficient;  while  still  others  require  a 
longer  interval.  In  the  chronic  stage  of  pansinusitis, 
operations  on  the  antra  will  do  more  to  clear  up  the 
other  sinuses  than  any  other  procedure. 

. Medication 

A wide  variety  of  drugs  has  been  tried  in  nasal 
treatment  and  experience  has  taught  some  very  im- 
portant lessons  in  this  field.  Let  us  consider  seme 
of  the  drugs  commonly  used  in  the  light  of  present- 
day  knowledge  of  their  action. 

liphedrin  (1  per  cent)  in  normal  saline  in- 
terferes as  little  as  any  known  substance  with  the 
natural  function  of  the  mucous  membrane.  It  is 
excellent  to  relieve  congestion  and  to  assist  sinus 
drainage.  It  should  be  used,  without  preservatives 
of  any  kind,  in  the  form  of  drops  (one-half  inch  of 
the  solution  in  an  eye  dropper)  placed  in  each  nos- 
tril with  the  head  well  back.  It  should  not  be  used 
too  frequently,  as  some  patients  develop  an  intoler- 
ance for  this  drug.  Increased  congestion  following 
its  use  indicates  either  the  existence  of  such  an  in- 
tolerance or  of  a sinus  which  needs,  attention. 

Benzedrine  Inhalant  will  give  considerable  tem- 
porar}-  relief  but  used  too  frequently  will  produce 
bad  constitutional  reactions.  It  has,  however,  no 
effect  on  the  cilia. 

Cocaine,  in  a Weak  Solution  ( not  over  5 per  cent) 
has  no  deleterious  effect  upon  the  cilia.  In  the  ma- 
jority of  cases  its  use  by  direct  application,  alone 
or  in  combination  with  ephedrin,  is  most  effective 


in  shrinking  the  ostia.  However,  inquiry  should 
always  be  made  regarding  the  patient’s  reaction  fol- 
lowing its  use,  since  cocaine  may  cause  severe  head- 
ache and  depression  and  some  people  have  a decided 
idiosyncrasy  for  it.  Whenever  a patient  reports  head- 
ache or  malaise  following  treatment,  the  cocaine  is 
sure  to  be  the  cause.  In  all  such  cases,  a substitute, 
such  as  pantocaine  (2  per  cent)  and  ephedrin  (1  per 
cent)  should  be  used. 

Normal  Salt  Solution:  This  does  not  interfere 
with  ciliary  action  but  the  habit  of  daily  irrigation 
with  this  solution  will  in  time  produce  definite 
changes  in  the  mucous  membrane.  It  is  also  well  to 
note  that  after  nasal  operation  dry  treatment  is 
preferable  to  wet,  as  moisture  causes  edema  of  the 
new  tissue. 

Argyrol  and  Xeosilvol  used  frequently  or  over  an 
extended  period  will  produce  argyria.  Patients  often 
exhibit  the  characteristic  silvery,  dusky  skin,  black 
turbinates  and  nasopharynx,  black  streaks  down  the 
pharynx  (I  have  even  seen  the  interior  of  the  larynx 
black)  following  the  prolonged  use  of  “argyrol”. 
The  appearance  of  arg\  ria  may  possibly  be  delayed 
until  months  after  the  drug  is  discontinued  but  once 
it  appears  it  is  permanent.  Since  argyrol  has  no 
bactericidal  properties  when  used  in  a pack,  any 
beneficial  result  obtained  is  due  to  osmosis.  In  other 
words,  the  patient’s  nose  is  washed  in  its  own  secre- 
tions and  shrinkage  is  obtained  by  drawing  fluids 
out  of  the  tis.sue.  Hypertonic  saline  solution  would 


Figs.  V and  VI.— -Same  patient;  showing  how  the  ethmoids  and  frontals  cleared  after  treating  the  antra. 
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accomplish  the  same  result  without  danger  of  argyria. 

Petrolatum  does  not  interfere  with  ciliary  action 
but  it  lies  on  the  mucous  coat  and  by  its  additional 
weight  slows  the  progress  of  this  coat  toward  the 
nasopharj’nx.  This  is  true  of  any  oily  solution.  It 
has  been  shown  that  drugs  dissolved  in  oil  do  not 
penetrate  the  mucous  coat  to  reach  the  epithelium; 
phenol  and  iodin  are  so  firmly  held  in  oil  thai  they 
are  rendered  inert.  Mineral  oils  when  used  in  the 
nose  have  been  known  to  produce  lipoid  pneumonia, 
especially  in  children;  vegetable  oils  are  less  harm- 
ful. .‘Vs  a matter  of  fact,  oil  should  be  used  only  in 


Figs.  VII  and  VIII. — Same  patient;  showing  how 

chronic  crusting  conditions  where  the  cilia  are  not 
functioning. 

The  constant  use  of  any  of  the  ])opular  Sprays  for 
the  nose,  including  menthol,  eucalyptol,  camphor, 
petrolatum,  will  produce  definite  changes  through- 
out all  layers  of  the  mucosa  and  is  not  to  be  recom- 
mended. 

Chemotherapy 

Recently  chemotherapy  has  entered  the  field  of 
nasal  therapy  Imt  so  far  there  is  very  little  to  be 
found  in  the  literature  on  the  sul)ject  of  its  use  in 
sinus  infection.  My  own  experience  has  Iieen  as 
follows: 

Case  .1  .•  This  patient  had  a severe  attack  of 


sinusitis  of  one  week’s  duration;  temperature  104°; 
stiff  neck;  high  blood  count.  Following  the  admin- 
istration of  sulfanilamide,  all  symptoms  disappeared 
in  three  days’  time. 

Case  B:  Mrs.  L.  S.  had  had  infection  in  the  nose 
for  three  weeks.  X-rays  taken  May  10,  showed  the 
left  antrum  very  dense,  the  left  frontal  cloudy,  the 
left  sphenoid  questionable;  there  was  also  thickened 
membrane  in  the  right,  antrum.  On  this  date,  I 
washed  five  or  six  drams  of  thick  green  pus,  partly 
broken  down,  from  the  left  antrum.  Pus  was  also 
seen  coming  from  the  left  frontal  and  over  the  middle 


the  sphenoids  cleared  after  treatment  of  the  antra. 

turbinate.  Culture  from  the  initial  washing  showed 
])ure  streptococcus  hemolyticus.  .\ntral  irrigation  on 
the  1.1  th,  three  days  later,  showed  no  improvement. 
She  was  now  given  sulfathiazole,  grams  one,  every 
four  hours.  Within  twenty-four  hours,  there  was  no 
pus  to  be  seen  in  any  part  of  the  nose.  Two  days 
later  there  were  two  drams  of  coagulated  pus  in  the 
antral  irrigation.  The  drug  was  stopped  five  days 
later.  On  May  2,1,  ten  days  after  the  institution  of 
the  drug,  the  patient  was  symptom-free;  there  was 
no  discharge  in  any  part  of  the  nose  and  the  left 
antrum  transilluminated  very  clearly.  X-rays  taken 
May  28,  fifteen  days  after  the  drug  had  l)een  started, 
showed  no  cloudiness  and  only  a small  amount  of 
thickening  in  the  walls  of  both  antra. 
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Case  C : Mrs.  L.  This  was  a case  of  marked 
pansinusitis;  the  acute  attack  was  of  four  days’  du- 
ration. On  May  27,  tliere  was  pus  everywhere  in  the 
nose,  especially  over  bath  middle  turbinates  and  in 
the  middle  meati.  Three  drams  of  pus  were  irrigated 
from  either  antrum.  Culture  showed  streptococcus 
viridans,  staphylococcus  hemolyticus  -and  staphylo- 
coccus aurtus.  This  patient  was  put  on  sulfathiazole 
on  June  1 ; two  days  later,  there  was  practically  no 
nasal  discharge. 

Case  D:  Mrs.  P.  was  first  seen  iSIay  28,  at  which 
time  she  gave  a history  of  a “cold”  for  the  ])ast  six 
weeks.  X-rays  showed  the  right  antrum  and  eth- 
moids  very  cloudy.  Irrigation  of  the  right  antrum 
produced  three  drams  of  thick  green  pus;  there  was 
considerable  pus  in  the  middle  meatus  following 
antral  lavage.  On  June  2,  the  patient  was  ])ut  on 
sulfathiazole  grams,  one,  every  four  hours,  day  and 
night;  on  June  5,  three  days  later,  there  was  no  ])us 
in  the  nose  and  the  patient  felt  fully  recovered. 

Case  E:  Mrs.  L.  T.  when  first  seen,  March  8, 
had  had  a “cold”  for  two  weeks.  There  was  })ain 
over  the  frontals  and  soreness  over  both  antra.  Sev- 
eral drams  of  thick  pus  were  irrigated  from  both 
antra;  pus  also  is.^ued  from  both  frontals  and  the 
sphenoid  area.  X-rays  showed  a pansinusitis.  In 
this  case  the  right  antrum  was  irrigated  a total  of 
ten  times,  clearing  up  in  twelve  days ; the  left  antrum 
required  eleven  irrigations  over  a period  of  twenty- 
one  days  before  it  was  clear.  X-rays  taken  iNIay  7, 
showed  all  the  sinuses  clear.  In  this  instance  both 
antra  cleared  up  entirely  by  the  aid  of  antral  lavage 
— and  without  sulfathiazole.  However,  the  period 
between  the  first  examination  and  the  final  cure  was 
longer  than  in  those  cases  where  the  drug  was  used 
in  combination  with  irrigation. 

I have  used  chemotherapy  on  very  severe  infec- 
tions which  seemed  to  be  getting  out  of  control  and 
the  result,  as  evidenced  by  the  foregoing  examples, 
has  been  miraculous.  I,  [jerscnally,  have  not  seen 
any  flare-ups  in  the  treatment  of  sinusitis  following 
the  discontinuation  of  the  drug,  .'uch  as  frequently 
occur  in  mastoiditis.  However,  at  the  recent  Ameri- 
can Medican  Association  meeting  in  New  York  City, 
Dr.  Shambaugh  reported  two  cases  in  which  chemo- 
therap}'  was  used,  which  apparentl}-  recovered  yet 
later  develo])ed  meningitis  and  died.  To  my  mind, 
this  report  constitutes  a warning  rather  than  a contra- 
indication to  the  use  of  the  drug.  I have  also  tried 
chemotheraj)v  on  cases  of  a clironic  nature,  with 


thick  ])us  in  the  antral  washings  and  thickened  mem- 
brane in  the  sinuses;  in  these  cases  I have  had  very 
negative  results.  Apparently  the  drug  works  best  in 
sinusitis,  when  in  the  presence  of  a fulminating  in- 
fection. According  to  Dr.  Shambaugh’s  report,  it 
may  have  a masking  effect,  just  as  in  mastoiditis, 
and  will  therefore  need  careful  watching  even  after 
the  patient  is  clinically  well.  The  best  method  of 
checking  on  this  masking  effect  is  by  means  of 
X-rays.  I have  seen  patients,  clinically  recovered 
from  mastoiditis,  whose  X-rays  showed  progress  in 
bone  destruction.  It  is  safer,  in  the  presence  of  an 
undrained  focus  of  infections,  not  to  rely  too  much 
on  chemotherapy  alone. 

A general  rule  to  follow  in  the  administration  of 
the  drug  is  that  when  there  is  no  response  to  chemo- 
therapy in  seventy-two  hours  if  properly  given  some 
additional  help  must  be  obtained.  One  of  the  ap- 
parent causes  for  failure  of  chemotherapy,  in  such 
cases,  is  lack  of  development  of  antibodies  on  the 
part  of  the  host.  However,  when  indicated,  antibody 
determination  can  be  made.  The  administration  of 
the  drug  may  be  stopped  or  dela}ed  for  a few  days, 
to  allow  time  for  the  formation  of  antibodies  but  this 
will  not  be  found  as  satisfactory  as  the  use  of  sera, 
vaccines  and  immunotransfusions.  Any  one  of  the.se 
or  a combination  may  be  sufficient  to  insure  the  suc- 
cessful increase  of  antibodies  and  therefore  a better 
response  to  the  drug.  (On  this  point,  I wish  to  call 
your  attention  to  an  article  by  Champ  Lyons  which 
will  be  published  shortly.) 

Of  the  various  forms  of  the  drug  in  present  use, 
sulfanilamide  appears  to  be  specific  for  the  strepto- 
coccus hemolyticus.  Sulfa  pyridine  has  a broader 
usefulness;  it  is  efficacious  in  pneumococcic  and  in 
staphylococcic  infections  as  well  as  in  streptococcic. 
It  may  produce  toxic  symptoms  which  are  often 
severe,  sometimes  simulating  meningitis  so  closely  as 
to  be  alarming  when  it  is  used  in  the  therap}’  of  nose 
and  ear  infections.  It' should,  despite  this,  be  used 
in  true  meningitis.  Sidfathiazole,  although  it  fre- 
quently causes,  rashes,  seems  to  l^e  less  generally 
toxic;  it  has  an  excellent  effect  on  the  pneumococci, 
streptococci  and  staphylococci,  but  it  is  not  alisorbed 
into  the  spinal  fluid,  hence  should  not  be  used  in 
meningitis. 

The  introduction  of  the  sulfanilamide  directly 
into  the  sinuses  is  still  in  the  experimental  .stage. 

■Another  remedy  which  gives  j>romise  of  great  help- 
fulness is.  heparin.  Heparin  has  already  j)roved  use- 
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fill  in  cases  of  thrombophlebitis  or  thrombosis.  It 
should  be  given  in  meningitis,  preferably  after  op- 
eration, when  the  response  to  chemotherapy  is  not 
satisfactory.  When  given  prior  to  operation,  bleed- 
ing from  the  wound  may  be  severe. 

X-ray  Treatment  of  sinusitis  is  still  debatable; 
some  men  claim  e.xcellent  results  in  the  acute  stages 
of  infections. 

Diathermy  is  reported  to  cure  when  used  twice  a 
week  for  a month,  but  I have  seen  it  increase  the 
pain  in  acute  frontal  sinusitis. 

Many  other  treatments  have  been  advocated  for 
use  daily,  or  twice  weekly,  with  the  claim  that  cases 
so  treated  recover  in  a month’s  time.  One  cannot 
help  echoing  Hoople’s  question  whether  “these  treat- 
ments do  not  jirolong  the  condition  to  make  it  last 
.so  long.”'* 

In  this  paper  I have  tried  to  give  to  the  general 
practitioner  some  of  the  basic  anatomy  and  physiol- 
ogy of  the  nose  and  nasal  sinuses,  together  with  a 
brief  resume  of  present-day  therapy,  in  the  hope  that 
a better  knowledge  on  these  points  may  lessen  the 
confusion  and  misunderstanding  on  the  part  of  both 
la}Tnen  and  physicians,  in  regard  to  the  treatment  of 
the  nasal  sinuses. 
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Discussion 

Dr.  F.  H.  McGovern,  Danville:  Conservatism  in  oto- 
laryngology is  due  first  to  the  lack  of  success  in  many 
cases  undergoing  indiscriminate  sinus  surgery;  secondly 
to  increased  interest  in  consideration  of  the  fundamental 
precepts  of  nasal  physiology;  and  thirdly  to  the  attention 
paid  nasal  allergy. 

I do  not  mean  to  condemn  radical  sinus  surgery.  In 
properly  selected  cases,  it  is  conservative  to  perform 
complete  operations;  a well-performed  operative  proce- 
dure may  be  the  quick  and  safe  way  to  recov^ery. 

In  spite  of  tremendous  advances,  the  problems  of  nasal 
allergy  remain  unsolved;  few  cases  indeed  are  cured  by 
allergic  methods  alone. 


I can  only  add  to  Dr.  Bowers’  discussion  of  Sinus 
Therapy  the  success  we  have  found  in  the  postural  in- 
stillations of  isotonic  aqueous  solutions  using  the  dis- 
placement principle  of  Proetz  and  the  lateral  “head 
low’’  position  of  Parkinson.  Despite  contrary  opinion, 
the  Dowling  argyrol  pack  continues  to  bring  considerable 
comfort  and  relief  in  certain  phases  of  purulent  nasal 
and  sinus  infections.  Infrared  radiations,  especially  in 
acute  frontal  sinusitis,  and  foreign  protein  injections  have 
a place  in  the  therapeutic  armamentarium. 

The  otolaryngologist  can  certainly  relearn  from  the 
general  practitioner  constitutional  treatment  of  the  acute 
sinus  infection — rest,  elimination,  heat,  and  diet — and 
reserve  the  specialized  methods  for  the  unresolved  in- 
fections. In  chronic  infections  the  otolaryngologist  should 
also  think  in  terms  of  general  body  function,  with  par- 
ticular reference  to  dietary  and  endocrine  abnormalities; 
the  help  of  the  internist  in  this  respect  is  exceedingly 
valuable. 

I can  agree  whole-heartedly  in  the  statement  that  the 
antrum  is  the  keystone  of  sinus  therapy,  but  disagree  in 
the  statement  that  chronic  ethmoid  infection  is  largely 
allergic. 

The  indiscriminate  use  of  argyrol  drops  and  nasal 
irrigations  is  both  unsafe  and  unphysiological.  It  is  to 
be  remembered  that  a cold  that  does  not  get  well  in  a 
reasonable  length  of  time  is  a sinus  infection,  and  chronic 
sinus  infection  is  the  result  of  inadequate  and  improper 
care  of  the  acute  infection.  The  patient  with  frequent 
colds  of  short  duration  is  very  often  allergic. 

Dr.  Wm.  F.  Beckner,  Huntington:  I am  appreciative 
of  the  privilege  of  discussing  Dr.  Bowers’  paper.  I have 
nothing  to  add  but  would  like  to  stress  a few  points. 

In  diagnosis  the  first  and  most  important  step  is  a 
thorough,  carefully  taken  history  and  in  this  connection 
I would  like  to  mention  that  many  cases  consult  us  com- 
plaining of  sinus  disease,  whose  real  disability  is  mal- 
adjustment to  the  cares  and  responsibilities  of  life.  As 
Dr.  Alvarez  emphasized,  we  must  treat  individuals  as 
well  as  diseases.  After  the  diagnosis  of  sinus  disease 
is  established,  the  patient  should  be  warned  about  the 
probability  of  infecting  the  rest  of  the  household. 
This  is  especially  important  in  the  case  of  the  woman 
with  several  children.  In  the  past  I have  seen  many 
cases  treated  in  which  proper  attention  had  not  been 
given  to  the  actual  pathology  present,  the  body’s  defense 
mechanism,  and  the  patient’s  emotional  constitution.  It 
is  also  important  if  we  are  to  get  the  best  results  from 
modern  chemotherapy,  that  we  make  cultures  from  the 
nose.  Many  cases  of  so-called  sinus  disease  are  really 
manifestations  of  allergy. 

Since  nasal  sinus  infection  is  nearly  always  secondary 
to  an  acute  cold,  the  proper  place  to  begin  the  attack 
is  against  the  cold.  Instruct  your  patient  that  a cold 
is  a potential  sinus  infection,  and  make  him  realize  that 
an  individual  with  a cold  is  sick  and  should  be  in  bed. 
If  patients  would  follow  this  advice,  the  incidence  of 
nasal  sinus  infection  could  be  materially  reduced.  The 
red  hot  nose  should  be  treated  with  respect  and  handled 
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gently.  To  facilitate  ventilation  and  drainage,  I like 
to  use  54  of  1 per  cent  ephedrine  occasionally  combined 
with  or  54  per  cent  of  cocaine  and  normal  saline, 
gently  instilled  into  the  nostril,  at  slightly  above  body 
temperature. 

Instruct  the  patient  how  to  blow  the  nose.  Have  him 
take  his  handkerchief  and  hold  it  not  up  against  the 
nostril — you  show  him  how.  How  many  people  grab 
the  end  of  the  nostril  and  blow  and  force  infection  over 
into  the  sinuses.  Have  the  nostrils  free.  If  they  must 
touch  the  nose,  touch  one  nostril  at  a time  and  blow 
gently.  Instruct  them  never  to  blow  the  nose  if  they 
find  the  nostril  is  blocked.  A great  many  cases  of  nasal 
sinus  disease  occur  because  of  this  method  of  grabbing 
the  end  of  the  nose  and  blowing  it  and  forcing  the 
infection  back  into  the  sinuses. 


Keep  the  room  warm  and  at  an  even  temperature, 
and  the  air  moist.  Do  not  purge  the  patient,  but  see  that 
elimination  is  adequate.  Give  sedatives  as  needed. 

X-ray  is  in  the  experimental  stage  in  the  treatment  of 
sinuses  and  should  not  be  used  by  the  amateur,  but  only 
by  a trained  roentgenologist  working  with  the  rhinologist, 
and  then  only  when  the  pathology  has  been  carefully 
studied. 

Dr.  Wesley  C.  Bowers,  closing:  Somebody  has  asked 
me  to  mention  the  use  of  argyrol  packs.  I am  afraid 
I cannot  say  very  much  in  favor  of  argyrol.  I see  so 
much  argyria  that  I want  to  emphasize  the  danger  of  it. 
Personally,  I prefer  to  shrink  the  nose  with  a mild  solu- 
tion of  cocaine  in  the  middle  meatus. 

I hav'e  enjoyed  appearing  before  you  and  wish  to  thank 
Dr.  McGovern  and  Dr.  Beckner  for  their  discussions. 


DEGENERATIVE  NEUROPSYCHIATRIC  CONDITIONS  DUE  TO 

THE  AGEING  PROCESS.- 


R.aymond  S.  Crispell,  M.D., 

Duke  Hospital, 

Durham,  North  Carolina. 


It  is  proposed  herewith  to  deal  I^riefly  and  in  gen- 
eral with  some  of  the  problems  associated  with  the 
degenerative  neuropsvchiatric  conditions  due  to  the 
ageing  process.  I'ntil  recently  there  has  been  a great 
neglect  of  the  problems  of  ageing,  but  at  present  they 
are  a subject  of  growing  interest  and  concern.  The 
problems  are  primarily  biological,  but  practically 
they  are  met  and  must  be  solved  especially  in  medi- 
cine, in  neuropsychiatry  and  in  psychology.  The 
problems  raised  by  the  ageing  process  even  have  great 
social  and  political  implications  and  importance.  In 
order  to  adequately  and  intelligently  understand  and 
deal  with  the  problems  of  the  ageing  process,  their 
broad  biological  and  social  backgrounds  must  be 
sketched. 

It  is  popularly  assumed  that  there  is  some  sort  of 
a change  in  a person  around  the  age  of  forty — some 
diminution  of  se.xual  and  generative  capacities,  some 
lessening  of  physical  and  mental  vigor.  These  popu- 
lar impressions  and  assumptions  are  vague  and  ill- 
defined.  They  are  as  apt  to  be  as  partially  erroneous 
as  they  are  to  be  partially  correct.  Only  recently  has 
there  been  any  organized  and  scientific  attack  on  the 
biological  and  medical  problems  associated  with  the 
ageing  process,  and  also  the  socio-economic  and 
political  problems  entailed.  Circumstances  and 
events  have  forced  upon  us  tlie  realization  that  these 

*Presented  before  the  University  of  Virginia  Medical 
Society,  April  1,  19+0. 


problems  are  very  numerous  and  verv  important  and 
that  they  need  scientific  elucidation  and  clarification. 

In  a discussion  of  ageing  there  is  a great  confusion 
as  to  the  classification  of  grouping  of  people  accord- 
ing to  age  and  as  to  the  terms  applied.  It  is  simple 
to  group  people  chronologically  as  to  year  or  decade. 
But  there  are  such  differences  in  people,  such  in- 
dividual variations,  such  a lack  of  coincidence  of 
chronological  age  and  physical  and  mental  state,  that 
it  is  necessary  for  biological  and  medical  purposes 
and  studies  to  find  some  other  groupings,  such  as  to 
period  of  life  or  as  to  physiological  epochs.  Even 
though  transitional  stages  and  individual  differences 
prevent  precision,  it  is  helpful  and  practical  to  group 
people  according  to  such  periods  of  life  as  infancy, 
childhood,  adolescence,  maturity  and  senescence.  But 
there  is  a great  lack  of  agreement,  especially  as  to 
maturity  and  senescence.  When  does  maturity  (or 
middle  age)  begin  and  end?  When  does  ageing  be- 
gin and  when  is  a person  aged? 

Perhaps  some  biological  considerations  will  help 
us.  Physical  maturity  begins  when  growth  ceases, 
sometime  in  the  early  twenties  or  in  the  third  decade 
of  life.  The  most  accurate  and  scientific  detennina- 
tion  of  this  is  by  the  X-ray  findings  of  the  final 
joining  of  all  the  epiphyses  with  all  the  diaphyses 
of  the  bones  in  the  so-called  “osseous  age”  of  the 
individual.  This  occurs  around  the  age  of  twent}'- 
five,  and  may  figurately  l)e  referred  to  as  the  crest  of 
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physical  life,  with  a preceding  building-up  or  ana- 
bolic side  and  a succeeding  decline  or  catabolic  side. 

Physical  and  mental  growth  and  development  and 
physical  and  mental  involution  and  deterioration  are 
as.sociated,  but  do  not  run  exactly  parallel.  The  mind 
comes  to  maturity  around  the  age  of  sixteen.  The 
organization  of  the  mind  under  the  influence  of  ex- 
perience can  continue  so  long  after  physical  decline 
that  to  all  intents  and  purposes  it  is  possible  to  say 
that  the  mind  continues  to  mature  and  to  grow  and  to 
develop  long  after  physical  decline  starts. 

Returning  to  the  physical,  there  are  biological  evi- 
dences that  when  jihysical  growth  stops,  physical  de- 
cline or  decay  begins.  However,  this  is  so  impercep- 
tible for  some  time  and  accompanied  by  so  much 
rejilacement  and  maintenance  that  it  is  not  noticed. 
For  a period  of  some  years  most  people  are  in  a state 
of  physical  maturity  unassociated  by  themselves  or 
by  others  with  any  thought  of  decline  or  decay  or  de- 
terioration. 

But  around  the  age  of  forty  it  becomes  apparent  to 
a person  and/or  to  others  that  he  cannot  do  as  much 
as  he  could  formerly,  that  he  cannot  undertake  or 
sustain  or  execute  as  much  physical  or  mental  work 
or  activities  as  formerly. 

.■\lthough  there  are  exceptions  and  great  individual 
differences,  medicall}'  we  have  come  to  consider  those 
persons  as  old  or  aged  or,  more  technically,  senile, 
who  are  around  sixty-five  years  of  age  or  older.  To 
call  all  mature  people  in  the  forty-year  or  so  period 
between  the  ages  of  twenty-five  and  sixty-five  years  as 
middle-aged  is  too  vague  for  our  purposes,  and  even 
to  divide  this  into  early  and  late  middle  age  is  not 
exact  or  workable  enough  for  us. 

^^'e  must  have  a term  for  the  period  from  around 
the  age  of  forty  to  around  the  age  of  sixty-five.  In 
some  ways  we  are  justified  in  using  the  term  “in- 
volutional” although  this  term  involves  certain  mean- 
ings that  may  cause  confusion.  In  neuropsychiatric 
literature  the  term  “pre-senile”  sometimes  refers  to 
the  age  grouping  from  around  fifty  to  around  sixty- 
five,  but  often  enough  it  refers  to  ages  between  from 
around  forty  to  around  si.xty-five  that  this  term  will 
be  used  hereafter  in  this  connection.  The  term  “age- 
ing” will  also  be  used  in  reference  to  the  forty  to 
sixty-five-year-old  age  group  synonymously  with  jire- 
senile.  The  terms  “aged”  or  “senile”  will  be  used  to 
refer  to  those  over  the  age  of  sixty-five. 


Population  Structure  .\s  to  Age 

At  the  present  time  we  are  faced  with  population 
problems  that  have  never  occurred  before.  We  not 
only  encounter  a vast  increase  in  population,  but  also 
new  and  disturbing  age  groupings  of  the  population. 

At  present  in  this  country  about  one-third  of  the 
{lopulation  is  over  forty  years  of  age,  with  a distinct 
trend  of  the  population  to  have  an  increasing  pro- 
portion of  people  in  the  older  age  groups.  At  the 
present  rate,  by  1980  there  will  be  double  the  present 
number  of  people  who  are  over  sixty-five  years  of 
age,  and  the  prospects  are  that  nearly  one-half  of  the 
population  will  be  over  forty  and  one-third  over  fifty 
years  of  age.  This  means  more  older  people  and, 
actually  and  proportionately,  fewer  younger  jieople. 
This  tends  toward  a stabilized  society,  the  establish- 
ment of  which  can  be  looked  forward  to  in  a few 
decades  if  the  present  trends  keep  up.  This  holds 
vast  social  and  economic  and  political  implications 
and  reverberations,  as  well  as  medical  ones. 

Education  is  affected.  There  will  be  fewer  chil- 
dren to  educate.  (This  has  already  become  apparent 
in  the  primary  grades  in  some  school  systems.)  In- 
dustry is  concerned.  Hitherto  American  industry  has 
been  more  or  less  against  the  employment  of  a man 
over  forty.  From  now  on,  because  of  social  pressure, 
it  may  be  more  forced  to  do  so.  Incidentally,  it  is 
hoped  that  a scientific  study  of  the  problems  of  age- 
ing from  every  angle  will  clarify  the  place  of  the 
ageing  and  the  aged  in  society  in  general  and  in  in- 
dustry in  particular,  thereby  correcting  some  present 
misapprehensions  and  injustices.  The  movements  for 
old  age  relief  and  security  reflect  political  repercus- 
sions of  the  problems  of  the  ageing. 

Medicine  has  a double  obligation  and  stake  in  the 
problems  of  ageing.  It  is  called  upon  to  clarify  and 
to  elucidate  the  problems  and  to  throw  some  scien- 
tific light  upon  them.  It  has  the  obligation  and  duty 
of  caring  for  the  ageing  and  aged  individually  and 
of  helping  to  provide  the  plans  and  methods  of  doing 
so  collectively.  There  is  a great  practical  aspect  to 
the  problems  for  the  medical  man.  Because  of  the 
increased  morbidity  and  mortality  after  the  age  of 
forty,  many,  and  sometimes  the  majority,  of  a physi- 
cian’s patients  are  over  this  age.  Hitherto  medicine 
has  made  no  serious  effort  to  study  and  to  treat  the 
problems  peculiar  to  ageing  and  to  the  aged. 

Studies  and  investigations  in  biology  and  in  medi- 
cine and  in  all  their  branches  are  urgently  indicated 
to  find  the  solutions  and  the  jiractical  applications 
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that  are  needed.  At  the  same  time,  these  studies 
promise  to  fully  repay  biology  and  medicine  for  all 
the  time  and  effort  placed  upon  them.  They  will  add 
to  our  theoretical  and  practical  knowledge. 

A great  store  of  biological  information  has  been 
gained  by  a study  of  growth  and  development.  It  is 
reasonable  to  presume  that  about  as  much  can  be 
learned  from  a study  of  decline  and  involution.  A 
great  deal  of  psychological  knowledge  has  been 
gained  from  studies  of  the  growth  and  development 
of  the  mind.  There  are  indications  that  just  as  much 
can  be  learned  from  the  study  of  the  decline  and  the 
deterioration  of  the  mind  that  go  along  with  the  age- 
ing process.  This  is  practically  an  ignored  and  un- 
touched field  of  psychological  investigation. 

Span  of  Life  and  Average  Length  of  Life 

There  is  a human  desire  to  live  a long  time  and  to 
avoid  much  thought  about  involution  and  senescence 
and  final  dissolution. 

Human  beings  should  not  be  so  resentful  about 
their  span  of  life;  in  fact,  they  may  regard  them- 
selves as  fortunate  in  comparison  with  the  other  ani- 
mals. Relatively,  humans  have  a great  span  of  life. 
Man  is  one  of  the  very  few  mammals,  in  fact,  one 
of  the  very  few  animals,  that  live  beyond  fifty  years 
of  age.  The  only  other  mammals  known  to  exceed 
fifty  years  of  age  are  the  Asiatic  elephant  and  the 
horse — and  the  latter  very  rarely  does  so.  It  is  said 
that  with  few  exceptions  among  mammals,  birds, 
reptiles,  and  perhaps  fishes,  fifty  years  is  probably 
the  limit  of  vertebrate  life,  and  the  span  of  life  of 
most  all  vertebrates  is  much  less  than  this. 

Very  few  primitive  people,  past  or  present,  lived 
beyond  fifty  years.  Up  until  this  century  even  a 
civilized  man  could  scarcely  e.xpect  to  live  beyond 
fifty  since  so  few  did  so. 

.A.S  is  well  known,  we  have  increased  the  expectancy 
of  life  so  that  a baby  born  these  days  can  expect  to 
live  to  be  about  si.xty  years  old.  In  the  popular  mind 
and  in  popular  usage  there  is  a great  confusion  be- 
tw'een  the  terms  “life  span”  and  “life  expectancy”  or 
the  mean  average  length  of  life,  although  these  are 
two  altogether  different  things. 

.According  to  Dublin,  the  “life  span”  properly 
conceived  is  the  limit  beyond  which  human  life  does 
not  extend  even  in  the  most  favorable  circumstances, 
and  this,  again  according  to  Dublin,  is  about  one 
hundred  years,  although  exceptionally  a very  few 
people  can  live  a few  years  (five  or  ten)  beyond  one 


hundred.  The  tales  of  those  living  much  beyond  this 
are  unauthenticated. 

Further,  according  to  Dublin  in  summary  of  his 
e.xcellent  chapter  on  “Longevity  in  Retrospect  and 
Prospect”  in  the  book  Problems  of  Ageing  (edited 
by  E.  V.  Cowdry)  ; 

“By  some  inexorable  law,  still  to  be  discovered  and 
clarified,  nature  has  allotted  to  man  a life  span  of 
about  one  hundred  years.  But  very  few  lives  com- 
plete this  span.  Some  are  so  malformed  at  the  be- 
ginning of  their  existence  that  they  cannot  continue 
to  live;  others  inherit  limitations  on  account  of  con- 
stitutional weaknesses.  The  great  majority  of  newly 
created  lives,  which  are  prepared  to  live  through  an 
existence  that  terminates  only  by  physical  degenera- 
tion, are  constantly  exposed  to  adverse  influences  in 
their  environment  that  threaten  either  to  destroy 
their  existence  or  to  accelerate  the  degenerative  proc- 
esses. It  is  within  the  powers  of  man,  with  his  natu- 
ral gift  for  controlling  the  forces  of  his  environment, 
to  mitigate  or  remove  these  adverse  influences.  The 
individual  may  accomplish  much  for  himself  in  this 
direction  by  accommodating  his  routine  so  as  to 
follow  sound  rules  of  personal  hygiene  and  by  show- 
ing an  intelligent  interest  in  current  public  health 
activities.  Acting  collectively  with  his  fellow-men 
either  through  governmental  or  private  bodies,  he  has 
at  his  disposal  vast  resources  that  may  be  used  to 
meet  and  overcome  difficulties  affecting  the  public 
health.  By  such  individual  and  collective  efforts,  it 
should  be  possible  to  extend  the  average  length  of 
life  to  a minimum  of  about  seventy-five  years.” 

Following  forty  the  death  rate  rises  steadily;  and 
following  fifty,  abruptly.  By  forty  about  one-fifth  or 
20  per  cent  of  all  the  people  born  in  the  same  year 
are  dead;  by  fifty  about  one-fourth  or  25  per  cent; 
by  si.xty  two-fifths  or  40  per  cent;  by  seventy  three- 
fifths  or  60  per  cent.  The  other  40  per  cent  die  some- 
time between  seventy  and  one  hundred  (or  one  hun- 
dred and  five  or  one  hundred  and  ten),  the  great  ma- 
jority much  before  these  latter  figures.  Whereas  only 
20  per  cent  die  before  forty,  at  our  present  rates  about 
30  per  cent  will  die  in  the  twenty-five  year  period 
between  forty  and  sixty-five,  and  at  sixty-five  one- 
half  of  the  people  born  in  the  same  year  will  be  dead. 

.Aside  from  the  predominance  of  the  congenital 
conditions  as  a cause  of  death  in  infancy  and  child- 
hood (or  at  least  before  the  age  of  twenty),  deaths  at 
ages  under  forty  are  largely  of  infectious  or  acci- 
dental origin.  Beginning  with  the  age  of  forty,  how- 
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ever,  degenerative  diseases  on  the  basis  of  the  ageing 
process  assume  rapidly  increasing  importance. 

Not  only  do  mortality  but  also  morbidity  rates 
rise  steadily  after  forty  and  abruptly  after  fifty,  re- 
flecting the  tendency  to  break  down  and  to  be  dis- 
eased. It  is  interesting  that  in  human  beings  the 
vascular  system  and  the  nervous  system  are,  as  a 
rule,  the  parts  of  the  body  most  frequently  affected 
and  the  earliest  to  suffer  from  the  ageing  [process. 

The  most  frequent  morbidity  is  principally  in  such 
degenerative  conditions  as  chronic  diseases  of  tlie 
heart,  chronic  nephritis,  diseases  of  the  arteries,  es- 
pecially the  coronary,  and  cerebral  vascular  acci- 
dents and  certain  other  related  paralysis-producing 
conditions.  These  are  sometimes  grouped  for  statis- 
tical purposes  as  cardio-vascular-renal  diseases  al- 
though it  should  be  noted  that  the  two  latter  condi- 
tions particularly  are  clinically  considered  neuro- 
psychiatric  ones. 

Great  individual  variations  vitiate  our  statistics, 
make  generalizations  hazardous,  and  probably  ac- 
count in  part  for  our  present  lack  of  knowledge  of 
the  principles  of  the  degenerations  on  the  basis  of  the 
ageing  process. 

In  exceptional  cases,  and  rather  freakishly,  de- 
generative changes  and  conditions  similar  to  those 
associated  with  ageing  are  found  in  the  thirties  and 
even  in  the  twenties  (in  the  third  and  fourth  dec- 
ades). Sometimes  the  degenerations  are  as  advanced, 
or  even  more  advanced,  in  some  individuals  in  the 
forties  as  they  are  in  others  who  are  in  the  eighties, 
accounting  for  even  the  lay  observation  that  some 
persons  seem  to  be  as  old  at  forty  as  others  are  at 
eighty.  In  other  words,  ageing  and  senescence  can 
be  spread  over  a period  of  more  than  sixty  years.  No 
other  period  of  life  is  so  variable. 

The  causes  of  these  great  individual  variations  as 
to  ageing  are  not  scientifically  known  although  it  is 
desirable  and  important  to  determine  them.  It  is 
presumed  at  present  that  a healthy  long  life  is  pre- 
dominantly due  to  good  heredity,  plus  previous  good 
hygiene  and  previous  favorable  environment. 

Sometimes  we  observ’e  individuals  who  go  health- 
ily, vigorously  and  actively  through  the  pre-senile 
period  of  forty  to  sixty-five,  showing  little  or  none 
of  the  vascular  and  other  degenerative  signs  asso- 
ciated with  ageing  that  cause  such  a morbidity  and 
mortality  in  this  period ; and  these  individuals  can 
go  far  beyond  the  sixty-five  years  ordinarily  con- 
sidered “old  age,”  showing  no  local  involvement  of 


organs  or  systems  and,  finally,  at  a ripe  old  age 
breaking  down  or  atrophying  as  a whole,  dying  of 
senility  or  what  has  been  spoken  of  as  “a  major  in- 
volution of  the  organism  as  a whole”. 

As  physicians,  we  shall  never  be  able  to  increase 
the  number  of  such  people  until  we  understand  the 
factors  involved.  At  present  we  must  honestly  admit 
that  we  do  not  scientifically  understand  them.  At 
present  all  we  can  say  is  that  these  people  seem  to 
l)e  “biological  aristocrats”.  We  cannot  say  by  what 
means  they  were  endowed  with  this  aristocracy  al- 
though it  is  suspected,  and  further  researches  in 
genetics  may  establish  the  fact,  that  these  people  were 
endowed  at  conception  with  good  genes  and  that  the 
popular  dictum  that  to  insure  a good  and  long  life 
one  must  carefully  pick  one’s  ancestors  may  be  true. 

At  present  the  only  way  that  a neuropsychiatrist 
can  explain  the  relative  mental  and  nervous  stability 
of  some  people  and  the  relative  instability  of  others 
in  advancing  age  is  by  postulating  a relative  mental 
and  nervous  (specifically,  a cerebral)  durability  in 
some  people  and  an  instability  (or,  specifically,  a 
cerebral  vulnerability)  in  others. 

Is  .A.GEING  Mainly  Physiological  (or  Normal) 
OR  Pathological  (or  Abnormal)  ? 

Two  conflicting  views  are  held  at  present  as  to  the 
cause  and  nature  of  the  ageing  process  in  man.  Un- 
fortunately, the  whole  subject  continues  to  be  a mat- 
ter more  of  opinions  and  speculations  than  of  sci- 
entific investigations  and  the  accumulation  of  facts. 
Quoting  Lawrence  K.  Frank,  of  the  Josiah  Macy, 
Jr.,  Foundation,  which  has  sponsored  studies  in  the 
subject  and  the  book  Problems  of  Ageing,  edited 
by  E.  V.  Cowdry: 

“One  view  considers  ageing  as  an  involuntary 
process  which  operates  cumulatively  with  the  pas- 
sage of  time  and  which  is  revealed  in  different  organ 
systems  as  inevitable  modifications  of  cells,  tissues 
and  fluids;  the  other  view  interprets  the  changes 
found  in  aged  organs  as  due  to  infections,  toxins, 
traumas  and  nutritional  disturbances  or  inadequacies 
which  have  forced  cells,  tissues  and  fluids  to  respond 
with  degenerative  changes  and  impairment.  The  is- 
sue becomes  sharply  focused  upon  the  possibility  of 
distinguishing  between  the  cumulative  but  physio- 
logical involutions  that  inevital)ly  take  place  in  all 
individuals  as  they  grow  older,  and  ])athological 
changes  that  occur  in  ageing  individuals  as  the  re- 
sult of  adverse  environmental  conditions.  ...  In  the 
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problems  of  the  ageing  process  we  are  faced  repeat- 
edly wdth  the  crucial  issue  of  how  to  distinguish  be- 
tween normal  senescence  and  the  pathology  of  old 
age.” 

Stating  the  problem  more  simply,  is  ageing  mainly 
physiological  (or  normal)  or  pathological  (or  ab- 
normal) ? The  question  is  not  merely  an  academic 
one,  for  upon  the  answer  hinges  our  determination 
as  to  what  extent  ageing  can  be  prevented  or  post- 
poned and  to  what  extent  after  it  has  been  started 
can  it  be  reversed. 

LajTnen  and  casual  thinkers  aliout  the  subject  are 
apt  (perhaps  resorting  to  wishful  thinking)  to  take 
the  view  that  ageing  is  pathological — that  it  can  be 
prevented  or  postponed.  Even  theorists  can  take  ad- 
vantage of  our  lack  of  scientific  knowledge  and  exact 
data  about  the  subject  and  argue  in  favor  of  this 
point  of  view.  Clinicians  from  their  practical  exper- 
ience are  apt  to  agree  with  Lewellys  F.  Barker,  who, 
as  their  spokesman,  states: 

“Ageing  must,  I believe,  be  considered  to  be  as 
physiological  as  is  growth  at  earlier  periods,  the 
tendencies  both  to  growth  and  to  ageing  processes 
being  inherent  in  the  qualities  of  the  germ  plasm  in- 
herited.” 

The  Neuropsychiatrist’s  Interest  and  Concern 

IN  THE  Problems  of  the  Ageing  Process — 
Neurologic 

The  neuropsychiatrists  are  very  much  interested 
and  concerned  in  the  problems  of  the  ageing  process. 
Involvements  of  the  brain  and  neurologic  and  psy- 
chiatric manifestations  occur  early  and  frequently  in 
the  ageing  process.  In  spite  of  the  fact  that  some- 
thing, perhaps  it  can  be  said  a great  deal,  is  known 
about  the  pathology  and  the  clinical  problerns  con- 
cerned, not  enough  is  known  to  answer  with  any 
finality  some  of  the  most  vital  and  pressing  questions 
that  are  raised. 

As  MacDonald  Critchley  points  out  in  his  chapter 
on  the  “Ageing  of  the  Nervous  System”  in  the  book 
on  The  Problems  of  Ageing,  despite  the  volume  of 
work,  the  pathogenicity  of  old  age  remains  a subject 
of  controversy.  Even  in  regard  to  the  brain  we  find 
some  authorities  advancing  the  point  of  view  that 
ageing  of  the  brain  is  an  inevitable  and  esentially 
physiological  process,  and,  contrastingly,  others  (in- 
cluding the  great  late  neurologist  Tilney)  maintain 
the  theory  that  old  age  in  the  brain,  as  in  other  or- 
gans, is  the  result  of  life’s  successive  and  cumulative 


intoxications.  According  to  this  viewq  old  age  has  a 
pathological  background.  It  arises  from  definite  con- 
ditions which  may  be  combated  or  corrected. 

The  neurologist  is  intrigued  with  the  question  of 
the  relationship  betw'een  nervous  involution  and  ar- 
teriosclerosis and  other  vascular  changes.  He  postu- 
lates the  question,  “Can  it  be  that  all  senile  proc- 
esses, clinical  as  w’ell  as  pathological,  are  ultimately 
caused  by  vascular  insufficiency,  wdiether  from  capil- 
lary fibrosis  or  from  sclerosis  of  the  larger  vessels?” 
This  is  incorporated  in  the  popular  dictum  that  “a 
man  is  as  old  as  his  arteries.” 

Quoting  Critchley:  “On  the  other  hand,  we  have 
the  possibility  that  the  connection  is  coincidental 
rather  than  causal.”  In  support  of  this  he  mentions 
the  fact  that  senility  and  arteriosclerosis  may  both 
occur  prematurely,  in  which  case  they  usually  mani- 
fest themselves  in  more  or  less  pure  form.  He  states 
that  there  are  no  clinical  signs  which  could  strictly 
be  considered  as  “senile”  present  in  cases  of  hyper- 
tension with  or  without  sclerotic  vascular  changes  in 
younger  people.  It  seems  very  odd  that  he  states 
that  it  is  not  yet  known  for  certain  pathologically 
whether  or  not  the  brains  in  such  cases  exhibit  the 
pathologically  characteristic  marks  of  senility.  It 
seems  that  this  could  be  easily  established  by  study- 
ing neuropathologically  the  brains  of  younger  people 
dying  of  malignant  hypertension,  and  it  is  a wonder 
that  this  has  not  been  done  before.  If  it  has  not,  this 
should  be  a good  early  and  comparatively  simple 
problem  to  attack  among  all  the  problems  of  ageing. 

Critchley  continues: 

“It  may  be  argued,  too,  that  hyperpiesis  (hyper- 
tension) (and  to  a lesser  extent,  arteriosclerosis)  is 
a pre-senile  rather  than  a senile  affection.  Both  being 
progressive  in  nature,  they  are  unlikely  to  be  com- 
patible with  an  extreme  old  age.  In  this  way  it  can 
be  argued  that  the  very  aged,  by  reason  of  their  sur- 
vival, must  be  singularly  immune  from  severe  cere- 
brovascular changes.  This  idea  is  perhaps  supported 
somewhat  by  the  common  observation  of  a relatively 
low  blood  pressure  in  extremely  old  subjects.” 

Critchley  quickly  extricates  himself  from  too  much 
theorizing  by  observing,  “Obviously,  however,  the 
di.scussion  is  more  of  academic  than  practical  im- 
jiortance  by  reason  of  the  common  association  of 
advancing  years  and  cerebral  arteriosclerosis.” 

Localized  and  premature  involutions  or  degenera- 
tions within  the  nervous  system,  confined  chiefly  to 
certain  anatomo-physiological  systems,  are  often  en- 
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countered  and  may  be  included  among  the  problems 
of  ageing  and  may  shed  some  light  upon  them. 
Among  the  examples  of  these  are  delayed  cerebellar 
atrophy.  Pick’s  disease  and  paralysis  agitans.  The 
neuronic  disturbances  and  losses  in  these  conditions 
suggest  the  similar,  though  the  more  diffuse,  ones 
found  in  senile  brains.  “The  similarity  is  striking 
enough  to  make  it  tempting  to  regard  these  affections 
as  localized  expressions  of  neuronic  ageing.” 

Neurologists  encounter  degenerations  of  tracts  and 
systems  within  the  ner^-ous  system  in  young  people. 
The  conditions  are  considered  related  to  congenital 
conditions,  latent  at  birth,  becoming  manifest  later 
and  constituting  examples  of  a premature  ageing  or 
death  (or,  better  still,  of  a “giving  out”)  of  a part 
long  before  the  decline  of  other  parts  of  the  nervous 
system  and  body.  Sometimes  they  are  called  “abio- 
trophies,” and  some  of  these  conditions  are  known  to 
be  hereditary.  An  example  would  be  the  hereditary 
ataxias,  including  Friedreich’s  ataxia,  heredodegen- 
erations. 

Paralysis  agitans  . is  a frequent  neurologic  condi- 
tion concerning  which  we  know  a great  deal,  espe- 
cially clinically  and  pathologically.  At  the  same 
time,  its  essential  nature  and  cause  have  not  been 
established.  There  are  indications  that  in  at  least 
some  of  the  cases  heredity  plays  some  part.  At  the 
same  time,  paralysis  agitans  seems  definitely  asso- 
ciated with  the  ageing  process.  Perhaps  later  studies, 
especially  genetic  studies,  will  show  that  paralysis 
agitans  and  certain  other  pre-senile  neuropsychiatric 
conditions  often  represent  late  heredodegenerations, 
thereby  linking  up  some  of  the  problems  in  ageing 
and  some  of  the  pre-senile  conditions  with  heredity 
and  with  the  earlier  heredodegenerations  concerning 
which  we  are  accumulating  increasing  knowledge. 

Critchley  concludes  in  a compromise: 

“Clinical  and  pathological  study  of  the  nervous 
system  in  senility  suggests  that  ageing  is  not  entirely 
a simple  physiological  process  nor  yet  an  exclusively 
pathological  state.  It  is  to  be  inferred  that  both  fea- 
tures are  operative  though  their  relationship  cannot 
as  yet  be  determined.  The  pre-senile  psychoses  and 
their  phenomena  of  precocious  and  premature  senil- 
ity offer  suggestive  avenues  for  research  in  this  con- 
nection.” 

The  Nevropsychiatrist’s  Interest  and  Concern 

IN  THE  Problems  of  Ageing — Psychiatric 

Among  the  numerous  problems  of  ageing  the  neuro- 
psychiatrist encounters  many  more  showing  mental 


or  psychiatric  manifestations  than  nervous  or  neu- 
rologic. 

These  mental  manifestations  may  occur  in  re- 
action to  the  realization  of  the  person  that  he  is  age- 
ing, in  which  case  we  might  consider  them  primarily 
psychogenic,  or  they  may  be  due  directly  to  the  effects 
of  ageing,  in  which  case  they  would  be  considered 
primarily  physiogenic.  Perhaps  often  the  mental 
manifestations  are  due  to  a combination  of  these  two 
factors. 

It  is  the  task  of  the  neuropsychiatrist  in  many 
cases  to  evaluate  these  factors,  and  the  task  is  ren- 
dered more  difficult  because  so  often  in  the  beginning 
there  are  few,  if  any,  objective  signs  upon  testing  for 
the  organic  involvement.  So  often  in  psychosomatic 
disease  psychic  phenomena  give  us  the  earlier,  more 
subtle,  finer  clinical  signs,  appearing  before  the  ob- 
jective phenomena  which  give  us  the  coarser,  but  the 
more  unequivocal,  data. 

Alongside  the  difficult  broad  biological  question  of 
how  much  of  ageing  is  physiological  and  how  much 
pathological,  the  neuropsychiatrist  poses  the  equally, 
if  not  more,  difficult  question  as  to  how  much  the 
mental  manifestations  of  ageing  are  psychologically 
determined  and  how  much  physically  determined. 

Stating  the  question  popularly,  “Is  a man  as  old 
as  he  thinks  he  is,  or  is  he  as  old  as  his  arteries?” 

Psychiatry  has  given  little  concerted  thought  and 
has  made  little  attempt  to  segregate  the  problems  that 
it  has  encountered  which  occur  on  the  basis  of  the 
ageing  process.  This  stands  out  in  spite  of  the  fact 
that  from  one-fifth  to  one-third  of  all  the  first  ad- 
missions to  psychiatric  institutions  are  diagnosed  as 
senile  psychoses,  psychoses  with  cerebral  arterio- 
sclerosis or  involutional  psychoses,  conditions  all 
associated  with  the  ageing  process. 

The  Data  and  Argument  of  D.a.yton 

.\s  an  example  of  the  argument  in  favor  of  the 
frequency  and  importance  of  the  psychiatric  condi- 
tions on  the  basis  of  ageing  and,  further,  of  the 
physiogenic  rather  than  the  psychogenic  basis  of  these 
conditions,  attention  is  drawn  to  an  extraordinary 
book  which  has  just  appeared  this  year  by  Dr.  Neil 
A.  Dayton,  Director  of  the  Division  of  Statistics  of 
the  Massachusetts  State  Department  of  Mental  Hy- 
giene, Xew  Facts  on  Alental  Disorders.  In  this  book 
Dr.  Dayton  analyzes  a total  of  nearly  90,000  ad- 
missions to  the  Massachusetts  State  Hospital  System, 
including  about  65,000  new  or  first  admissions.  Dr. 
Dayton  maintains  that  the  importance  of  the  ages  in 
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which  mental  dsorders  tend  to  occur  has  been  all  but 
ignored  in  psychiatric  literature.  He  comes  to  the 
rather  startling  conclusion  that  old  age  plays  a great 
role  in  mental  disorders  and  that  the  psychoses  due 
to  the  ageing  process  are  relatively  the  most  im- 
portant and  the  most  frequent  ones  that  exist. 

Dr.  Dayton  arrives  at  these  conclusions  by  pro- 
portioning the  various  psychoses  not  against  the  gen- 
eral population,  but  against  the  age  group  of  the 
population  in  which  the  different  psychoses  occur. 
For  instance.  Dr.  Dayton  says  that  90  per  cent  of  the 
cases  of  dementia  praecox  occurs  between  the  ages 
of  fifteen  and  fifty-five  and  that  all  of  the  cases  of 
senile  psychoses  proper  occur  after  the  age  of  sixty. 
By  quotienting  the  incidence  of  dementia  praecox 
with  the  population  of  Massachusetts  in  the  age 
groups  of  fifteen  to  fifty-five  and  the  incidence  of 
senile  psychoses  with  the  population  over  sixty  years 
of  age,  he  finds  that  both  senile  psychoses  and  psy- 
choses with  cerebral  arteriosclerosis  have  a greater 
rate  of  incidence  in  their  population  groups  than 
dementia  praecox. 

Quoting  Dr.  Dayton  in  summation: 

“The  findings  suggest  a new  alignment  of  the  rela- 
tive imj)ortance  of  the  psychoses.  Dementia  praecox 
and  the  manic-depressive  group,  long  regarded  as  the 
high  incidence  psychoses,  are  displaced  by  the  mental 
disorders  of  age,  the  psychoses  with  arteriosclerosis 
and  the  senile  psychoses.  . . . The  psychoses  of  old 
age  rise  in  gigantic  proportions.  Either  the  senile 
psychoses  or  the  arteriosclerotic  psychoses  are  show- 
ing a higher  incidence  than  all  other  psychoses  com- 
bined.” 

Dr.  Dayton  noted  a decrease  in  physical  and  men- 
tal di.seases  below  forty,  but  an  increase  in  both  physi- 
cal and  mental  diseases  over  forty.  He  noted  that 
the  increa.se  in  j)hysical  diseases  is  due  to  the  in- 
crea.sed  incidence  of  such  degenerative  disorders  as 
cancer,  diabetes,  diseases  of  the  heart  and  arteries, 
cerebral  hemorrhage,  nejdiritis,  etc. — diseases  known 
to  be  age-bound — and  he  also  noted  increasing  ad- 
mission rates  for  mental  diseases  in  advancing  and 
advanced  ages.  He  concludes  that  progress  has  been 
made  in  overcoming  certain  diseases,  whereas  little 
Iieadway  has  been  made  against  others.  This  is  in 
line  with  the  previous  obser\’ation  that  we  have 
solved  some  problems  only  to  create  others;  that  fewer 


people  are  dying  under  forty  and  are  living  to  be 
over  forty  to  have  both  the  degenerative  physical  and 
mental  diseases  that  occur  in  later  life. 

Among  the  syndromes  and  diseases  encountered  by 
the  neuropsychiatrist  that  are  on  the  basis  of  the  age- 
ing process  or  that  are  encountered  in  the  pre-senile 
and  senile  periods  of  life  are:  the  climacteric  syn- 
dromes, female  and  male;  the  involutional  psychoses; 
cerebral  arteriosclerosis,  with  and  without  psychoses; 
the  pre-senile  psychoses  (especially  Alzheimer’s  and 
Pick’s  disease) ; the  senile  psychoses  proper.  In  ad- 
dition to  these  “major  psychotic”  problems,  the  extra- 
mural neuropsychiatrist  especially  encounters  the 
more  frequent  psychoneurotic  and  depressive  re- 
actions and  tendencies  that  have  been  caused  (or 
exaggerated  or  released)  by  advancing  age. 

It  must  be  realized  that  pre-senile  neuropsychiatric 
conditions  are  not  sharply  differentiated,  one  from 
the  other.  A patient  in  the  fifties,  in  the  sixth  decade 
of  life,  may  complain  of  some  of  the  “hot  flushes” 
of  the  climacteric,  some  of  the  restlessness  and  de- 
pressiveness of  an  involutional  psychosis  and  some  of 
the  headaches  and  dizziness  of  cerebral  arteriosclero- 
sis. The  neuropsychiatrist  is  often  quite  hard  put 
to  it  to  determine  which  symptoms,  which  process,  is 
predominant.  This  is  sometimes  reflected  in  his  con- 
fusion as  to  diagnosis,  and  this  should  be  taken  into 
consideration  when  referring  such  a patient  to  the 
psychiatrist  and  in  reading  his  report  of  the  exami- 
nation. Since  all  these  symptoms  are  so  frequent  in, 
and  since  perhaps  their  grouping  is  so  characteristic 
of  the  sixth  decade,  sometimes  the  diagnosis  “syn- 
drome of  the  sixth  decade”  is  the  most  correct  and 
appropriate  one,  especially  if  the  patient  does  not 
clearly  fall  in  any  one  of  the  diagnostic  groupings. 

Medicine  in  general  and  practicing  physicians  in 
j)articular  should  take  a greater  interest  in  the  prob- 
lems of  ageing  and  in  the  hygiene  and  care  of  the  nu- 
merous patients  who  are  undergoing  this  process. 
Many  of  the  catastroi)hies  of  ageing  can  be  postponed 
or  alleviated,  if  not  eliminated.  The  main  emphasis 
should  be  jflaced  upon  prevention  and  care. 

The  attention  of  any  reader  who  is  interested  further 
is  called  to  the  two  new  and  significant  books  to 
which  reference  is  extensively  made  in  this  article, 
namely,  J'he  Problems  of  Ageing,  edited  by  E.  V. 
Cowdry,  and  Some  New  Facts  About  Mental  Dis- 
orders, by  Neil  A.  Dayton. 
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UNUSUAL  TUMORS  AND  TUMOR-LIKE  LESIONS  OF  THE  SPINAL 
CANAL  AND  ITS  CONTENTS  WITH  SPECIAL  REFER- 
ENCE TO  PITFALLS  IN  DIAGNOSIS.* * 


J.  M.  Meredith, 
University  of  Virginia, 
Charlottesville,  Virginia. 


Introduction 

The  main  difficulty  in  the  diagnosis  of  a mass 
lesion  of  the  spine  or  its  contents  is  to  keep  it  in  ?nind 
when  first  considering  the  differential  diagnosis  of 
any  individual  case.  This  trite  medical  truism  is 
not  an  entirely  unnecessary  statement  as  proven  by 
the  fact  that  all  neuro-surgical  clinics  have  had  one 
or  more  instances  of  patients  with  spinal  tumors  who 
have  had  appendectomies,  kidney  operations  for  pre- 
sumed renal  colic,  gall-bladder  operations,  patients 
treated  for  supposed  intercostal  neuralgia  or  pleurisy, 
or  even  a functional  complaint,  when  the  underlying 
lesion  was  a tumor  of  the  spine  or  its  contents. 

■\  patient  rarely  has  a tumor  of  the  spine  unless 
( 1 ) there  is  definite  pain  in  the  trunk  or  extremities, 
or  (2)  sensory  loss,  especially  diminution  or  loss  of 
sensation  to  pin-prick,  or  both.  There  are  e.xceptions 
to  this  statement,  but  it  is  almost  always  true.  If 
pain  is  present  it  may  often  be  aggravated  by  simul- 
taneously compressing  both  jugular  veins  while  the 
patient  is  lying  in  bed,  as  long  emphasized  by  Cole- 
man. The  Queckenstedt  test  may  be  normal  and  still 
the  patient  may  be  harboring  a tumor,  for  it  is  only 
necessar)'  to  have  as  much  space  between  the  tumor 
and  the  subarachnoid  space  as  is  equal  to  the  bore 
of  the  lumbar  puncture  needle  used  to  obtain  normal 
dynamics,  as  ingeniously  proved  by  Poppen  and 
Hurxthal.^  The  sensory  disturbances  are  often  in- 
definite and  misleading,  as  stated  by  Grant,^  and 
lipiodol  is  frequently  required.  If  used  judiciously, 
and  in  small  amounts,  lipiodol  causes  little  or  no 
harm  and  its  alleged  ill  effects  have  been  considerably 
exaggerated. 

•\  spinal  cord  tumor  is  a relatively  common  lesion 
and  it  should  not  be  the  last  consideration  in  a dif- 
ferential diagnosis  of  spinal  cord  disease,  as  empha- 
sized by  Spurling  and  Mayfield.®  It  is  important  to 

From  the  Department  of  Neuro-Surgery,  University 
of  Virginia,  Charlottesville,  Dr.  C.  C.  Coleman,  Director. 

*Read,  in  part,  before  (1)  the  Neuro-Psychiatric  So- 
ciety of  Virginia  at  the  University  of  Virginia,  January 
26,  1938;  (2)  at  the  annual  Ex-Internes’  meeting.  Med- 
ical College  of  Virginia,  April  27,  1938,  and  at  (3)  the 
Rockbridge  County  Medical  Society,  Lexington,  Virginia, 
February  3,  1939. 


remember  that  jiain,  as  suggested  by  Fay,"*  may  arise 
long  before  any  of  the  other  characteristic  signs  of  a 
spinal  cord  neoplasm.  In  the  presence  of  definite 
sensor}’  or  (and)  motor  disturbances  in  the  trunk  or 
extremities,  with  or  without  bladder  and  rectal  dys- 
function, a lumbar  puncture  should  be  done  at  the 
earliest  opportunity.  It  is  important  to  observe 
whether  there  is  any  xanthochromia  and  whether  the 
spinal  fluid  coagulates  on  standing  (Froin's  syn- 
drome). The  spinal  fluid  protein  content  is  the  most 
important  single  chemical  test : the  normal  value  is 
15-45  mgm.  per  cent  in  the  lumbar  fluid  and  10-15 
mgm.  per  cent  in  the  cisternal  fluid.  The  cell  count, 
Wassermann  and  colloidal  gold  reactions  should  be 
determined  and  occasionally  sugar,  chlorides  and  a 
culture  should  be  obtained,  especially  if  an  infectious 
process  is  suspected.  The  Queckenstedt  testf  may 
show  a complete  or  incomplete  block  if  the  mass  lesion 
lie  above  the  site  of  the  needle;  a combined  cistern- 
lumbar  puncture  may  be  necessary  for  definite  dem- 
onstration that  a block  is  present  and  lipiodol  may 
be  injected  in  the  cisterna  magna  at  that  time  if 
necessary.  The  dynamics  in  the  case  of  a lower 
lumbar  or  a lumbo-sacral  tumor  would,  of  course,  be 
normal  unless  the  reversed  Queckenstedt  test  were 
utilized. 

A complete  investigation  of  a patient  for  a surgical 
lesion  of  the  spine  includes  a careful  chronological 
history  of  the  onset  of  the  disease,  with  special  at- 
tention given  to  pain,  sensory  or  motor  disturbance 
and  sphincteric  dysfunction.  The  occurrence  of 
trauma,  as  well  as  any  severe  illness  or  operation, 
should  be  determined.  The  patient  should  be  asked 
whether  coughing  or  straining  exaggerates  the  pain; 
if  present,  Coleman’s  maneuver,  as  described  above, 
should  be  carried  out.  An  X-ray  film  of  the  lungs 
should  invariably  be  made  of  every  patient  over 
thirty-five  years  of  age  who  is  suspected  of  harbor- 
ing a spinal  (or  intracranial)  tumor,  to  rule  out  or 

tit  cannot  be  too  strongly  emphasized  that  the  Queck- 
enstedt test  is  to  be  utilized  only  in  spinal  diagnosis  and 
has  no  use  whatsoever  in  the  investigation  of  intracranial 
lesions,  and  may,  indeed,  do  irreparable  harm  in  the  lat- 
ter instance. 
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establish  the  presence  of  a metastatic  lesion.  A rectal 
and  pelvic  examination  should  never  be  omitted. 
Careful  inspection,  palpation  and  percussion  of  the 
spine  is  necessary,  followed  by  roentgenograms  of 
the  area  under  suspicion,  and,  finally,  by  spinal  fluid 
studies  with  or  without  the  utilization  of  a contrast 
medium,  as  the  individual  case  may  warrant. 

The  following  nine  cases  (briefly  abstracted)  op- 
erated upon  at  the  University  of  Virginia  Hospital 
during  the  last  two  years,  have  not  been  selected  be- 
cause they  are  all  rare  or  unusual  pathological  lesions 
■per  se,  although  this  is  true  of  the  greater  number 
of  them,  but  to  endeavor  especially  to  point  out  cer- 
tain pitfalls  in  diagnosis  which  should  lead  to  earlier 
recognition  of  such  affections  with  concomitant  spar- 
ing of  the  individual  patient  of  months  and  even 
years  of  needless  disability.  One  case  is  in  the  cervi- 
cal region,  five  are  in  the  thoracic  area  and  three  are 
located  in  the  lumbo-sacral  portion  of  the  spine. 

A.  Cervical  Region : (one  case) 

Case  1.  A white  man,  aged  forty-one,  a carpenter,  was 
admitted  to  the  University  of  Virginia  Hospital  Novem- 
ber 12,  1937.  He  was  well  until  eight  months  before 
admission  when  he  developed  pain  between  the  shoul- 
ders, relieved  by  hypodermics  of  morphine.  The  pain 
became  especially  severe  five  weeks  before  admission, 
following  which  numbness  and  pain  also  developed  in 
the  right  arm  and  shoulder  and  a right-sided  Horner’s 
syndrome  was  detected.  On  admission,  a Brown-Sequard 
syndrome  was  found  with  hypesthesia  on  the  left  side 
up  to  the  fourth  thoracic  dermatome.  A cord  tumor  was 
suspected  at  C- — vertebral  level.  The  Queckenstedt 
test  showed  a complete  block,  the  spinal  fluid  protein 
being  50  mgm.  per  cent.  Lipiodol  in  the  lumbar  spine 
was  blocked  completely  at  Tj  vertebra  with  the  patient 
in  the  Trendelenburg  position.  Laminectomy  of  Cg_- — 
Tj_.,  (November  15,  1937)  was  carried  out  and  a large 
extra-dural  cyst  was  removed  at  vertebral  level  (Fig. 
1).  It  was  chiefly  on  the  right  side  and  evidently  was  an 
extension  of  herniated  arachnoid  through  a small  punc- 
tate opening  just  to  the  left  of  the  midline  of  the  dura. 
The  dura  was  opened;  no  block  was  demonstrated  when 
the  anesthetist  compressed  both  jugular  veins.  The  pa- 
tient recovered  from  the  operation  quite  well  except  for 
a persistent  draining  sinus  in  the  operative  wound  for 
several  months,  finally  eradicated  by  the  removal  of 
several  black  silk  sutures.  The  patient  returned  to  his 
work  as  a carpenter  at  which  he  is  now  engaged,  with 
his  old-time  vigor,  there  being  no  weakness,  pain  or 
numbness  in  the  extremities.  The  pathological  diagnosis 
was  arachnoid  cyst. 

Comment:  Spinal  extra-dural  cysts  in  the  thoracic 
and  lumbar  regions  have  been  descrilied  by  a number 
of  writers,  including  Lehman,^  Kelly®  and  Cloward 


and  Bucy,"  but  these  cases  were  of  an  entirely  dif- 
ferent variety:  they  almost  invariably  occurred  in 
adolescents  with  the  syndrome  of  kyphosis  dorsalis 
juvenilis,  as  showm  by  clinical  and  roentgen  examina- 
tion. This  case  (Case  I)  may  have  been  due  to 
trauma  as  he  had  had  a severe  contusion  of  the 
cervical  spine  several  months  before  onset  of  the 


Fig.  1 (Case  I). — Extra-dural  arachnoid  cyst  at  C7  vertebral  level 
producing  marked  cord  compression  including  a Brown- 
Sequard  and  Horner’s  syndromes.  Inset  in  lower  right  hand 
corner  shows  the  distinct  opening  in  the  dura  through  which 
the  arachnoid  had  herniated. 

symptoms  and  a small  fragment  of  bone  may  have 
been  driven  through  the  dura,  allowing  the  arachnoid 
to  herniate,  which  later  became  sealed  off  with  the 
formation  of  the  cyst.  This  is  substantiated  by  the 
pathologist’s  finding  of  hemosiderin  in  the  extra- 
dural tissue  removed  and  old  necrotic  bone,  having 
nothing  to  do  with  the  operation.  At  all  events,  it  is 
the  only  case  of  spinal  extra-dural  cyst  in  the  cervical 
region  on  record  in  the  literature,  to  the  writer’s 
knowledge. 

B.  Thoracic  Region:  (hve  cases) 

Case  11.  A white  widow,  aged  sixty-eight,  was  ad- 
mitted to  the  University  of  Virginia  Hospital  June  15, 
1939,  in  a very  weak  condition.  Her  complaint  on  ad- 
mission was  “joint  trouble  and  right-sided  pleurisy”. 
There  had  been  weakness  and  numbness  of  the  legs  for 
ten  months  before  admission.  Dysuria  had  been  present 
for  several  weeks  and  she  had  lost  nineteen  pounds  in 
the  last  four  months.  Hypertension  was  present;  220/120. 
The  patient  was  unable  to  walk  and  was  confined  entirely 
to  bed. 
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Examination  showed  a typical  clinical  picture  of  local- 
ized cord  compression  in  the  upper  dorsal  region.  There 
was  a paitial  Brown-Sequard  syndrome  present;  the 
right  leg  was  weaker  than  the  left  but  sensation  to  pin- 
prick on  the  right  was  perceived  better  than  on  the  left. 
There  was  a sharp  girdle-like  pain  in  the  right  lower 
chest  on  simultaneous  compression  of  both  jugular  veins 
and  a bilateral  ankle  clonus  and  a positive  Babinski  sign 
were  present. 

A lumbar  puncture  showed  a block  by  the  Queckenstedt 
test  and  the  total  protein  was  75  mgm.  per  cent. 

As  the  sensory  level  was  rather  indefinite,  1.25  cc.  of 
descending  lipiodol  were  placed  in  the  cisterna  magna 
during  a combined  cistern-lumbar  puncture  and  this  was 
blocked  off  at  the  fourth  thoracic  vertebra. 

At  operation  (June  22,  1939)  under  avertin-novocaine 
anesthesia,  a laminectomy  of  was  carried  out. 

A circumscribed  tumor,  the  size  of  a large  marble,  was 
found  and  completely  removed  at  vertebral  level. 
It  was  extra-medullary  (subdural)  in  location  and  com- 
pressed the  cord  markedly  on  the  right  side.  Two  ad- 
jacent posterior  roots  were  divided  between  silver  clips 
to  obliterate  the  pain  in  the  right  side  of  the  chest.  The 
histological  diagnosis  of  the  tumor  was  meningioma 
(Fig.  2). 


Fig.  2 (Case  II). — Microscopical  appearance  of  removed  tumor 
(X470).  Note  the  typical  psammoma  bodies  and  the  char- 
acteristic wnorl-like  arrangement  of  tumor  cells  seen  in  the 
meningioma.  This  is  a completely  benign  tumor,  rarely 
recurs,  and  post-operative  irradiation  is  not  necessary. 

The  patient  made  a rapid  recovery  and,  when  last 
seen  (September  12,  1939),  about  three  months  after  the 
operation,  she  was  walking  without  support  and  all  the 
pyramidal  tract  signs  in  the  lower  extremities  had  dis- 
appeared. There  was  no  right-sided  chest  pain  and  no 
dysuria. 

Comment:  Considerable  apprehension  was  felt  as 
to  whether  this  patient  could  tolerate  a major  opera- 
tion, because  of  her  age,  general  asthenia  and  hyper- 
tension. A chest  film  showed  no  metastatic  lesion 
and,  as  it  happened,  she  went  through  the  procedure 


quite  satisfactorily  under  novocaine  anesthesia  with 
a basal  anesthetic  of  avertin.  The  fact  that  the  pa- 
tient voluntarily  stated  that  the  pain  in  the  right  side 
of  the  chest  was  aggravated  by  coughing  and  strain- 
ing, together  with  the  finding  of  weakness  and  numb- 
ness in  the  legs  and  dysuria,  should  have  led  imme- 
diately to  the  next  procedure — lumbar  puncture  with 
the  Queckenstedt  test  and  protein  determination.  As 
emphasized  in  the  introduction  to  this  paper,  the 
important  point  is  to  have  the  possibility  of  a spinal 
cord  tumor  in  mind,  when  first  examining  such  a 
patient,  which  makes  for  success  in  early  diagnosis 
of  surgical  lesions  of  the  spine. 

Case  til.  A white  school  boy,  aged  seventeen,  was  ad- 
mitted to  the  University  of  Virginia  Hospital  March  15, 
1939.  There  had  been  a gradual  onset  of  weakness  and 
numbness  of  the  lower  extremities  for  fifteen  months 
before  admission,  terminating  in  a rather  sudden  complete 
paraplegia  two  days  after  a lumbar  puncture,  performed 
elsewhere,  three  months  before  admission.  There  was 
little  pain  associated  with  the  paraplegia,  although  a 
dull  ache  was  present  in  the  right  side  of  the  chest  and 
at  the  xiphoid,  not  exaggerated  by  coughing  and  strain- 
ing. 

Examination  disclosed  a complete  spastic  paraplegia 
with  the  classic  neurological  findings  in  the  lower  ex- 
tremities, except  that  no  ankle  clonus  could  be  demon- 
strated, although  the  ankle  joints  were  quite  mobile. 
The  sensory  level  was  at  Tj  dermatome  bilaterally  and 
there  was  tenderness  on  percussion  over  T^_-_g_-  spines. 
Bilateral  jugular  compression  induced  slight  pain  in  the 
right  lower  chest.  Bladder  and  rectal  incontinence  were 
present.  X-ray  examination  of  the  dorsal  spine  showed 
definite  erosion  of  the  articular  facets  of  T-_,;  vertebrae. 
A lumbar  puncture  showed  a complete  subarchnoid  block, 
xanthochromic  fluid,  and  1000  mgm.  per  cent  of  protein. 
No  lipiodol  injection  was  necessary  as  the  sensory  level 
was  definite  and  fixed,  as  shown  on  several  examinations. 

The  first  operation  had  to  be  terminated  before  the 
skin  incision  was  made  due  to  marked  circulatory  col- 
lapse when  the  patient  was  placed  in  position  for  an 
upper  thoracic  laminectomy,  under  avertin-ether  anes- 
thesia. Several  days  later  (March  24,  1939),  under  one  per 
cent  novocaine  anesthesia,  a laminectomy  of  T^.-.q.-  was 
carried  out  without  difficulty.  On  the  right  side,  a hard, 
malignant,  extra-dural  mass  of  tissue  was  found  almost 
completely  covering  and  markedly  compressing  the  dura 
and  its  contents  (Fig.  3).  The  dura — in  large  part — was 
uncovered,  although  this  portion  of  the  operation  was 
very  vascular  due  to  the  nature  of  the  tumor.  The  dura 
was  not  opened.  The  histological  diagnosis  was  Ewing’s 
tumor  of  the  spine. 

The  patient  was  given  massive  irradiation  over  the 
site  of  the  tumor  and  discharged  to  his  home.  When 
last  seen  (May  25,  1939),  two  months  after  operation, 
sensation  to  pin-prick  had  almost  entirely  returned  and 
bladder  control  had  improved  but  there  was  no  volun- 
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tary  motor  power  of  the  legs,  mass  (involuntary)  move- 
ments alone  being  present  (see  footnote  in  comment, 
infra ) . 

Ccmment:  The  gradual  onset  of  paraplegia  (with 
sensor}'  changes)  in  a young  individual  with  a suba- 
rachnoid block  and  only  slight  pain  suggested  an  intra- 
medullary glioma  rather  than  an  extra-dural  mass,  the 
latter  lesion  usually  (?)  being  characterized  by  more 
or  less  severe  pain  in  the  spine,  trunk  or  extremities. 


Dura  csTici  ils  conletaks  compr(zs.3e<d. 
to  ribbom-li W<z,  consi5fcncc| 
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Fig.  3 (Case  III). — Ewing’s  tumor  producing  marked  cord  com- 
pression with  resultant  paraplegia.  This  tumor  was  ex- 
tremely vascular.  Operation  was  followed  by  X-ray  therapy 
to  which  this  tumor  is  markedly  sensitive,  but  only  tem- 
porarily so. 


However,  the  finding  of  definite  erosion  of  the  artic- 
ular facets  on  X-ray  examination  of  the  spine  demon- 
strated rather  an  extra-dural  tumor,  for  intra- 
medullary gliomata  rarely  produce  erosion  of  the 
vertebrae  to  the  extent  that  it  is  visible  on  the  X-ray 
plate. 

Particular  interest  in  this  case  centers  on  the  rarity 
of  Ewing’s  tumor  appearing  primarily  in  the  spine. 
Practically  all  such  growths  occur  in  the  long  bones 
of  the  extremities;  they  are  rare  also  in  the  ribs. 
Geschickter  and  Copeland*  state  that  Ewing’s  tumor 
is  a neoplasm  occurring  in  the  first  two  decades  of 
life,  mo.=t  frequently  involving  the  tibia  and  femur. 


It  may  metastasize  late  in  the  disease  to  other  bones, 
rarely  to  the  ribs  and  even  more  rarely  to  the  spine. 
They  believe  that  it  arises  within  the  lymphatic  chan- 
nels of  bone.  Combined  surgery  and  irradiation 
yields  10  per  cent  of  permanent  cures  and  the  average 
post-operative  duration  of  life  in  fatal  cases  is  six- 
teen months.  In  a series  of  106  cases  of  Ewing’s 
tumor  reported  in  their  monograph,  there  was  only 
one  case  involving  the  spine. 

Geschickter  and  Maseritz®  state  that  Ewing’s  tumor 
(sarcoma)  has  a tendency  to  diminish  rapidly  under 
irradiation.  It  is  frequently  confused,  especially  in 
the  long  bones,  with  subacute  or  chronic  osteomye- 
litis. (Within  the  last  year,  the  writer  has  seen  a 
case  of  Ewing’s  sarcoma  arising  primarily  in  the 
mastoid  region,  which  had  previously  been  operated 
upon  with  a diagnosis  of  mastoiditis.  Irradiation 
brought  about  marked  regression  of  the  tumor).  The 
ultimate  diagnosis  of  the  disease  rests  on  the  micro- 
scopic findings  although  irradiation  as  a therapeu- 
tic test  may  properly  precede  biopsy.  Trauma  appears 
to  play  a role.  In  a report  of  135  cases  by  Geschick- 
ter and  IMaseritz,  death  occurred  in  94  per  cent,  so 
that  the  prognosis  is  grave.  Males  are  affected  twice 
as  frequently  as  females. 

In  regard  to  the  frequency  of  Ewing’s  tumor  in  a 
large  group  of  spinal  tumors,  Rix  and  Geschickter®* 
found  that  it  did  not  occur  even  once  in  their  series 
of  291  spinal  tumors.  Histologically,  Ewing’s  tumor 
closely  resembles  syrapathicoblastoma  although  the 
latter  is  of  paravertebral  (neurologic)  origin. 

The  long  duration  of  the  complete  paraplegia  be- 
fore operation  (three  months)  due  to  a malignant 
tumor  renders  the  possibility  for  restoration  of  motor 
power  in  the  lower  extremities  quite  remote  in  this 
patient.* 

*Since  the  above  statement  was  first  written,  the  patient 
visited  the  follow-up  clinic  (July  24,  1940;  sixteen  months 
after  operation  and  fifteen  months  after  irradiation)  and 
demonstrated  remarkable  improvement.  He  had  been 
able  to  walk  with  the  aid  of  a cane  since  May,  1940. 
The  motor  power  of  the  extensor  and  flexor  muscles  of  the 
legs  was  good  and  sensation  was  normal.  There  were 
no  urinary  symptoms  and  the  rectal  sphincter  was  of 
good  tone.  He  had  gained  twenty  pounds  in  weight  and 
was  about  to  begin  work  in  a factory. 

This  very  satisfactory  and  unexpected  result  demon- 
strates (as  does  Case  V of  this  report,  infra)  the  extreme 
degree  of  compression  to  which  the  spinal  cord  may  be 
subjected'  and  from  which  recovery  may  occur,  provided 
the  compression  is  relieved  before  irreparable  damage 
has  been  done  to  important  nerve  tracts  or  to  the  blood 
supply  of  the  cord. 

Case  IF.  A white  housewife,  aged  forty,  was  ad- 
mitted to  the  ITniversity  of  Virginia  Hospital  December 
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16,  1937,  on  the  obstetrical  service,  at  term.  The  next  day 
she  was  spontaneously  delivered  of  a normal  male  infant. 
She  had  noticed,  however,  a slowly  developing  weakness 
of  the  legs  for  three  months  before  admission,  which 
became  rapidly  worse  after  delivery  and  especially  after 
lumbar  puncture  several  days  before  laminectomy  ((]. 
infra).  There  was  little  pain  in  the  trunk  or  extremities 
except  a slight  ache  in  the  right  lower  chest  wall. 

On  initial  examination,  (December  29,  1937)  an  al- 
most complete  paraplegia  was  disclosed  except  for  slight 
motion  in  the  left  foot.  A sensory  level  (to  pin-prick) 
was  found  at  T^  dermatome  on  the  right  side  and  at  T- 
dermatome  on  the  left  side.  The  knee  jerks  and  ankle 
jerks  were  exaggerated  and  a bilateral  ankle  clonus  and 
Babinski  sign  were  present.  There  was  incontinence  of 
bladder  and  rectum. 

A Queckenstedt  test  showed  a complete  subarachnoid 
block;  very  faintly  xanthochromic  spinal  fluid  was  ob- 
tained. The  spinal  fluid  protein  was  675  mgm.  per  cent. 
As  there  was  marked  disparity  between  the  sensory  levels 
on  the  two  sides,  a cisternal  puncture  was  done  and  1.5 
cc.  of  descending  lipiodol  were  blocked  off  completely 
at  Tg  vertebra.  The  cisternal  fluid  contained  20  mgm. 
per  cent  of  total  protein  (normal). 

The  appearance  of  the  lipiodol  (fusiform  spreading 
on  either  side  of  the  canal)  and  the  absence  of  definite 
pain  suggested  an  intra-medullary  glioma  as  the  most 
likely  lesion. 

However,  at  operation  (one  per  cent  novocaine  anes- 
thesia) an  extra-dural  tumor  attached  to  a right-sided 
posterior  root  at  T-  vertebral  level  was  found  and  re- 
moved together  with  the  root  from  which  it  arose  (Fig. 
4).  The  dura  was  markedly  depressed  and  indented 
by  pressure  from  the  tumor.  The  dura  was  opened. 
No  intra-dural  lesion  was  found,  and  the  Queckenstedt 
test  with  the  dura  opened  (performed  by  the  anesthetist) 
was  normal.  The  histological  diagnosis  of  the  tumor 
was  neurofibroma. 

The  patient  made  a rapid  post-operative  recovery  and 
in  four  or  five  days  she  could  move  the  lower  extremities 
very  well.  In  a few  weeks,  she  was  carrying  out  her 
usual  household  duties  except  for  backache  (the  patient 
is  very  obese),  which  was  relieved  by  orthopedic  meas- 
ures. When  last  seen  on  June  29,  1939,  her  condition 
was  excellent.  She  was  able  to  move  each  leg  quite 
well  and  there  was  no  demonstrable  numbness  in  the 
lower  extremities  or  trunk.  The  knee  jerks  and  ankle 
jerks  were  equal  and  hypoactive  and  there  was  no  clonus 
or  Babinski  sign.  Bladder  and  rectal  function  were  nor- 
mal. 


Comment:  It  was  a pleasant  surjirise  to  find  a 
benign  completely  removable  extra-dural  lesion  in 
this  patient  rather  than  an  intra-medullary  glioma 
which  was  suggested  by  the  absence  of  pain  and  the 
lijfiodol  shadow.  As  our  experience  with  spinal  cord 
tumors  grows,  the  time-honored  adage  of  an  extra- 
dural tumor  usually  l)eing  as.sociated  with  definite 


pain  has  come  to  be  untenal)le.*  Likewise,  the  ap- 
pearance of  a fusiform  division  of  the  lipiodol  col- 
umn as  being  rather  definitely  diagnostic  of  an  intra- 
medullary tumor  or  C}St  has  been  found  to  be  mi.s- 
leading,  as  demonstrated  by  this  case. 

Lumbar  puncture  with  the  Queckenstedt  test — in 
the  ]iresence  of  a mass  lesion  in  the  spinal  canal — may 
be  followed  immediately,  or  in  a few  hours,  by  a 
rapid  aggravation  of  symptoms  as  seen  in  this  and 
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Fig.  4 (Case  IV). — Extra-dural  neurofibroma  arising  from  T; 
posterior  root  on  the  right  side,  removed  in  toto.  The  tumor 
had  caused  an  almost  complete  paraplegia  which  developed 
precipitously  after  the  strain  of  delivery.  The  lower  right 
inset  shows  the  marked  indentation  of  the  dura  ; the  lower 
left  inset  is  a photograph  of  the  actual  tumor. 


the  jireceding  case,  and,  therefore,  early  laminectomy 
(after  the  Queckenstedt  test)  should  be  carried  out 
before  too  great  or  too  long  compression  of  the  cord, 
and  especially  of  its  blood  supply,  has  occurred. 

As  has  been  emphasized  by  many  previous  writers, 
such  a case  as  the  one  just  described  constitutes  one 
of  the  most  satisfactory  experiences  in  the  entire  field 
of  surgery. 

Case  V.  A white  truck  driver,  aged  forty-one,  was 

♦Since  this  paper  was  first  written,  we  have  operated 
upon  a five-year-old  white  girl  (August  3,  1940)  with  a 
large  extra-dural  tumor  (osteogenic  sarcoma)  at  T.^_4_- 
vertebral  level.  This  was  associated  with  an  almost 
complete  spastic  paraplegia  hut  no  pain  luhatsoever. 
Operation  was  followed  by  excellent  recovery  in  motor 
power  of  the  lower  extremities,  beginning  a few  hours 
post-operatively. 
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admitted  to  the  University  of  Virginia  Hospital  May 
21,  1938.  There  had  been  sharp  pain  in  the  right 
lower  abdominal  wall  for  two  years  before  admission, 
for  which  he  had  been  treated  in  several  other  hospitals. 
-At  one  time,  his  appendix  had  been  removed ; the  pain 
continued  unabatedly.  While  under  observation  in  an 
excellent  hospital  in  another  state,  a “sterile”  hypodermic 
injection  “relieved”  the  patient  and  therefore  a diag- 
nosis of  hysteria  or  malingering  was  made.  For  two 
weeks  before  admision,  complete  paraplegia  had  been 
present  with  incontinence  of  bladder  function.  Coughing 


Fig.  5 {Case  V). — Cisternal  lipiodol  injection,  showing  the  oil 
completely  blocked  at  top  of  Tio  vertebra  with  the  patient 
serai-erect.  The  appearance  of  the  shadow  suggests  a sub- 
dural tumor  although  usually  the  lower  border  of  the  lipiodol 
is  more  concave.  Lower  left  inset,  placed  exactly  opposite 
the  location  of  the  tumor  in  the  spine,  is  a photograph  of 
the  actual  neoplasm. 

and  straining  increased  the  pain  in  the  right  lower 
abdomen  as  did  bilateral  jugular  compression.  The  pa- 
tient, of  a naturally  asthenic  habitus,  had  lost  fifteen 
pounds  or  more  in  weight  in  the  last  few  months  before 
admission  and  appeared  almost  emaciated. 

On  examination,  a complete  flaccid  paraplegia  was 
present  with  absent  ankle  jerks  and  hypoactive  knee 
jerks.  There  was  no  ankle  clonus  or  Babinski  sign.  A 
Queckenstedt  test  showed  a complete  block.  The  Froin 
syndrome  was  present  and  the  protein  content  of  the 
lumbar  spinal  fluid  was  1200  mgm.  per  cent.  As  the 


sensory  level  in  the  region  of  the  umbilicus  was  some- 
what indefinite  and  changed  slightly  on  several  re-exami- 
nations, 1.5  cc.  of  descending  lipiodol  were  placed  in  the 
cisterna  magna  and  this  was  blocked  completely  at  T]„ 
vertebral  level  (Fig.  5). 

At  operation  (June  1,  1938)  under  avertin-ether  anes- 
thesia, a subdural,  extra-medullary  tumor  was  found  and 
entirely  removed;  it  arose  from  the  right  tenth  thoracic 
posterior  root  (Fig.  5).  It  compressed  the  spinal  cord 
to  a ribbon-like  thinness  so  as  to  make  recovery  of  cord 
function  appear  unlikely.  The  histological  diagnosis  was 
neurofibroma. 

The  patient's  sensation  improved  markedly  in  a few 
days;  motor  power  was  more  slowly  regained.  When  seen 
in  a follow-up  visit  on  October  8,  1938,  four  months  after 
operation,  he  was  back  at  work  as  a truck  driver,  being 
able  to  move  each  leg  quite  w'ell.  Sensation  to  pin-prick 
had  completely  returned  and  all  pain  in  the  right  ab- 
dominal wall  had  disappeared.  The  reflexes  at  the  knees 
and  ankles  were  equal  and  active  (having  been  dimin- 
ished or  absent  before  operation)  and  there  were  a few 
clonic  jerks  detectable  at  each  ankle  and  a bilateral  equi- 
vocal Babinski  sign  was  present.  When  last  seen  (Sep- 
tember, 1939)  he  was  asymptomatic;  the  only  residual 
sign  of  a seemingly  irreparable  lesion,  as  estimated  before 
operation,  was  an  equivocal  Babinski  sign  of  the  right 
foot. 

Comment:  There  are  several  lessons  to  be  learned 
from  this  case.  As  in  several  of  the  preceding  pa- 
tients, it  was  the  lack  of  thinking  of  the  possibility 
of  a cord  tumor  which  led  to  the  long  delay  in  re- 
lieving the  patient.  If  it  had  been  merely  considered, 
diagnosis  would  have  been  immediate,  considering  the 
outstanding  findings  which  lumbar  puncture  would 
inevitably  have  disclosed. 

Furthermore,  physicians  should  constantly  be  on 
guard  against  classifying  a patient  as  neurotic  or 
hysterical  because  he  is  apparently  relieved  by  a 
“sterile”  hypodermic  injection.  Practically  all  seri- 
ously ill  patients,  as  well  as  those  with  functional 
complaints,  are  subject  to  a certain  degree  of  sugges- 
tion. One  not  infrequently  hears  of  such  an  instance 
and  cannot  help  wondering  if  every  diagnostic  proce- 
dure was  utilized  before  such  a statement  was  made. 

When  a tumor  has  compressed  the  cord  to  the 
extent  of  causing  a complete  flaccid  paraplegia  and 
when,  in  addition,  the  operator  finds  the  cord  to  be 
compressed  to  a few  millimeters  in  thickness,  ap- 
preciable recovery  of  cord  function  is  usually  ex- 
tremely doubtful.  This  is  so,  not  because  the  fiber 
tracts  are  not  capable  of  preserving  their  integrity 
against  extreme  and  long-standing  pressure  pei-  se 
but  because  such  compression  is  frequently  associated 
with  occlusion  of  the  arterial  blood  supply  of  the 
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cord  with  resultant  thrombosis  and  irreparable  soft- 
ening from  which  no  relief  is  obtained  even  when  the 
tumor  is  removed.  That  this  did  not  occur  in  this 
instance  was  a mere  matter  of  chance;  apparently  no 
arterial  thrombosis  occurred  and  complete  recovery 
was  therefore  possible. 

Case  ri.  A white  storekeeper,  aged  thirty-three,  show- 
ing well-advanced  von  Recklinghausen’s  disease,  was  ad- 
mitted td  the  University  of  Virginia  Hospital  on  Feb- 
ruary 17,  1938.  Seven  years  before  admission  a large 
neurofibroma,  the  size  of  a goose  egg,  had  been  removed 
by  the  late  Dr.  William  Goodwin  from  one  of  the  in- 
tercostal nerves  on  the  right  side.  There  had  been 
no  recurrence  of  this  lesion.  For  several  months  be- 
fore admission  in  1938,  the  patient  had  been  aware  of 
severe  pain  in  the  right  lower  chest  and  upper  abdo- 
men, exaggerated  by  coughing  and  straining.  The  face. 


4. 


Fig.  6 (Case  VI). — Neurofibroma  arising  from  T9  right  pos- 
terior root,  removed  in  toto  at  first  operation.  At  the  second 
operation  (six  months  later)  a large  neurogenic  sarcoma 
was  found  at  the  same  site.  The  posterior  roots,  divided 
above  and  below  the  tumor,  to  relieve  pain,  were  sectioned 
central  to  the  ganglia,  to  prevent  reformation  of  sensory 
root  fibers. 


chest  and  back,  particularly,  were  covered  with  innum- 
erable cutaneous  and  subcutaneous  tumors  of  a neuro- 
fibromatous  type.  There  was  no  weakness  or  sensory 
change  in  the  legs  or  trunk  whatever  nor  was  there  any 
sphincteric  disturbance.  Bilateral  jugular  compression  in- 
duced sudden  severe  pain  in  the  right  lower  chest.  It 
was  assumed  that  a neurofibroma  had  developed  on  one 
or  more  posterior  roots  in  the  right  thoracic  region  of  the 


cord.  The  Queckenstedt  test  was  normal.  A combined 
cisternal-lumbar  puncture  showed  75  mgm.  per  cent  of 
protein  in  the  cisternal  fluid  and  225  mgm.  per  cent  in 
the  lumbar  fluid.  One  and  five-tenths  cc.  of  descending 
lipiodol  were  placed  in  the  cisterna  magna  and  this  was 
definitely  blocked  at  the  level  of  the  ninth  thoracic  ver- 
tebra. There  were  many  small  identations  in  the  moving 
oil  column  as  it  was  observed  under  the  fluoroscope, 
indicative,  in  all  probability,  of  multiple  tumors.  At 
operation  (avertin-ether)  a dumb-bell  shaped,  hour-glass, 
circumscribed  tumor  was  found  arising  from  the  right 
ninth  posterior  thoracic  root,  being  situated  both  extra  and 
sub-durally  (Fig.  6).  The  tumor — with  the  greater  portion 
of  the  posterior  root — was  removed  in  toto.  The  right- 
sided posterior  roots  of  T-_^  and  were  also 

divided  between  silver  ciips  to  insure  an  adequate  area 
of  anesthesia  above  and  below  the  site  of  the  severe  root 
pain  in  the  right  abdominal  wall.  The  histological  diag- 
nosis was  benign  neurofibroma  with,  possibly,  early  sar- 
comatous changes.  X-ray  therapy  was  considered  in- 
advisable at  the  time,  as  the  probability  of  malignancy 
was  quite  doubtful  and  the  tumor  had  been  completely 
removed.  Its  gross  appearance  was  certainly  benign, 
appearing  exactly  like  the  ordinary  neurofibroma  of  the 
cord,  when  it  occurs  singly. 

The  patient  was  entirely  relieved  of  the  pre-operative 
pain  in  the  right  side  of  the  chest  and  abdomen.  An 
area  of  complete  anesthesia  to  pin-prick  stimulation  was 
found  corresponding  to  the  divided  thoracic  posterior 
roots  on  the  right  side. 

The  patient  was  re-admitted  to  the  hospital  September 
21,  1938  (six  months  after  the  previous  laminectomy)  and 
reoperated  on  at  the  same  site  two  days  later.  He  had 
been  well  for  the  first  four  months  after  operation  but, 
for  two  months  before  the  second  admission,  he  had  be- 
come aware,  for  the  first  time,  of  a spastic  weakness  of 
the  legs.  There  was  also  difficulty  in  voiding. 

On  examination,  moderate  impairment  of  motor  power 
in  the  legs  was  detected  and  there  was  a bilateral  ankle 
clonus  and  a positive  Babinski  sign.  On  the  left  side  the 
sensory  level  to  pin-prick  stimulation  was  at  Tjj^  derma- 
tome, the  right  side  being  unreliable  for  localization  be- 
cause of  the  previous  division  of  posterior  roots  at  the 
first  operation.  A lumbar  puncture  disclosed  a complete 
subarachnoid  block  with  400  mgm.  per  cent  of  protein, 
although  this  elevation  of  protein  might  have  been  due, 
in  considerable  degree,  to  the  lipiodol  injection  six 
months  before  that  time  (March,  1938)  when  hospitalized 
for  the  first  operation.  The  patient  was  placed  in  the 
Trendelenburg  position  and  the  previously  injected  lipi- 
odol was  found  to  be  completely  blocked  off  at  Tj„ 
vertebra.  The  significance  of  this  was  difficult  to  inter- 
pret as  the  opening  of  the  dura  and  removal  of  the  tumor 
just  above  this  region,  six  months  before,  might  well 
have  impeded  the  free  flow  of  lipiodol  in  itself.  It  was 
thought,  however,  that  there  had  been  a recurrence  of  the 
tumor  and  that  in  the  meantime  it  had  become  definitely 
malignant. 

At  operation  (avertin-novocaine) , a large  reddish-gray 
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extra-dural  tumor  mass  was  found  at  the  level  of  Tj,, 
vertebra  which  was  just  adjoining  the  site  of  the  neuro- 
fibroma removed  six  months  before  that  time.  It  was 
impossible  to  determine  whether  the' now  obviously  malig- 
nant tumor  had  arisen  from  the  posterior  root  remnant 
of  the  first  tumor,  or  had  begun  in  the  adjoining  root 
below.  The  dura  was  completely  denuded  of  tumor  al- 
though there  was  rather  sharp  hemorrhage  on  two  or 
three  occasions;  this  was  controlled  by  muscle  implants. 
The  dura  was  not  opened.  It  was  hoped  that  the  un- 
roofing of  the  dura  would  restore  the  motor  power  of  the 
weakened  lower  extremities  especially  when  combined 
with  the  massive  X-ray  therapy  given  post-operatively. 
The  histological  diagnosis  was  neurogenic  sarcoma, 
grade  II. 

The  patient  regained  considerable  motor  power  dur- 
ing the  first  few  weeks  after  operation  while  receiving 
X-ray  therapy.  When  last  seen  on  May  15,  1939,  eight 
months  after  the  second  operation,  the  disease  appeared 
completely  arrested  so  far  as  could  be  determined  by 
neurological  examination,  with  the  exception  of  one  or 
two  clonic  jerks  of  each  ankle.  He  was  able  to  move 
each  leg  quite  well,  and  there  was  no  Babinski  sign  and 
no  pain  in  the  trunk  and  legs,  even  on  bilateral  jugular 
compression.  The  patient  had  resumed  his  former  occu- 
pation as  a storekeeper. 

Comment:  It  is  impossible  to  state  how  much  of 
the  improvement  after  the  second  operation  was  due 
to  irradiation  and  how  much  to  operative  removal 
of  the  malignant  mass,  although  it  is  generally  held 
that  the  neurogenic  sarcomata  are  indifferently  re- 
sponsive to  irradiation. 

This  case  illustrates  the  veracity  of  the  observa- 
tions of  Poppen  and  Hur.xthaP  that  a symptom- 
producing  tumor  of  the  cord  may  well  be  present  even 
if  the  Queckenstedt  test  is  normal.  This  was  demon- 
strated by  the  pre-operative  investigation  before  the 
first  laminectomy  which  revealed  a large  dumb-bell 
tumor  arising  from  the  right  Tg  posterior  root. 

It  was  impossible  to  be  certain  whether  the  malig- 
nant tumor  found  at  the  second  operation  arose  from 
the  remnant  of  the  right  Tg  posterior  root  (a  distinct 
possibility)  or  whether  it  was  a different  tumor  en- 
tirely which  had  rapidly  grown  after  the  first  opera- 
tion during  the  six  months  which  elapsed  between 
the  two  laminectomies.  At  the  time  of  the  first 
laminectomy,  there  was  little  compression  of  the  cord 
(only  root  pain  was  present  and  the  Queckenstedt 
test  was  normal) ; at  the  time  of  the  second  laminec- 
tomy, there  was  marked  cord  compression  as  demon- 
strated by  the  complete  subarachnoid  block  and  by 
the  spastic  weakness  of  the  legs  which  had  developed 
entirely  between  the  two  operations. 

There  is  considerable  difference  of  o{)inion  among 


pathologists  concerning  the  true  nature  of  von  Reck- 
linghausen’s disease.  Kaufmann^^  states  that  “pure 
fibromas  of  the  peri  and  endoneural  connective  tissue 
occur;  other  tumors,  in  the  same  individual,  show  a 
small  number,  still  others  a larger  number  of  nerve 
fibre  cells”.  He  believes  it  is  a congenital  disease  of 
the  anlage  and  that  the  lesions  are  true  malforma- 
tions. The  onset  of  the  disease  is  usually  manifested 
by  pigmentation  and  the  formation  of  skin  tumors 
with  late  involvement  of  the  posterior  roots  of  the 
cord  and  the  cranial  nerves.  Acoustic  neurinoma  is  a 
frequent  accompaniment  of  von  Recklinghausen’s  dis- 
ease, but  these  tumors  arise  from  the  nerve  sheath  and 
the  nerve  itself  is  involved  only  secondarily.  The 
patient  described  above  (Case  VI)  shows  no  clinical 
evidence  of  an  acoustic  neurinoma  to  date.  Kauf- 
mann  states  that  metastases  in  von  Recklinghausen’s 
disease  are  rare  but  one  nodule  after  another  may 
become  histologically  sarcomatous.  MacCallum^’  be- 
lieves that  such  tumors  are  derived  from  the  sheath 
cells  of  Schwann  which  are  of  ectodermal  origin 
and  are  not  derived  from  connective  tissue.  Boyd^^ 
asserts  that  the  deeper  non-cutaneous  growths  espe- 
cially are  prone  to  undergo  sarcomatous  changes  and 
constitute  a frequent  cause  of  death  in  this  disease. 
He  mentions  the  occasional  occurrence  in  von  Reck- 
linghausen’s disease  of  a meningioma  or  a glioma  in 
the  spinal  cord  or  brain.  In  the  case  just  reported 
(Case  VI)  Boyd’s  comment  as  to  malignancy  is  es- 
pecially appropriate.  The  dividing  line  between 
neurogenic  fibroma  and  neurogenic  sarcoma  is  very 
indefinite:  it  can  be  malignant  although  there  may 
be  none  of  the  ordinary  microscopic  features  of  ma- 
lignancy discernible.  It  may  appear  entirely  benign 
when  removed  but  can  promptly  recur  and  then  begin 
to  infiltrate  the  surrounding  tissues  like  a true  sar- 
coma. Perhaps  the  best  pathological  conception  of 
von  Recklinghausen’s  disease  is  that  of  Smith  and 
Gault “The  tumors  are  derived  from  the  ners’e 
fibres  and  from  the  sheath  fibres  combined,  produc- 
ing neurofibromata.  The  tumor,  as  demonstrated  by 
special  staining  methods  to  show  the  presence  of 
nerve  fibres,  may  be  shown  to  be  a composite  or  true 
‘mixed’  tumor  involving  the  highly  specialized  con- 
nective tissue  of  the  nerve  sheath  and  the  actual  nerve 
fibre  itself.” 

C.  Lumbar  and  Lumbo-Sacral  Regions:  (three 

cases) 

Casr  ril.  A white  highway  construction  foreman, 
aged  forty,  was  admitted  to  the  University  of  V^irginia 
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Hospital  on  September  10,  1938.  T here  had  been  severe 
pain  in  the  lower  back  with  bilateral  foot  drop  for  two 
months  before  admission.  Dysuria  was  present.  The 
pain  was  exaggerated  by  coughing  and  straining. 

Examination  disclosed  a Haccid  weakness  of  the  lower 
legs  with  anesthesia  of  the  saddle  area  and  of  the  genitalia. 
The  lateral  aspects  of  the  feet  were  hypesthetic  to  pin- 
prick. The  knee  jerks  were  of  equal  intensity  and  active 
although  the  ankle  jerks  were  absent.  There  was  no 
ankle  clonus  or  Babinski  sign  in  either  foot. 

The  plain  films  of  the  spine  were  normal.  A Queck- 
enstedt  test  performed  at  interspace  was  normal, 

although  the  spinal  fluid  protein  was  300  mgm.  per  cent. 
Three  cc.  of  lipiodol,  placed  in  L.,_3  interspace,  produced 


Fig.  7 (Case  VII). — Large  extra-dural  hemangioma  at  La  ver- 
tebral level  producing  flaccid  weakness  of  legs  and  feet  and 
dysuria  together  with  severe  pain  in  lower  back  and  legs. 
The  lesion  was  coagulated  electro-surgically  and  irradiated 
post-operatively  with  complete  subsidence  of  disabling 
symptoms. 

a block  at  vertebra.  The  patient  himself  made  an 
astute  observation:  although  the  pain  in  the  lower  back 
and  legs  was  greatly  increased  on  bilateral  jugular 
compression,  he  noticed,  and  voluntarily  stated,  that 
this  did  not  occur  when  both  jugular  veins  were  com- 
pressed while  the  lumbar  puncture  needle  (at  L^_3  inter- 
space) and  manometer  were  in  place,  i.e.,  the  pressure 
wave  was  apparently  diverted  through  the  needle  and 
manometer  just  above  the  tumor  and  did  not  impinge  on 
the  mass  itself,  as  it  did  when  the  subarachnoid  space 


was  closed.  Immediately  on  withdrawing  the  needle  and 
manometer  and  repeating  the  Queckenstedt  test,  pain 
again  was  induced.  Doubtlessly,  pain  could  also  have 
been  produced  even  with  the  manometer  in  situ  by  oc- 
cluding the  rubber  tube  connection  between  the  needle 
and  manometer  while  the  Queckenstedt  maneuver  was 
being  done. 

Laminectomy  at  L.,.^  (September  16,  1938)  under  novo- 
caine  anesthesia  disclosed  an  extra-dural  hemangioma  at 
the  third  lumbar  interspace  (Fig.  7).  The  dura  was  com- 
pletely covered  with  a tangled  mass  of  vessels,  appar- 
ently of  arterial  nature.  The  periphery  of  the  angioma 
was  coagulated  with  the  electro-surgical  apparatus  and 
post-operative  X-ray  therapy  administered. 

When  last  seen  (September,  1939),  one  year  after  op- 
eration, his  general  condition  was  excellent.  All  pain 
had  disappeared  and  he  had  been  back  at  work  for  six 
months  or  more  after  operation.  The  only  residual  neuro- 
logical finding  was  a small  (3  cm.)  area  of  peri-anal 
anesthesia.  Bladder  function  was  normal  and  dorsiflexion 
of  the  feet  against  resistance  was  powerfully  performed. 

Comment:  Extra-dural  hemangiomas  of  the  spine 
and  of  the  brain  are  quite  rare.  The  subdural  va- 
riety occurs  considerably  more  frequently,  as  seen  in 
the  case  reported  by  Black  and  Faber^®,  who  stated 
that  only  ten  per  cent  of  blood  vessel  tumors  and 
varices  of  the  cord  were  purely  arterial;  90  per  cent 
were  composed  of  equal  numbers  of  ( 1 ) true  neo- 
plastic hemangiomas  (hemangioblastomas)  and  (2) 
of  venous  dilatations.  Blood  vessel  lesions  of  the 
central  nervous  system  are  best  divided  into  two  main 
groups:  (1)  true  blood  vessel  tumors  and  (2)  an- 
giomatous malfonnations;  the  latter  lesion  is  not  a 
true  neoplasm  but  has  been  included  in  most  reviews 
of  the  subject,  presumably  because  of  the  similarity 
of  the  clinical  syndrome.  Cushing  and  Bailey,^®  in 
their  masterly  monograph  on  blood  vessel  tumors  of 
the  brain,  likewise  divide  all  such  lesions  into  angio- 
matou.s  malformations  and  true  Ijlood  vessel  tumors 
( hemangiolilastomata ) . 

The  writer  recalls  a case  seen  in  1937  at  the  Medi- 
cal College  of  Virginia  in  Dr.  Coleman’s  Clinic,  .^n 
adolescent  girl  had  develojied  a flaccid  paraplegia 
following  a severe  fall  on  the  buttocks  when  a chair 
was  pulled  out  from  under  her  at  school.  .A.t  opera- 
tion, a large  intra-dural  hemangioma  involving  the 
cauda  equina  was  disclosed.  Two  years  later,  after 
post-operative  X-ray  therapy,  the  patient  was  am- 
bulatory with  moderate  bilateral  foot  drop.  Occa- 
sionally, in  the  female,  such  lesions  first  manifest 
themselves  clinically  and  sjiontaneously  at  the  onset 
of  the  menses,  presumalily  due  to  a periodic  vicarious 
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engorgement  of  the  angiomatous  vessels,  comparable 
to  vicarious  menstruation  (epistaxis). 

All  writers  on  the  subject  agrfee  as  to  the  value  of 
post-operative  irradiation  in  the  treatment  of  hem- 
angiomas and  vascular  malformations  of  the  brain, 
spinal  cord  and  elsewhere.  In  this  instance  ( Case 
VII),  the  combined  effect  of  electro-coagulation  and 
irradiation  has  been  entirely  satisfactory  to  date. 

Case  nil.  A white  man,  aged  forty-six,  a jeweler, 
was  admitted  to  the  University  of  Virginia  Hospital 
directly  from  a tuberculosis  sanatorium  on  June  1,  1939. 
He  had  had  pulmonary  tuberculosis  for  twenty  years 
and  the  sputum  was  positive  for  tubercle  bacilli  on  ad- 
mission. A two  stage  thoracoplasty  had  been  done  by 
Dr.  E.  C.  Drash  several  weeks  before  the  present  admis- 
sion, followed  by  definite  improvement  of  the  tuberculosis. 

Two  years  before  the  present  admission,  the  patient 
noticed  severe  pain  and  burning  in  the  right  lumbar 
region  which  radiated  to  the  right  thigh.  This  was 
greatly  exaggerated  by  coughing  and  straining. 

Neurological  examination  was  essentially  negative, 
with  no  numbness,  weakness  or  reflex  changes  in  the 
extremities.  The  pain  radiated  into  the  right  thigh  an- 
teriorly and  was,  therefore,  not  of  the  sciatic  type.  Bi- 
lateral jugular  compression  induced  immediate  severe 
pain  in  the  lower  back  and  right  thigh. 

A Queckenstedt  test  (Lg_^)  showed  a complete  block. 
The  spinal  fluid  was  xanthochromic  in  color.  The  total 
protein  content  was  1000  mgm.  per  cent.  Three  cc.  of 
descending  lipiodol  was  introduced  (Lij.g)  and  this  was 
blocked  off  at  L.,  vertebra  while  the  patient  was  in  the 
extreme  Trendelenburg  position.  Also,  the  oil,  from 
Lo  V'ertebra  downward  toward  the  sacrum,  with  the  head 
elevated,  showed  many  indentations  as  it  descended.  The 
pre-operative  impression  was:  cauda  equina  tumor,  pos- 
sibly a tuberculoma. 

The  patient  was  operated  upon  in  two  stages  be- 
cause of  his  serious  lung  lesion.  At  the  first  opera- 
tion (June  7,  1939)  under  spinal  anesthesia,  supple- 
mented by  nitrous  oxide  and  oxygen  anesthesia  at  closure, 
a first  stage  laminectomy  of  Lj_g_g_^  was  carried  out 
with  exposure  of  the  dura  only;  the  wound  was  closed. 
At  the  second  operation,  one  week  later  (June  1+,  1939), 
the  dura  was  opened  from  Lj  to  L-  vertebrae.  A tumor 
lying  anterior  to  the  cauda  equina  was  readily  exposed 
which  appeared,  at  first  glance,  to  be  benign.  It  was 
reddish-purple  in  appearance  and  five  to  six  centimeters 
in  length.  Overlying  it  was  a posterior  root  extending 
to  the  right,  doubtless  the  source  of  the  patient’s  pain. 
When  an  attempt  was  made  to  remove  the  tumor,  severe 
hemorrhage  was  met  with  in  freeing  it  at  its  upper  and 
lower  poles  as  well  as  in  the  center.  The  tumor  was 
aspirated  on  several  occasions  and  liquid  blood  was 
obtained.  A frozen  section  report  during  the  operation 
disclosed  a malignant  tumor — type  not  then  determinable. 
About  three-fourths  of  the  tumor  could  be  removed,  fol- 
lowing which  the  Queckenstedt  maneuver  performed  by 


the  anesthetist  produced  a free  flow  of  fluid  from  above. 
The  dura  was  completely  closed  and  the  patient  was  re- 
turned to  the  ward  in  good  condition.  The  final  his- 
tological diagnosis  was  angioblastic  meningioma — Type 
4 of  Cushing  and  Eisenhardt’sl"  classification  (Fig.  8). 

The  patient  made  a satisfactory  post-operative  recov- 
ery. The  pain  in  the  right  leg  disappeared  and  he  re- 
ceived heavy  irradiation,  post-operatively,  before  being 
transferred  to  the  sanatorium  where  he  is  at  the  time  of 
writing.  He  is  still  free  from  pain;  a slight  weakness 
of  the  right  leg  is  the  only  residual  finding  follow- 
ing the  extensive  dissection  in  the  region  of  the  cauda 
equina  incident  to  the  operative  attack  on  the  tumor. 


Fig.  8 (Case  VIII). — Angioblastic  type  of  meningioma  (X900). 
Note  the  extreme  vascularity.  The  vascular  channels  are 
lined  by  neoplastic  cells  or  flattened  endothelium.  This  ap- 
pearance is  in  marked  contrast  to  the  benign  type  (Fig.  2 — 
Case  II)  and  post-operative  therapy  is  necessary  as  the 
tumor  has  definite  malignant  propetties  and  it  will  rapidly 
recur  if  not  irradiated. 

Commeyit : It  has  now  been  definitely  established 
that  all  so-called  meningiomata  of  the  brain  and  cord 
are  not  benign  and  may  have  very  malignant  proper- 
ties even  though  the  lesion,  when  first  operated  upon, 
appears  circumscribed  and  benign.  The  tumor  in  this 
patient  (Case  VIII)  was  of  the  angioblastic  type  and 
is  closely  allied  to  the  sarcomata,  both  neoplasms 
arising  from  the  embryonal  mesoderm.  Cushing  and 
Eisenhardt^'  have  classified  meningiomata  into  nine 
distinct  types;  this  particular  tumor  (Case  VIII) 
falls  into  Type  4.  They  (the  angioblastic  meningio- 
mas) may  rapidly  recur,  especially  if  not  irradiated 
post-operatively.  In  one  of  the  three  variant  sul)- 
groups  of  Cushing  and  Eisenhardt’s  Type  4,  all  of 
the  six  cases  reported  recurred  and  there  was  only 
one  survival  five  years  after  operation.  They  describe 
the  tumor  as  a reticulin-forming  angioblastic  growth. 
It  is  a cellular  neoplasm  with  numerous  vascular 
channels  lined  by  neoplastic  cells  or  flattened  endo- 
thelium. 
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All  neuro-surgeons  are  familiar  with  cases  of  intra- 
rrrtniaf  meningiomata  which  rapidly  recur.  Such  a case 
has  been  seen  in  our  Clinic  recently  { 1937-8).  At  the 
first  operation,  a large  circumscribed  meningioma,  the 
size  of  an  orange,  attached  to  the  left  petrous  (venous) 
sinus,  was  entirely  removed  (by  Dr.  W.  G.  Crutch- 
field) except  for  a tiny  nubbin  of  tumor  at  the  venous 
attachment.  The  histological  diagnosis  was  men- 
ingioma and  no  po.st-operative  irradiation  was  given. 
Five  months  later,  the  patient  showed  undoubted 
evidence  of  recurrence  and  the  old  craniotomy  wound 
was  reopened.  .A  large  cauliflower-like  mass — much 
larger  than  the  original  tumor — was  found,  an  ob- 
viously malignant  growth.  It  was  subtotally  removed 
and  heavy  post-operative  irradiation  administered  as 
histological  examination  showed  it  to  be  of  the  an- 
gioblastic  (sarcomatous?)  type.  He  has  remained 
free  of  all  evidence  of  recurrence  nineteen  months 
after  the  second  operation.  It  is  important  to  remem- 
ber, from  a therapeutic  as  well  as  a prognostic  stand- 
point, that  seemingly  grossly  benign  meningiomata 
of  the  brain  or  the  spinal  cord  may  rapidly  recur 
after  operation.  Careful  histological  examination  of 
the  removed  tumor  is  very  important,  in  view  of  the 
newer  knowledge  concerning  these  neoplasms,  before 
a final  opinion  as  to  post-operative  management  and 
prognosis  may  be  given. 

This  case  (VUI)  also  is  an  object  lesson  in  demon- 
strating that  not  every  patient  wdth  active  tuberculosis 
of  the  lungs  has  a tuberculoma  of  the  spine  when  signs 
of  cord  compression  develop.  Such  a lesion — a tuber- 
culoma— was  considered  to  be  a likely  possibility  in 
this  case;  its  true  nature  was  learned  only  at  opera- 
tion and  by  careful  histological  examination  ot  the 
removed  tumor. 

Casf  IX.  A white  housewife,  aged  sixty,  was  ad- 
mitted to  the  University  of  Virginia  Hospital  on  Decem- 
ber 8,  1938.  She  complained  of  severe  pain  in  the  left 
hip  and  leg  and  the  lower  back  of  two  years’  duration 
following  a fall  on  the  back.  The  pain  was  exaggerated 
by  coughing  and  straining. 

Examination  disclosed  a definite  sciatic  syndrome  in 
the  left  leg.  The  left  calf  was  atrophied  and  the 
ankle  jerks  were  absent  bilaterally  even  when  the  pa- 
tient kneeled  on  a chair  with  the  feet  relaxed  posteriorly; 
the  knee  jerks  were  of  equal  intensity  and  active.  There 
was  marked  weakness  of  dorsiflexion  of  the  left  foot 
and  numbness  to  pin-prick  in  the  left  leg  and  calf  pos- 
teriorly. Bilateral  jugular  compression  induced  sudden 
pain  in  the  left  leg.  Pelvic  and  rectal  examinations 
were  negative. 

Lumbar  puncture  (L.^_,)  disclosed  normal  dynamics 
but  the  rev'ersed  Queckenstedt  test  was  positive  for  a 


block  between  Lg  and  the  caudal  notch  below.  The  spinal 
fluid  protein  was  normal  (40  mgm.).  As  orthopedic 
measures  of  several  weeks’  duration,  including  Buck’s 
extension  at  home,  had  been  of  little  help,  descending 
lipiodol  (3  cc.)  was  injected  at  This  showed 

three  distinct  defects  at  L,j_^,  Lj_-  and  L-_Sj  interspaces 
(Fig.  9)  when  the  patient’s  head  was  elevated.* 


Fig.  9 (Case  IX). — Roentgenogram  of  lumbo-sacral  spine  im- 
mediately after  lipiodol  injection  (Lj-.-,),  the  patient  being  in 
the  semi-erect  position.  The  normal  oil  column,  with  the 
head  of  the  patient  elevated,  always  descends  without  inden- 
tation to  a point  definitely  below  the  top  of  the  sacrum. 
At  operation,  three  adjacent  hypertrophied  ligamenta  flava 
(L3-4,  Li--,,  Lj-Si)  were  found  (arrows)  and  removed  with 
complete  relief  of  all  sciatic  pain. 

At  operation  (December  14,  1938)  under  one  per  cent 
novocaine  and  spinal  anesthesia,  a most  unusual  group  of 
lesions  was  disclosed.  There  were  three  adjacent  hyper- 
trophied ligamenta  flava  corresponding  to  the  defects 
shown  in  the  lipiodol  shadow.  Each  one  was  fully  one 
centimeter  in  thickness,  cartilaginous  in  consistency,  and 
very  adherent  to  the  underlying  dura.  No  herniation  of 
a nucleus  pulposus  was  seen.  The  dura  was  opened  and 
the  lipiodol  removed;  the  cauda  equina  appeared  normal. 
The  histological  examination  of  the  removed  tissue 
showed  it  to  consist  of  hypertrophied  ligamenta  flava 
and  fibro-cartilage.* 

•The  writer  wishes  to  express  his  appreciation  to  Drs. 
V.  W.  Archer  and  George  Cooper,  Jr.,  Roentgenologists 
at  the  University  of  Virginia  Hospital,  for  their  inter- 
pretation of  the  roentgenograms,  and  to  Drs.  J.  R.  Cash 
and  Frank  Foote,  of  the  University  of  Virginia  Depart- 
ment of  Pathology,  who  examined  all  the  pathological  ma- 
terial in  the  nine  cases  reported  in  this  paper. 
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The  patient  made  an  uneventful  convalescence  with 
rapid  subsidence  of  the  left-sided  sciatica  in  a few  days. 
When  last  seen  (September,  1939)  she  had  had  no  recur- 
rence of  the  sciatica  and  was  engaged  in  her  household 
duties. 

Comment:  The  syndrome  of  low  back  pain  and 
sciatica  incident  to  a hypertrophy  of  the  ligamentum 
flavum  and  (or)  nucleus  pulposus  herniation  is  now 
well  known  to  all  neurologists,  orthopedists  and 
neuro-surgeons  following  the  excellent  paper  in  1936 
of  Hampton  and  Robinson^^  on  herniation  of  the 
nucleus  pulposus,  although  occasional  reports  of  these 
lesions  had  occurred  in  the  literature^^>  before  their 
paper.  This  case  is  unusual  in  that  there  were  three 
adjacent  definitely  hypertrophied  ligaments  (at  L3-4, 
L4_.-,,  L.5_Si).  This  has  hitherto  not  been  recorded 
in  the  literature,  to  our  knowledge.  Spurling,  May- 
field  and  Rogers^i  should  be  credited  with  first 
( 1 9.1 7 ) clearly  delineating  the  syndrome  and  the 
frequency  of  hypertrophy  of  a ligamentum  flavum  as 
a cause  of  low  back  pain  and  sciatica,  although 
earlier  reports  had  appeared."' 

It  is  impossible  to  tell  definitely  before  operation 
whether  one  is  dealing  with  a herniated  interverte- 
bral disk  or  a hypertrophied  ligament;  this  is  of 
little  practical  importance  as  the  treatment  is  the 
same — laminectomy  with  removal  of  the  offending 
extra-dural  lesion.  A report-®  from  this  Clinic 
and  that  of  Dr.  Lehman’s  (1938)  of  two  atypical 
cases  of  hypertrophy  of  the  ligamentum  flavum 
showed  that  the  usual  syndrome  is  not  always  pres- 
ent. In  one  patient  the  lesion  was  in  the  lumbar 
region  but  there  was  no  pain;  a flaccid  weakness  of 
the  legs  was  the  outstanding  clinical  finding.  In  the 
second  case,  the  lesion  was  in  the  thoracic  region 
with  the  usual  symptoms  of  cord  compression  in  this 
area  and  constituted  the  only  recorded  case  (to  our 
knowledge)  of  hypertrophy  of  the  ligamentum 
flavum  not  located  in  the  lumbo-sacral  region. 
Herniated  intervertebral  disks  have  been  found  in 
the  cervical,  thoracic  and  lumbo-sacral  regions  of  the 
spine.  The  early  recognition  of  the  fact  that  certain 
cases  of  sciatica  are  due  to  a mass  lesion  of  the  lower 
spine  constitutes,  j)erhaps,  the  most  important  neuro- 
surgical advance  in  the  last  four  years  and  has  un- 
doubtedly resulted  in  prompt  relief  for  many  patients 
who,  before  that  time,  would  have  suffered  months  or 
years  of  severe  recurring  disability.  It  should  be  em- 
jihasized,  however,  that  it  has  always  been  true,  and 
will  continue  to  be  so,  that  most  cases  of  sciatica 


are  not  neuro-surgical  in  nature  but  are  due  to  dis- 
ease of  the  lumbo-sacral  and  sacro-iliac  joints  and 
other  primarily  orthopedic  conditions. 

This  case  also  demonstrates  that  a patient  can  have 
a mass  lesion  of  the  lumbo-sacral  spine  causing  severe 
sciatica  and  yet  have  no  increase  in  spinal  fluid  pro- 
tein, emphasizing  again  the  necessity  for  revision  of  a 
number  of  our  former  ideas  concerning  the  diagnosis 
of  mass  lesions  of  the  spine  and  its  contents. 

Conclusions 

1.  As  stated  in  the  introductory  remarks  of  this 
paper,  the  main  key  to  the  diagnosis  of  a mass  lesion 
of  the  spine  and  (or)  its  contents  is  to  keep  its  pos- 
sibility in  mind  when  the  differential  diagnosis  is 
considered  in  any  individual  patient. 

2.  It  is  evident  that  the  clinician  must  be  forever 
on  the  alert  to  detect  early  significant  findings  in 
patients  who  may  have  a tumor  of  the  spine,  in  order 
to  spare  the  patient  needless  delay  in  obtaining  re- 
lief from  his  disability. 

3.  A number  of  unusual  surgical  cases  are  de- 
scribed together  with  certain  pitfalls  in  diagnosis 
and  methods  of  investigation  of  patients  who  may  be 
harboring  such  growths.  Several  of  the  cases  are 
pathological  curiosities  and  have  rarely  if  ever  been 
reported  in  the  literature  (Cases  I,  III,  VI,  VII, 
VIII,  IX). 

4.  A perusal  of  the  nine  case  reports,  together  with 
the  pre-  and  post-operative  findings  makes  it  clear 
that  the  profession  must  revise  certain  long-held  be- 
liefs concerning  the  signs  and  symptoms,  diagnostic 
tests,  pathology,  prognosis  and  treatment  of  tumors  of 
the  spine  and  its  contents. 
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CYSTS  OF  THE  MAXILLARY  SINUS.* 


Thomas  E.  Hughes,  M.D., 

and 

J.  S.  Dryden,  M.D., 

Department  of  Ophthalmology  and  Oto-Laryngology,  Memorial  Hospital, 
Richmond,  Virginia. 


The  literature  on  this  subject  is  extremely  meager 
and  the  classification  somewhat  confusing.  This  dis- 
cussion will  be  limited  to  the  more  common  types  of 
cysts.  Dentigerous  cysts  and  cystic  adamantinoma 
will  be  mentioned  only  for  clarification  of  the  sub- 
ject. 

Dentigerous  cysts  are  rather  rare  and  occur  in  the 
follicle  of  an  unerupted  tooth.  .A  portion  of  the  tooth 
is  located  in  the  wall  of  the  cyst.  Cystic  adamanti- 
noma are  new  growths. 

G.  W.  McGregor  gives  the  only  complete  classifi- 
cation and  histologic  description  of  the  ordinary 

*Read  before  the  Virginia  Society  of  Ophthalmology  and 
Oto-Laryngology,  at  Old  Point  Comfort,  Va.,  May  18, 
1940. 


types  of  cysts  of  the  maxillaiA’  sinus  which  could  be 
found  in  the  literature.  He  describes  three  types, 
namely,  secreting  cysts,  dental  cysts  of  inflammatory 
origin  and  mesothelial  cysts.  He  believes  that  secret- 
ing cysts  are  produced  not  entirely  by  mechanical  ol> 
struction  to  the  outlet  of  the  gland,  but  also  by  a 
failure  of  the  cilia  of  the  convoluted  tubules  of  the 
gland  to  carry  off  the  secretion.  The  loss  of  function 
of  the  cilia  is  due  to  inflammation.  This  permits  an 
over-filling  of  the  gland  and  produces  an  increase  in 
intra-glandular  pressure.  Cysts  form  much  more 
readily  in  an  edematous,  loose  type  of  mucous  mem- 
brane than  in  a firm,  fibrous  type. 

The  increased  pressure  on  the  epithelial  lining 
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produces  a stretching  and  thinning  of  the  wall  and, 
eventually,  the  cells  become  elongated  instead  of 
columnar  in  t>^e.  The  pressure  may  continue  until 
the  cilia  are  destroyed  and  the  epithelium  lost.  In 
this  manner  cysts  are  formed  and  they  sometimes  fill 
the  maxillary  sinus.  Secreting  cysts  contain  mucus. 

Dental  cysts  are  of  inflammatory  origin.  The  den- 
tal ridges,  from  which  both  the  milk  teeth  and  the 
permanent  teeth  develop,  are  formed  from  a ridge- 
like thickening  of  ectoblastic  epithelium  which  ap- 
pears along  the  margins  of  the  oral  cavity  parallel  to 
the  labial  grooves.  After  the  milk  teeth  and  subse- 
quently the  permanent  teeth  have  developed  from  a 
series  of  papillae  the  dental  ridges  degenerate  and 
should  entirely  disappear. 

Sometimes,  however,  fragments  of  these  structures 
remain  and  persist  into  adult  life  as  epithelial  rests. 
These  structures  remain  dormant  unless  stimulated. 
.\n  inflamed  or  carious  tooth  seems  to  be  an  ideal 
stimulus.  Different  types  of  epithelium  may  be  re- 
produced from  the  cells  of  the  epithelial  rests.  The 
contents  of  the  cyst  may  be  fluid  or  caseous,  depend- 
ing upon  the  preponderance  of  the  particular  type  of 
epithelium  lining  the  cyst  wall.  Frequently  the  cyst 
contains  a clear,  yellow  fluid  with  cholesterin  crys- 
tals and  cast-off  epithelial  cells. 

Mesothelial  cysts  occur  in  the  edematous  mucous 
membrane  and  are  due  to  the  accumulation  of  tissue 
fluids  in  the  tissue  Spaces.  The  edema  is  due  to  a 
disturbance  of  the  water-balancing  mechanism  caused 
by  infection.  This  t)’pe  of  cyst  has  no  true  wall.  It 
contains  tissue  fluids. 

h'uller  classified  cysts  of  the  maxillary  sinus  as 
follicular  or  dentigerous  and  dental,  periosteal  or 
root  cysts,  and  reported  two  cases,  one  representing 
each  type.  He  claims  that  dentigerous  cysts  occur 
more  commonly  in  the  lower  jaw  than  in  the  upper 
and  that  they  arise  from  some  part  of  the  follicle  of 
a non-erupted  tooth.  Dental  cysts,  on  the  other  hand, 
are  seen  more  frequently  in  the  upper  jaw. 

Small  cysts  of  the  maxillary  sinus  may  not  pro- 
duce symptoms,  but  are  frequently  discovered  on 
X-ray  examination.  Large  cysts  may  cause  pain  from 
pressure  and  also  a swelling  on  the  cheek,  roof  of 
the  mouth  and  floor  of  the  nose.  When  puncturing 
the  maxillary  sinus  it  is  not  unusual  to  pierce  a cyst 
and  obtain  a clear,  yellow  fluid. 

Dental  Cysts — Report  or  Case 

Mr.  C.  T.,  age  twenty-one  years,  was  first  seen  on 
February  21,  1940,  in  the  Out-Patient  Department 


of  the  Medical  College  of  Virginia,  complaining  of 
swelling  over  the  right  cheek.  About  thirteen  months 
prior  to  this,  he  had  had  an  abscess  of  the  second 
upper  bicuspid  tooth  on  the  right  side.  The  abscess 
drained  spontaneously  after  about  a week  and  rapid- 
ly subsided.  A month  later  a slight  swelling  ap- 
peared on  the  right  cheek  bone.  It  was  neither  pain- 
ful nor  tender,  but  gradually  increased  in  size.  A 
thin,  clear,  yellow  fluid  containing  cholesterin  crys- 
tals was  aspirated  from  the  mass. 

On  March  25,  1940,  the  patient  was  admitted  to 
Memorial  Hospital.  For  about  two  weeks  he  had 
been  having  pain  in  the  frontal  region.  This  was 
more  severe  on  the  right  side  and  radiated  to  the 
right  ear.  The  pain  was  more  or  less  intermittent  in 
character  and  was  intensified  markedly  when  the  pa- 
tient leaned  over.  He  described  the  pain  as  similar 
to  a toothache,  dull  and  boring.  There  was  a hard 
elevated  mass  on  the  middle  third  of  the  upper  right 
maxilla.  The  skin  over  it  was  freely  movable  and 
there  was  no  tenderness  nor  redness.  The  mass 
showed  as  an  elevation  both  in  the  floor  of  the  nose 
and  in  the  hard  palate  on  the  right  side.  Pressing  on 
the  mass  gave  a springy  sensation  similar  to  that 
elicited  when  pressing  a ping-pong  ball  between  the 
fingers.  The  right  naris  was  partly  occluded  by  ex- 
tension of  the  mass  under  the  nasal  floor.  There  were 
no  palpable  hinph  nodes  referable  to  the  mass. 

.\11  of  the  upper  teeth  were  present  and  all  ap- 
peared normal  except  the  first  right  maxillary  molar, 
which  was  badly  broken  down.  The  biting  edges  of 
the  right  upper  canine  and  bicuspids  were  inverted 
from  pressure  on  their  roots. 

As  previously  mentioned,  the  patient  complained 
of  headache,  but  had  no  dizziness,  fainting,  convul- 
sions, twitchings,  spasm,  anesthesia,  paraesthesia, 
ataxia  or  joint  pains.  Vision  was  normal.  The 
cranial  nerves  were  intact. 

X-ray  Report:  “Postero-anterior  and  right  lateral 
films  of  the  skull  showed  complete  clouding  of  a 
large  right  maxillary  antrum  with  a little  less  density 
along  the  upper  and  outer  margins.  There  appeared 
to  be  a large  tumor  mass  filling  the  greater  part  of 
the  right  maxillar}'  antrum,  especially  along  its  lower 
and  anterior  portions.  Some  of  the  tissue  density 
pressed  into  the  right  naris.  There  was  no  wide- 
spread or  localized  destruction  of  the  bony  wall  but 
some  expansion  of  the  anterior  wall  of  the  antrum, 
apparently  due  to  pressure.  Conclusion;  Tumor  of 
the  right  antrum,  probably  malignant.” 
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Two  days  before  operation  5 gc.  of  clear,  yellow 
fluid  were  aspirated  from  the  cyst  through  the  in- 
ferior meatus.  This  revealed  the  presence  of  80  mgm. 
of  cholesterol  per  100  cc.  of  fluid.  No  sediment  was 
obtained  by  centrifuging  the  fluid,  and  no  tissue  cells 
were  found. 

Operative  Technic — March  29,  1940:  Patient  had 
considerable  bulging  and  thinning  of  the  bone  in 


fled  .squamous  epithelium  which  is  preserved  only  in 
focal  areas;  in  other  places  the  squamous  epithelium 
is  replaced  by  granulation  tissue.  A few  fragments 
reveal  mucous  glands  and  ducts  and  a few  fragments 
of  bone.  No  carcinomatous  changes  are  identified. 

Pathological  Diagnosis:  Squamous  epithelial  lined 
ma.xillary  cyst  with  very  marked  chronic  inflamma- 
tion of  the  wall  of  the  cysts.” 


March  26/40:  Blood  Rbc.  4,590;  Hbg.  98%;  Wbc.  9,900;  Pmn.  50;  Lymph.  46;  Ret.  0;  Blast.  0 


April  2/40:  “ “ 4,360;  “ 98%; 

the  canine  fossa.  The  usual  incision  for  Caldwell- 
Luc  was  made,  and  the  periosteum  stripped  back, 
e.xposing  a large  cyst  covered  by  a very  thin,  paper- 
like layer  of  bone.  The  cyst  was  aspirated  and  one 
ounce  of  straw-colored  fluid  w’as  obtained.  With  a 
knife  an  opening  was  then  made  through  the  bone 
and  a large  cystic  cavity  was  exposed.  This  involved 
the  entire  antrum,  which  was  enlarged  in  all  diam- 
eters. The  cystic  cavity  w’as  covered  with  a thick 
lining  membrane  which  was  carefully  dissected  away 
in  one  piece.  There  was  considerable  thinning  of  the 
bony  wall  of  the  maxillary  sinus,  due,  apparently, 
to  pressure  from  the  cyst.  large  window  was  made 
under  the  inferior  turbinate,  the  cavity  packed  wdth 
iodoform  gauze  and  the  wound  closed  wdth  inter- 
rupted cat-gut  sutures.  No  evidence  of  malignancy 
was  found. 

Pathological  Report — “Gross  Description;  There 
is  a fairly  large  collapsed,  fibrous,  thin-walled,  cyst- 
like structure  and  a few'  fragments  of  cellular  tissue. 

Microscopic  Description:  The  wall  is  made  up  of 
connective  tissue  densely  infiltrated  with  plasma  cells 
and  lymphocytes  and  polymorphonuclear  leukocytes 
in  some  places.  It  has  an  internal  lining  of  strati- 


Normochromic 

Normogenic. 

6,100;  “ 62;  “ 38. 

From  the  history  of  abscess  in  the  canine  fossa, 
from  the  character  of  the  contents  of  the  cyst,  and 
from  the  histologic  structure  of  the  cyst  wall,  the 
diagnosis  of  dental  cyst  w’as  made. 

The  patient  had  an  uneventful  post-operative  re- 
covery and  was  discharged  in  about  one  week. 

Summary 

1.  Secretion,  dental  and  mesothelial  cysts,  when 
small,  are  usually  discovered  only  by  X-ray  examina- 
tion. 

2.  They  occur  rather  frequently  in  the  maxillary 
sinus  and  vary  greatly  in  size. 

3.  They  are  all  infectious  in  origin  and,  there- 
fore, may  be  a focus  of  infection. 

4.  Secreting  cysts  contain  mucus ; dental  cysts  con- 
tain either  a clear,  yellow  fluid  or  caseous  material, 
and  mesothelial  cysts  contain  tissue  fluids. 
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TREATMENT  OF  ULCERATION  OF  THE  FOOT  IN  ADVANCED 

ARTERIOSCLEROSIS. 


Ben  L.  Boynton,  M.D., 

Director,  Department  of  Physical  Therapy,  Norfolk  General  Hospital, 


Norfolk, 

One  of  the  most  difficult  therapeutic  problems  is 
presented  by  the  patient  with  advanced  arteriosclero- 
sis where  ulceration  has  occurred.  Such  a patient 
is  usually  fifty  years  of  age  or  more  and  has  had  in- 
termittent claudication  for  some  months  or  years. 
Commonly  there  has  been  too  close  trimming  of  a 


Virginia. 


toenail,  the  patient  has  cut  a corn  too  deeply,  or  im- 
properly fitting  shoes  have  caused  pressure  necrosis. 
Frequent,  too,  is  the  history  of  over-exposure  to  cold 
- — any  of  these  factors  may  lead  to  the  appearance  of 
infection,  and  ulceration  follow’s  closely  in  its  wake. 
At  this  stage  the  patient  comes  to  the  physician  lie- 
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cause  of  increasing  and  at  times  almost  unbearable 
pain. 

E.xamination  of  the  affected  part  usually  dis- 
closes a leg  that  is  cold  from  the  knee  on  down,  the 
foot  may  be  edematous  and  in  the  area  of  infection 
there  is  marked  congestion.  Rarely  are  pulsations 
palfjable  in  the  dorsalis  pedis  or  posterior  tibial  ar- 
teries. Elevation  of  the  leg  quickly  produces  pro- 
nounced ischemia  while,  with  the  leg  in  a dependent 
position,  the  color  returns  slowly,  gradually  going  on 
to  deep  rubor  within  two  to  four  minutes.  The  ul- 
ceration itself  may  be  irregular  but  the  edges  are 
usually  smooth.  Such  an  ulcer  is  frequently  quite 
deep  and  frankly  purulent  with  a wide  zone  of  in- 
flammatory reaction  around  it.  The  size  of  the  ulcer 
is  largely  dependent  on  its  location,  i.e.,  an  ulcer  on 
the  dorsum  of  the  toe  is  usually  small  while  an  ulcer 
on  the  heel  or  over  the  metatarsal-phalangeal  joint  on 
the  medial  border  of  the  foot  is  likely  to  be  large. 

TRE.A.TMENX 

Treatment  of  such  a case  must  be  undertaken  from 
several  angles.  In  the  first  place,  the  patient  must 
have — 

Relief  From  Pain.  This  is  important  from  the 
physiologic  as  well  as  from  the  subjective  viewqioint, 
for  pain  leads  to  spasm  and  spasm  cuts  down  an 
already  seriously  imjjaired  circulation.  Morphine  is 
the  drug  of  choice  for  the  relief  of  pain.  One  should 
use  discretion  as  to  the  amount  and  frequency  of  its 
administration  but  a surprisingly  small  amount  will 
go  a long  way. 

Rest  is  next  in  order  for  the  successful  management 
of  these  cases.  Bed  rest,  with  possible  bathroom 
privileges,  is  the  best  regimen.  During  the  acute  phase 
of  the  disease  it  is  unwise  to  treat  these  patients  as 
ambulatory  cases.  The  period  of  rest  should  last 
from  one  to  four  weeks  depending  on  the  progress  of 
the  case. 

Supportive  Measures.  .\s  for  cardiac  decompensa- 
tion, control  of  diabetes,  dietary  management,  etc., 
are  essential  where  the  indications  are  present. 

Specific  Treatment  of  the  leg  is  a subject  of  much 
confusion.  Enthusiasts  who  make  claims  for  passive 
vascular  exercise  (suction-pressure  therapy)  advo- 
cate its  use  regardless  of  the  infection.  Suction- 
pressure  therapy  will  help  to  relieve  pain  but  in  my 
experience  the  ulcer  does  not  have  any  great  tendency 
to  heal.  In  fact,  I have  observed  over  a period  of 
two  or  three  weeks  steady  increase  in  the  size  of  the 


ulcer  despite  the  fact  that  during  this  period  the  pa- 
tient was  receiving  suction-pressure  therapy. 

Postural  Exercises,  or  Buerger’s  exercises  to  stimu- 
late the  collateral  circulation,  are  definitely  of  value 
where  they  can  be  used  without  producing  an  acute 
exacerbation  of  the  pain.  Individualized  prescription 
for  the  exercises  is  most  important  if  the  major 
therapeutic  benefit  is  to  be  derived  from  them.  No 
routine  prescription  is  suitable  in  all  cases,  nor  does 
the  prescription  in  any  one  case  remain  the  same  in- 
definitely. The  exercises  consist  of  three  parts;  (a) 
elevation,  (b)  dependent  position,  and  (c)  horizontal 
position.  Elevation  should  be  no  longer  than  the 
time  necessary  for  the  part  to  become  ischemic,  usual- 
ly one  minute  or  less.  The  dependent  position  should 
be  long  enough  for  the  part  to  develop  and  maintain 
rubor  for  one  minute;  this  may  require  from  three  to 
five  minutes.  The  horizontal  position  may  be  any 
desired  time  but  should  be  at  least  equal  to  the  sum 
of  the  other  two.  These  three  positions,  in  the  order 
given,  should  be  repeated  for  at  least  an  hour  each 
time  with  a minimum  of  three  hours,  in  the  twenty- 
fouf,  being  devoted  to  these  exercises. 

Intermittent  Venous  Occlusion  is  perhaps  the  most 
effective  of  all  the  treatments  thus  far.  This  may  be 
considered  as  a passive  means  of  postural  exercise. 
Intermittent  venous  occlusion  may  be  obtained  in  two 
ways,  either  by  a machine  designed  for  that  purpose, 
or  by  the  use  of  an  ordinary  blood  pressure  ap- 
paratus. Obviously,  the  machine  is  preferable  where 
circumstances  permit,  since  the  patient  does  not 
have  to  concentrate  on  the  job  in  hand  all  the 
time  the  treatment  is  in  progress.  Furthermore,  one 
can  be  more  certain  as  to  the  pressure  attained  and 
the  proper  spacing  of  pressure  and  release  intervals. 
It  is  feasible  to  treat  both  legs  at  once  with  the 
automatic  device.  However,  for  the  individual  with- 
out the  means  of  obtaining  such  a machine,  just  as 
satisfactory  results  may  be  achieved  by  proper  u.se 
of  manually  operated  blood  pressure  apparatus.  In 
either  event,  the  most  desirable  period  of  application 
for  intermittent  venous  occlusion  appears  to  be  pres- 
sure for  two  minutes,  release  for  four  minutes.  The 
pressure  should  be  within  about  ten  millimeters  of 
mercury  of  the  diastolic  pressure,  or  not  to  exceed 
eighty  millimeters  of  mercury.  The  two  minute  on, 
four  minute  off  cycle  should  be  repeated  for  at  least 
an  hour  at  a time  and  there  should  be  a minimum  of 
three  hours  a day  devoted  to  this  treatment.  The 
patient  lies  recumbent  while  the  treatment  is  going 
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on.  In  the  acute  case  it  is  sometimes  advantageous  to 
use  the  apparatus  continuously  for  twenty-four  to 
forty-eight  hours. 

The  results  of  intermittent  venous  occlusion  ther- 
apy are,  for  the  most  part,  very  gratifying.  I have 
observed  five  cases  ranging  in  age  from  forty-nine  to 
seventy-eight  years.  (Three  of  these  patients  had  in- 
crease in  the  size  of  the  ulcer  while  receiving  suction- 
pressure  therajiy).  All  five  patients  have  had  com- 
plete healing  or  are  definitely  on  the  road  to  recover} 
following  the  institution  of  intermittent  venous  oc- 


clusion therapy.  The  proce.ss  of  healing  is,  of  course, 
very  tedious  and  the  jjatient  mu.st  be  informed  of  this 
fact  and  told  that  it  will  probably  require  a number 
of  months  for  the  ulcer  to  disappear.  Oscillometric 
studies  have  shown  distinct  improvement  in  circula- 
tion in  three  of  these  cases  where  the  treatment  has 
been  continued  for  four  or  more  months.  It  is  my 
firm  belief  that  intermittent  venous  occlusion  repre- 
■sents  a distinct  advance  in  the  treatment  of  ulcera- 
tion in  advanced  arteriosclerosis. 


CHRONIC  ATONIC  DILATATION  AND  HYPERSECRETION  OF 
THE  STOMACH  SUCCESSFULLY  TREATED  WITH  INSULIN.- 


William  J.  Mallory,  .\.M.,  M.D., 
Washington,  D.  C. 


In  the  domain  of  internal  medicine  significant  ad- 
vance has  recently  been  made  in  the  treatment  of 
disease.  This  has  been  mainly  along  three  lines, 
namely:  1.  Chemo-Therapy ; 2.  Specific  Sero- 

Therapy;  and  3.  Hormonal-Therapy. 

Hormonal-Therapy  has  the  strongest  appeal  to  the 
physician  because,  after  prevention,  it  is  the  most 
rational  form  of  treatment  he  may  use. 

This  is  so  because  it  is  a form  of  effective  inter- 
vention as  near  the  site  of  the  disturbance  as  is 
possible,  and  represents  an  immediate  reversal  of  an 
abnormal  process. 

Many  e.xamples  might  be  given  illustrating  each 
of  these  three  forms  of  therapy,  but  here  will  be 
cited  only  one  instance  of  the  rather  unusual,  but 
successful,  application  of  hormonal-therapy  in  the 
management  of  a gastro-intestinal  disease. 

A woman,  forty-seven  years  of  age,  considered 
herself  well  until  January,  1939,  when  she  had  an 
attack  of  vomiting  twenty-four  hours  after  eating 
chocolate  ice  cream,  and  then  tasted  and  recognized 
the  food  eaten  on  the  preceding  night. 

Thereafter  she  tasted  all  food  long  after  eating, 
felt  a-  weight  and  splashing  in  the  abdomen — which 
was  worse  on  standing — and  had  gaseous  distention 
and  belching. 

From  January  to  April  she  lest  weight — from  146 
to  122  pounds. 

From  the  Department  of  Medicine  of  the  George  Wash- 
ington University  School  of  Medicine. 

*Read  before  the  annual  meeting  of  the  George  Wash- 
ington University  Medical  Society,  February  17,  1940. 


On  .A.pril  11,  the  uterus,  a cystic  ovary  and  the 
appendix  were  removed. 

Following  this,  there  was  complete  loss  of  appetite, 
she  no  longer  tasted  food  after  eating,  but  felt  sen- 
sitive about  the  abdomen,  even  to  the  touch  of  cloth- 
ing, and  was  further  distressed  by  rumbling  and 
gurgling  in  the  abdomen. 

At  the  end  of  four  weeks  she  was  discharged  from 
the  hospital,  with  a further  decrease  in  weight — to 
1 1 2 pounds. 

When  first  seen,  on  June  26,  her  weight  was  109 
pounds,  and  since  her  discharge  she  had  been  having 
delayed  vomiting;  that  is,  after  an  interval  of  two 
or  three  days  of  increasing  discomfort  and  nausea, 
she  would  vomit  several  times  in  the  same  day, 
without  relation  to  the  time  of  eating  or  the  kind  of 
food  taken,  a vast  amount  of  dark  green,  bitter,  not 
sour  fluid,  without  gross  food  particles;  then  there 
would  occur  a period  of  relative  comfort  and  ea.se, 
of  from  one  to  three  days’  duration,  during  which 
time  she  was  definitely  hungry.  This  would  again 
be  followed,  in  two  or  three  days,  by  the  vomiting 
of  a large  amount  of  the  same  kind  of  fluid. 

Previous  clinical  history  seemed  to  bear  no  rela- 
tion to  the  present  complaint  and  she  reported  that 
since  her  operation  she  had  been  X-rayed  and  was 
told  that  her  stomach  was  not  obstructed. 

The  only  significant  physical  findings  were: 
weight  deficiency  of  about  thirty  pounds;  a large 
protuberant  lower  abdomen,  and,  obviously,  a great 
deal  of  fluid  in  the  stomach. 
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Fluoroscopic  examination  without  a barium  meal 
showed  a fluid  level  high  in  the  fundus  of  the 
stomach. 

1700  cubic  centimeters  of  dark  greenish  fluid  was 
aspirated  through  the  stomach  tube.  This  had  a 
total  acidity  of  50,  free  hydrochloric  acid,  10,  and  a 
trace  of  occult  blood.  There  was  only  a small  sedi- 
ment of  finely  divided  food  particles  which  under  the 
microscope  was  shown  to  be  starch,  meat  fibers,  and 
fat  globules. 

Fluoroscopic  examination  after  the  usual  barium 
meal  showed  a very  low  atonic,  moderately  large 
stomach,  without  deformity  or  any  evidence  of  mor- 
phologic pathology. 

At  the  six-hour  period,  there  was  about  two  ounces 
of  the  barium  meal  still  in  the  stomach.  The  re- 
mainder had  passed  out  and  was  normally  distributed 
in  the  terminal  ileum. 

At  twenty-four  hours,  there  was  still  about  one- 
half  ounce  of  barium  in  the  stomach  and  the  re- 
mainder was  normally  distributed  in  a low  but  other- 
wise normal  colon. 

The  test  breakfast  showed  no  significant  abnor- 
mality. 

On  dietetic  management  the  patient  passed  a week 
without  vomiting,  but  then  began  again  to  have  in- 
creasing discomfort  and  nausea.  Seven  days  later, 
1,450  cc.  of  fluid  was  aspirated,  and  a week  later 
2,500  cc.  was  removed  at  9 A.  when  she  had  al- 
ready vomited  1,500  cc.  at  5 A.  M.  and  had  not 
eaten  or  drunk  anything  in  the  four-hour  interval. 

Without  unduly  belaboring  the  diagnosis  and  dif- 
ferential diagnosis,  it  may  be  simply  stated  that, 
with  this  syndrome  occurring  after  a necessarily  ex- 
tensive operation  on  the  pelvic  organs,  with  positive 
evidence  of  marked  hypersecretion  with  gastric  atony, 
and  with  the  absence  of  deformity  or  obstruction  of 
the  stomach  or  bowels,  a diagnosis  was  made  of 
gastric  atony,  hypersecretion,  and  dilatation  of  the 
stomach. 

The  treatment  now  instituted  consisted  of  rest  in 
bed,  no  fluid  food  or  medicine  by  mouth,  1 ,000  cc.  of 
10  per  cent  de.xtrose  in  normal  saline  solution  intra- 
venously twice  daily,  and  daily  complete  aspiration 
of  the  gastric  secretion.  Insulin  was  given  in  increas- 
ing doses,  until  the  patient  was  taking  10  units  three 
times  a day. 

.\fter  four  days  a small  amount  of  solid  food  was 
allowed,  and  in  three  days  more,  a full  diet  given 


and  the  intravenous  dextrose  and  salt  solution  dis- 
continued. 

Aspirations  were  continued  once  daily  for  a week, 
then  every  other  day  for  a week,  and  then  again 
each  day  for  three  days,  when  the  total  residue  as- 
pirated was  from  30  to  65  cc. 

The  patient  was  discharged  August  3,  on  full  diet, 
taking  10  units  of  insulin  three  times  a day,  which 
was  continued  until  November  15.  On  November  29, 
there  had  been  no  recurrence  of  symptoms,  the 
stomach  had  been  found  empty  on  repeated  weekly 
aspirations  and  the  patient  weighed  137  pounds. 

Special  diets,  fasting,  and  gastric  lavage  had  been 
previously  used  in  this  case  without  permanent  bene- 
fit. 

From  the  beginning  of  the  use  of  insulin  for  the 
control  of  diabetes  mellitus,  it  was  known  that  full 
doses  would  provoke  marked  hunger  sensation,  and 
it  has  been  used  to  promote  appetite  and  increase 
assimilation  in  cases  of  malnutrition. 

Its  application  to  the  relief  of  atonic  dilatation  of 
the  stomach  is  based  upon  the  observation,  made  by 
Carlson,^  that  the  sensation  of  hunger  was  associated 
with  increased  gastric  tone  and  motility,  and  also 
of  Butalao  and  Carlson^  who  showed  that  insulin 
originated  gastric  motility  and  dextrose  injections 
abolished  it. 

Then,  La  Barre^  showed  that  action  was  through 
the  vagus  nerves,  by  demonstrating  in  cross  circula- 
tion experiments  that,  when  h}’poglycemic  blood  from 
one  an.mal  was  passed  through  the  cerebrum  of  a 
second,  gastric  function  was  augmented  in  the  second 
animal,  even  though  all  connection  with  the  cerebrum 
was  severed  except  the  vagus  ner^•es.  Further  evi- 
dence that  the  effect  is  mediated  through  the  vagus 
nerves  is  manifested  by  its  prompt  abolition  on  the 
injection  of  atropine. 

Ihe  practical  and  successful  application  of  the 
above  described  physiological  action  of  insulin  has 
already  been  reported  by  the  author^  in  the  relief  of 
acute  post-operative  dilatation  of  the  stomach. 

It  is  suggested  that  this  physiological  effect  of 
insulin  upon  the  tonus  of  the  gastro-intestinal  tract 
might  properly  find  even  a more  extensive  applica- 
tion in  the  prevention  and  treatment  of  the  many 
mild  post-operative  atonic  disturbances  of  that  sys- 
tem. 
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FOREIGN  BODY  SIMULATING  GASTRIC  CARCINOMA.- 


Bern.ard  Lidman,  M.D., 
Norfolk,  Virginia. 


This  case  report  and  summary  is  presented  be- 
cause the  condition  is  believed  to  be  sufficiently  rare 
to  merit  mention,  and  because  previous  contributions 
to  the  subject  of  false  gastric  tumors  have  been  few. 

The  patient  is  a sixty-three-year-old  man  who, 
except  for  an  old  history  of  pulmonary  tuberculosis 
(arrested  for  seventeen  years),  had  been  in  good 
health  until  the  night  of  February  14,  19.59,  when 
he  suddenly  suffered  excruciating,  cramp-like  lower 
abdominal  pain  which  persisted  for  two  hours. 
There  was  no  antecedent  history  of  disturbances  in 
digestion  or  alimentation,  and  the  patient  had  been 
well  until  the  sudden  onset  of  colicky  pain.  At  the 
time,  the  temperature  was  98°,  pulse  70,  blood  pres- 
sure 180/100.  Examination  of  the  head  was  non- 
contributory. The  lungs  were  clear  except  for  mini- 
mal evidence  of  fibrosis  at  both  uppers.  The  heart 
was  not  enlarged  to  percussion;  there  were  no  thrills, 
shocks,  or  murmurs;  and  the  sounds  were  of  good 
quality  and  intensity.  Neurological  findings  re- 
vealed no  abnormality.  Interest  was,  of  course,  cen- 
tered in  the  examination  of  the  abdomen,  but  here 
there  was  only  a generalized  voluntary  spasm  and 
moderate  tenderness  throughout.  There  was  no  rigid- 
ity, and  no  masses  could  be  palpated.  The  liver, 
kidneys,  and  spleen  could  not  be  felt,  and  the  area 
of  hepatic  dullness  was  not  diminished.  Perfora- 
tion of  a hollow  viscus  was  first  suspected,  but  sur- 
gical consultation  did  not  confirm  this  impression, 
and  operative  interference  was  not  advised.  The  pa- 
tient received  expectant  treatment,  with  alleviation 
of  his  symptoms. 

Two  days  later,  however,  he  vomited  about  500  cc. 
of  changed  blood,  and  shortly  afterward  developed 
signs  of  a partial  pyloric  obstruction,  with  recurrent 
vomiting.  He  was  hospitalized  at  this  time,  and 

♦Read  before  the  Norfolk  County  Medical  Society, 
February  19,  1940. 


placed  on  a Lenhartz  diet,  which  was  taken  well 
until  Februar}'  19th,  when  there  appeared  an  eleva- 
tion in  temperature  to  10,5°,  tachycardia,  and 
tachypnea,  accompanying  signs  of  early  consolida- 
tion of  the  left  lower,  and  right  middle  and  lower 
lobes  of  the  lungs.  Sputum  studies  showed  an  abun- 
dance of  streptococci,  few  pneumococci.  Throughout 
the  course  of  the  pneumonia,  which  lasted  ten  days, 
and  was  thought  to  have  been  caused  by  aspiration 
of  vomitus,  the  patient  received  oxygen  therapy,  and 
a Wangensteen  decompression  apparatus  was  em- 
ployed to  relieve  the  partial  pyloric  obstruction.  Dur- 
ing this  period,  the  return  contained  changed  blood, 
and  occasionally,  fresh  blood.  The  vomitus  showed 
no  free  HCl,  and  a total  acidity  of  26°.  The  stools 
showed  occult  blood  consistently.  The  pneumonia 
was  further  complicated  on  the  day  after  the  onset 
by  an  acute  cardiac  dilatation  and  transient  auricular 
fibrillation,  both  of  which  were  controlled  through 
rapid  digitalization. 

Because  of  the  pyloric  obstruction  which  persisted 
throughout  the  pneumonia,  it  was  considered  neces- 
sary to  provide  means  of  feeding  other  than  the 
parenteral  fluids  which  had  been  the  patient’s  sub- 
sistence since  February  19th,  for  even  though  the 
acute  infection  showed  signs  of  clearing,  the  patient’s 
course  appeared  to  be  downhill.  The  blood  chem'stry 
findings  at  this  time  showed  a fall  in  chlorides  (429 
mgm.  per  cent),  and,  in  spite  of  three  blood  trans- 
fusions, a definite  hypoproteinemia  (total  proteins: 
5.16  Gm.;  albumin;  2.44  Gm.;  globulin:  2.72  Gm.). 

Accordingly,  as  soon  as  the  patient’s  condition  per- 
mitted surgical  intervention,  on  March  4th,  an  ex- 
ploratory operation  was  done  under  local  anesthesia. 
E.xamination  of  the  pylorus  was  unsatisfactory,  but 
the  operator  remarked  that  no  gross  lesion  could  be 
felt.  jejunostomy  was  jierformed,  and  the  patient 
returned  from  the  operating  room  in  good  condition. 
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On  the  day  of  operation,  his  temperature  rose  to 
101°,  the  next  day  to  103°,  but  by  the  fifth  day  had 
returned  to  normal  limits,  and  thereafter  his  post- 
operative course  was  uneventful.  On  March  5th,  the 
day  after  operation,  pre-digested  feedings  were  be- 
gun through  the  jejunostomy  tube,  and  at  the  end  of 
a week,  the  patient's  daily  intake  averaged  3,000 
calories,  including  100  Gm.  of  protein,  and  3,000  cc. 
of  fluid.  The  total  serum  proteins,  which  had  fallen 
as  low  as  4.76  Gm.,  began  to  rise,  and  two  weeks 
after  operation  were  6.05  Gm.,  with  a normal  al- 
bumin-globulin ratio.  On  March  7th,  three  days 
after  the  jejunostomy,  the  Wangensteen  apparatus 
was  removed,  with  no  resultant  abdominal  discom- 
fort, pain,  distention,  nausea,  or  vomiting,  and  the 
patient  was  able  to  take  water  by  mouth.  Five  days 
later,  a liquid  diet  was  begun  in  addition  to  the 
jejunal  feedings;  and  on  the  11th  post-operative  day 
he  found  it  possible  to  take  a soft,  smooth,  bland 
diet  without  difficulty.  The  s>Tnptoms  of  partial 
pyloric  obstruction  had  disappeared. 

On  March  17th,  a gastro-intestinal  series  (Figure 
1 ) was  made,  with  the  following  interpretation : 


I 


Fig.  1. 

“Examination  of  the  stomach  shows  a slight  re- 
gurgitation of  the  barium  into  the  esophagus.  There 
is  a large,  irregular-shaped  filling  defect  on  the 
les.ser  curvature  of  the  stomach,  involving  the  cardia, 
and  extending  downward  to  a point  within  one  and 
one-half  inches  of  the  jndoric  ring.  'I'he  duodenal 
caj)  is  well  outlined.  The  stomach  is  almost  com- 
jjletely  empty  at  five  hours.  Imi)ression : Gastric 
carcinoma.” 

This  opinion  coincided  with  the  clinical  impres- 
sion formed  after  considering  the  original  hemateme- 


sis,  prolonged  gastric  bleeding,  pyloric  obstruction, 
and  the  absence  of  free  HCl. 

Because  of  the  appearance  of  the  lesion,  it  was 
agreed  by  those  who  had  followed  the  patient’s  ill- 
ness that  further  surgery  would  be  ill-advised,  and, 
accordingly,  the  patient  was  discharged  from  the  hos- 
pital on  March  24,  1939,  with  the  diagnosis  of  in- 
operable carcinoma  of  the  stomach.  At  that  time,  his 
only  complaint  was  that  of  a sen.sation  of  fullness  in 
the  epigastrium  after  meals,  a symptom  which  had 
been  present  since  he  had  been  placed  on  the  diet. 

On  March  28th,  four  days  after  discharge,  the 
patient  suddenly  regurgitated  a piece  of  bone  (Figure 
2)  which  was  a little  under  a centimeter  in  diameter. 


Fig.  2. 

and  from  that  time  on  his  s}mptom  of  post-prandial 
epiga.stric  discomfort  disappeared.  It  later  developed 
that  the  bone  was  of  a type  commonly  found  in 
steaks;  also,  that  the  patient  had,  on  the  day  of  the 
onset  of  his  illness,  eaten  steak,  but  he  could  not 
recall  having  experienced  any  pain  or  difficulty  in 
swallowing  on  that  occasion. 

•At  the  request  of  the  patient,  arrangements  were 
made  to  have  him  undergo  further  study  by  Doctor 
Julius  h'riedenwald  of  Baltimore.  After  a few  days 
of  bed  rest  in  that  city,  another  gastro-intestinal  series 
was  done,  which  was  read  as  follows  (Figure  3): 
“The  esophagus  is  normal.  The  stomach  shows  no 
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organic  lesion,  although  the  pylorus  is  spastic.  Gas- 
tric motility  is  nonnal.  The  duodenal  cap  is  regular. 
The  cecum  and  colon  are  normal.” 

third  gastro-intestinal  series,  at  the  end  of  six 
weeks,  again  showed  no  organic  lesion  in  the  stomach. 
Within  three  months  after  the  illness  had  terminated, 
the  patient  had  gained  over  forty  pounds  in  weight, 
and  examinations  during  the  past  year  show  no  evi- 
dence of  gastro-intestinal  disturbance,  or  of  malig- 
nancy. 

Comment 

Standard  reference  books  devote  little  space  to  the 
subject  of  false  gastric  tumors;  and  a review  of  the 
literature  reveals  but  a few  isolated  case  reports. 

Foreign  bodies  in  the  stomach  have  led  to  erro- 
neous diagnoses  of  peptic  ulcer  in  many  instances,  but 
most  of  these  cases  have  occurred  in  younger  people 
who  have  had  psychopathic  traits.  Goldschmidt^  re- 
ports the  case  of  a young  man  who  was  admitted  to 
the  hospital  complaining  of  severe  epigastric  pain, 
and  who  later  had  hematemesis  and  tarry  stools. 

diagnosis  of  gastric  ulcer  was  made,  but  X-ray 


study  sliowed  that  the  fundus  of  the  stomach  wa: 
filled  completely  with  a large  mass  of  pins,  nails,  and 
coins,  which  was  removed  sulisequently  by  means  of  a 
gastrostomy.  Pauchet^  and  Pauchet  and  Hirchberg’’ 
contribute  a total  of  three  patients,  all  women,  in 
whom  sewing  needles  had  been  found  imliedded  in 
the  gastric  walls  at  operations  performed  for  peptic 
ulcer.  Two  of  the  three  women  had  major  psychoses, 
and  had  swallowed  the  needles  during  periods  of 
acute  depression.  Duroselle^*  reports  a case  which  is 
interesting  because  in  this  instance  a tumor  forma- 
tion, secondary  to  a foreign  body,  was  actually  found 
at  operation.  Histologic  examination  of  the  .'struc- 
tures removed  showed  that  the  tumor  was  a neo- 
formation and  that  its  composition  differed  from 
that  of  the  gastric  wall.  It  was  formed  by  an  ede- 
matous fibrillary  connective  tissue  in  which  there 
were  some  lymphoid  nodules  and  bundles  of  muscle 
fibers  which  belonged  to  the  superficial  layer  of  the 
muscularis  mucosae,  and  which  were  di.ssociated  by 
the  newly  formed  cells.  There  was  no  sign  of  malig- 
nancy, and  the  tumor  was  a chronic  granuloma  con- 
taining many  vessels  with  numerous  eosinophils.  At 
one  part  of  the  tumor  there  was  a porous  body  into 
the  alveoli  of  which  giant  cells  and  macrophages  had 
I>enetrated.  This  foreign  body,  probably  a fragment 
of  sponge,  was  manifestly  the  cause  for  the  formation 
of  the  chronic  granuloma.  An  extensive  operation 
was  performed  in  this  case  because  the  surgeon 
thought  the  tumor  a malignant  one.  The  post- 
operative result  was  favorable. 

Conclusion 

In  considering  the  case  presented,  it  seems  clear 
that  the  presence  of  the  bone,  with  the  trauma  in- 
cident upon  its  passage  through  the  esophagus  and 
stomach,  produced  the  clinical  picture  previously  de- 
scribed. The  bone  was  in  the  stomach  for  a rela- 
tively short  time,  probably  too  short  to  permit  the 
formation  of  a chronic  granuloma;  but  it  is  apparent 
that  before  the  foreign  body  was  dislodged,  sufficient 
distortion,  contraction,  and  spasm  of  the  stomach  had 
been  produced  to  give  the  bizarre  picture  seen  on  the 
'first  X-ray  series.  When  sufficient  time  had  elapsed 
after  the  expulsion  of  the  bone  to  allow  the  stomach 
to  return  to  its  nonnal  state,  a normal  X-ray  picture 
was  obtained. 
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VENESECTION  IN  PULMONARY  EDEMA: 

Case  Report  With  Discussion  of  Diagnosis,  Etiology,  and  Treatment. 

George  Geyerhahn,  M.D.,* 

Wilmington,  North  Carolina. 


The  purpose  of  this  paper  is  to  recall  the  use  of 
venesection  in  pulmonary  edema.  Venesection  has 
been  used  in  different  diseases,  but  it  was  forgotten, 
or  not  favored  as  treatment,  over  some  period  of  time. 
It  was  introduced  again  by  Willius  and  Doerfler. 
These  two  point  out  that  increased  venous  pressure 
is  indication  for  venesection.  Decompensation  of  the 
right  heart  will  be  relieved  due  to  this.  We  have 
found  venesection  very  efficacious  in  this  case  and 
also  wish  to  give  a mechanical  explanation  for  vene- 
section, as  well  as  to  show  that  there  is  scientific, 
theoretical,  and  practical  indication  for  such. 

Case  Report 

Watts  Hospital,  No.  17183.  A.T.  White,  male, 
aged  thirty-one. 

History:  Patient  was  referred  to  the  hospital 
with  a diagnosis  of  pneumonia.  His  condition  was 
too  critical  for  an  intelligent  history. 

Chief  Complaint.  Shortness  of  breath  for  two  days. 
Pain  in  the  right  chest. 

Past  History.  Patient  has  had  infectious  arthritis 
since  the  age  of  twenty-two.  Has  had  tonsillectomy 
and  extraction  of  all  of  the  teeth.  There  has  been 
no  history  of  nocturia,  but  the  patient  has  had 
dysuria  during  the  present  illness.  Patient  has  a 
long  standing  history  of  alcoholism. 

Present  Illness.  Patient  dates  the  onset  of  the  pres- 
ent illness  at  one  week  ago  when  he  developed  a cold. 
The  cold  cleared  promptly,  but  there  was  a residual 
generalized  weakness  which  has  persisted.  Two  days 
ago  he  noticed  some  shortness  of  breath  which  be- 
came progressively  worse.  During  the  past  twenty- 
four  hours  there  was  severe  pain  in  the  right  chest 
which  was  relieved  by  lying  on  the  right  side.  There 
was  no  cough  or  chills  during  this  interval. 

Physical  Examination:  Temperature  99,  pulse 
135,  respiration  35. 

•Formerly  member  of  Medical  Resident  Staff,  Watts 
Hospital,  Durham,  N.  C. 


The  patient  was  a very  cyanotic,  rather  obese- 
appearing  white  male  lying  on  his  right  side,  in  acute 
distress.  The  skin  was  cold  and  wet  with  perspira- 
tion. The  eyes  showed  slight  exophthalmus. 

Chest.  Examination  was  difficult  due  to  extreme 
dyspnoea.  The  thorax  was  barrel-shaped  and  hy- 
perresonant to  percussion.  There  was  questionable 
dullness  over  the  right  middle  lobe  near  the  axillary 
line.  Rales  were  present  throughout  with  expiratory 
difficulty.  Breath  sounds  were  suppressed  in  the 
region  of  the  right  middle  lobe.  The  heart  was 
within  normal  limits  of  size  on  percussion.  No  mur- 
murs were  heard. 

Abdomen.  The  abdomen  was  distended.  The  liver 
extended  three  fingers  breadth  below  the  costal  mar- 
gin. There  was  no  evidence  of  fluid. 

Extremities.  The  lower  extremities  were  edematous. 

Impression  on  admission: 

1.  Bronchial  asthma.  2.  Fluid  in  right  pleural 
cavity.  3.  Beginning  cirrhosis  of  the  liver. 

Laboratory  Findings:  Urine  specific  gravity 
1.021,  acid  reaction-  heavy  cloud  of  albumin,  many 
white  blood  cells,  occasional  red  blood  cells  and  a 
few  hyaline  casts.  Blood  (wunt  showed  hemoglobin 
100  per  cent  (Sahli),  white  blood  cells  20,000,  poly- 
morphonuclear leucocytes  94  per  cent,  and  lympho- 
cytes 6 per  cent.  Urea  nitrogen  was  32,  blood  urea 
68.4,  creatinine  3,  and  glucose  167.  (Patient  had 
received  glucose  intravenously.)  CO2  combining 
power  was  68  vol.  per  cent.  The  Wassermann  and 
Kahn  were  negative. 

X-ray  findings  were  those  of  diffuse  clouding 
throughout  both  lungs-  slightly  more  on  the  right. 
The  radiological  impression  was  bronchopneumonia. 

Course  in  Hospital:  The  prognosis  on  admis- 
sion was  extremely  grave.  Patient  was  immediately 
given  heart  stimulants  and  put  in  an  oxygen  tent. 
Fifty  cubic  centimeters  of  50  per  cent  glucose  were 
given  intravenously.  After  slight  improvement  a 
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course  of  sulfapyridine  therapy  was  started.  On  the 
second  hospital  day  the  patient  became  orthopneic. 
The  temperature  rose  to  100°  F.,  pulse  140,  respira- 
tion 40.  Blood-tinged  sputum  was  expectorated.  The 
patient  apparently  had  pulmonary  edema.  A vene- 
section was  done  with  removal  of  450  cc.  of  bloo'd. 
There  was  immediate  improvement,  both  clinically 
and  by  physical  examination,  after  50  cc.  had  been 
withdrawn. 

Supportive  treatment  was  continued  by  the  use  of 
atropine,  morphine,  oxygen  and  digifolin.  Mag- 
nesium sulphate  was  given  every  hour  until  free  pur- 
gation had  been  effected.  He  also  was  placed  on  a 
nephritic  diet,  which  rendered,  70  gm.  protein,  salt 
free-high  carbohydrate  intake. 

On  the  fourth  hospital  day  the  patient’s  respira- 
tion again  became  labored.  Blood  pressure  rose  to 
190/140.  A second  venesection  was  done  with  re- 
moval of  300  cc.  of  blood. ‘There  was  again  imme- 
diate improvement  with  no  subsequent  relapse.  After 
two  days  the  chest  was  clear  both  as  to  physical  ex- 
amination and  X-ray,  The  urine  continued  to  show 
occasional  hyaline  and  granular  casts.  ElectrcKardio- 
gram  showed  evidence  of  coronary  thrombosis.  The 
patient  was  discharged  from  the  hospital  after 
twenty-eight  days,  in  good  condition  except  for  a low 
grade,  but  apparently  subsiding,  nephritis. 

Mechanics  of  Venesection  : When  blood  is  re- 
moved from  the  blood  stream  it  must  be  replaced  by 
tissue  fluids,  as  there  should  be  a certain  volume  of 
circulating  fluid.  Tissue  fluids,  of  course,  will  be 
taken  from  the  body  in  regions  where  it  is  least 
needed.  Pulmonary  edema  is  a condition  due  to  too 


much  fluid  (blood  and  serum)  in  the  lungs.  Be- 
cause fluid  is  on  the  surface  of  the  epithelial  cells, 
gaseous  exchange  in  the  lungs  is  much  decreased. 
The  blood  volume  is  increased  in  the  capillaries  of 
the  lungs  and  slows  down  the  circulation.  If  the 
blood  is  to  be  taken  from  the  vein  it  will  be  replaced, 
of  course,  from  the  regions  where  fluid  is  in  excess. 
Venesection  changes  the  venous  pressure,  never  ar- 
terial pressure;  help  is  due  to  relief  of  the  right 
heart. 

Summary:  This  patient  had  pyelitis,  pyeloneph- 
ritis, and  concurrent  nephrogenic  hypertension.  The 
nephritis  led  to  generalized  anasarca  with  pulmonary 
edema.  The  high  blood  pressure  caused  decompensa- 
tion of  the  heart,  producing  congestion  of  the  lungs 
following  pulmonary  edema,  and  possibly  a conges- 
tive pulmonary  infarct  in  the  right  middle  lobe. 
Therefore,  the  pulmonary  edema  had  two  etiological 
factors  in  this  case — kidney  and  heart. 

It  was  noted  that  venesection  relieved  the  patient 
after  50  cc.  of  blood  was  withdrawn.  The  findings 
of  relief  with  the  withdrawal  of  so  small  an  amount 
of  blood  leads  us  to  believe  that  this  could  be  used 
as  a therapeutic  test.  This  small  volume  will  not 
harm  any  patient  even  if  the  diagnosis  of  pulmonary 
edema  should  be  wrong. 
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PERFORATED  PEPTIC  ULCER  AND  RECOVERY  WITHOUT  OPERATION.* 


Henry  G.  Hadley,  M.D., 
Washington,  D.  C. 


There  are  many  cases  of  perforated  peptic  ulcer 
which,  by  the  time  the  diagnosis  has  been  made  and 
the  patient  hospitalized  for  surgery,  show  evidence  of 
subsidence  of  symptoms.  Many  of  these  refuse  op- 
eration and,  as  noted  by  Singer,^  often  appear  to 
have  exercised  good  judgment  as  recovery  followed 
in  a large  proportion.  He  reported  a series  of  forty 
spontaneous  recoveries  in  eighteen  months  in  Cook 
County  Hospital,  differentiating  free  from  walled- 
off  perforation  by  board  like  resistance  of  both  recti. 


pain  referred  to  the  shoulder,  obliteration  of  the  liver 
dullness,  collapse  symptoms,  and  the  presence  of  free 
air  demonstrated  by  X-ray  film. 

Free  air  under  the  diaphragm  is  not  present  in  all 
peptic  ulcer  perforations.  Johnson  found  this  sign 
in  83  per  cent  of  forty-two  cases.  The  percentage  of 
spontaneous  recoveries  varies  in  different  reports  from 
1 to  5 per  cent.  Speck^  stated  that  1 to  2 per  cent 
recover  without  operation.  These  figures  do  not  show 
the  total  number  that  might  recover  without  opera- 
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tion,  as  surgery  is  performed  in  nearly  all  cases. 

Hall*  reported  a case  of  perforating  gastric  ulcer - 
followed  by  peritonitis  which' recovered  without  op- 
eration. Other  recoveries  without  operation  are  re- 
ported by  Ayerza,"*  Popper,*  and  Du  Pasquier.® 

Case  Report 

C.  J.,  male,  white,  aged  forty-two,  a pile  driver  by 
occupation,  was  awakened  on  September  29,  1938,  at 
5 :00  A.  ]M.,  with  a sharp  pain  in  the  upper  abdomen, 
radiating  to  the  right  shoulder.  He  swallowed  sodium 
bicarbonate  dry  and  later  drank  whiskey  which  failed 
to  relieve  the  distress.  He  went  to  work  Iiut,  when 
])ain  continued,  sought  the  aid  of  the  company  physi- 
cian, who  administered  morphine.  He  returned  home 
in  acute  distress  and  called  the  nearest  physician 
who  found  board-like  rigidity  of  the  abdominal  mus- 
cles and  obliteration  of  liver  dullness.  He  refused 
surgery  at  that  time.  He  came  under  my  jiersonal 
observation  ten  hours  after  the  perforation  had  oc- 
curred, at  which  time  the  pain  had  somewhat  sub- 
sided, but  the  l)oard-like  rigidity  and  the  changes  in 
liver  dullness  were  still  present.  His  temperature  and 
pulse  were  normal,  and  he  appeared  to  be  otherwise 
in  good  condition.  He  was  treated  and  the  next  day 
moved  for  fluoroscopic  examination.  One-half  inch 
of  free  air  over  the  surface  of  the  liver,  thirty-four 
hours  after  perforation,  was  seen  in  the  upright  posi- 
tion. No  further  symptoms  developed.  Barium  meal 
given  later  showed  a deformity  of  the  duodenal  cap 
and  no  abnonnality  of  the  stomach. 

Conclusion 

This  is  a proven  case  of  peptic  ulcer  perforation 
which  recovered  without  operation.  Where  it  is  cer- 
tain that  the  ulcer  has  spontaneously  closed,  and  that 
no  more  leakage  is  occurring  operation  need  not  be 
performed. 
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Public  Health  Statistics 

I.  C.  Riggin,  M.  D., 

State  Health  Commissioner  of  Virginia 
Richmond,  Virginia 


'The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  Septem- 
ber, 1940,  compared  with  the  same  month  in  1939, 
and  for  the  period  of  January  through  September, 
1940,  compared  with  the  same  period  in  1939, 
follows: 


Jan.- 

Jan.- 

Sept. 

Sept. 

Sept. 

Sept. 

1940 

1939 

1940 

1939 

Typhoid  and  Paratyphoid  Fever 

59 

80 

189 

391 

Diarrhea  and  Dysentery 

418 

422 

1,585 

3,888 

Measles 

42 

35 

3,388 

10,732 

Scarlet  Fever 

62 

98 

1,161 

931 

Diphtheria 

. 45 

197 

405 

707 

Poliomyelitis 

79 

12 

122 

33 

Meningitis 

3 

6 

58 

49 

Undulant  Fever 

5 

3 

18 

20 

Rocky  Mountain  Spotted  Fever 

3 

11 

40 

47 

Tularaemia 

8 

8 

37 

51 

Frames  .and  Splints  eor  Indigent  Infantile 
Paralysis  Patients 

The  National  Foundation  for  Infantile  Paralysis 
has  manufactured  and  has  on  hand  a supply  of 
Bradford  Frames  and  Toronto  Splints  for  distribu- 
tion on  a loan  basis  to  any  community  that  may  be  in 
need  of  them.  They  are  available  to  any  physician 
or  hospital  for  use  in  treating  indigent  infantile 
paralysis  patients. 

(Orthopedic  surgeons  who  have  used  this  equipment 
Ijelieve  that  it  is  superior  to  anything  previously 
available  for  fixation  and  protection  of  affected 
muscles  during  acute  and  sub-acute  stages  of  the 
disease. 

The  State  Health  Department  has  on  hand  a sup- 
ply of  booklets  describing  the  use  of  the  splints  and 
frames.  Upon  request  this  booklet  will  be  mailed  to 
any  ])hysician  or  hospital  in  the  State  desiring  this 
equipment. 

During  the  last  six  weeks  twenty  Virginia  children 
have  been  provided  with  these  ajipliances  through 
the  generosity  of  the  Foundation.  It  is  believed  that 
this  is.  a step  forward  in  reducing  the  crippling  after 
affects  of  this  dreaded  disease. 
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The  Council 

Medical  Society  of  Virginia 


The  Council  of  the  Medical  Society  of  Virginia  met 
at  the  Society’s  offices  in  Richmond,  Tuesday,  October  8, 
1940,  at  11:00  a.m.  Present:  Dr.  Hugh  H.  Trout,  Presi- 
dent; Dr.  Walter  B.  Martin,  President-Elect;  Drs. 
Griffin  Holland,  Julian  L.  Rawls,  Roshier  W.  Miller, 
C.  E.  Martin,  John  Hundley,  Jr.,  Alex.  F.  Robertson,  Jr., 
J.  E.  Knight,  and  C.  B.  Bowyer,  Councilors;  Dr.  Karl  S. 
Blackwell,  first  vice-president;  and  Dr.  Wyndham  B. 
Blanton,  editor.  Of  the  incoming  officers  invited  to  at- 
tend, those  present  were:  Drs.  J.  Morrison  Hutcheson, 
James  L.  Hamner,  Andrew  D.  Hart,  Jr.,  and  W.  L. 
Powell,  councilors,  and  Dr.  H.  B.  Mulholland,  vice- 
president. 

Dr.  Trout  presided  and  asked  the  pleasure  of  the 
Council  with  regard  to  the  minutes  of  the  last  meeting 
on  July  29th.  Dr.  Robertson  moved  that  they  be  ap- 
proved. This  was  seconded,  following  which  Dr.  W.  B. 
.Martin  said  he  thought  the  section  with  regard  to  Med- 
ical Preparedness,  at  the  top  of  the  second  column  on 
page  572  of  the  September  Monthly,  needed  clarification 
as  to  the  personnel  of  the  State  Committee,  its  chairman, 
and  the  State  Representative,  it  being  his  impression  that 
the  appointment  of  the  State  Representative  would  have 
to  be  re-affirmed  by  each  administration.  After  a free 
discussion,  in  which  it  was  brought  out  that  the  State 
Representative  was  appointed  for  the  period  of  emergency 
and  each  year  the  Council  is  to  be  the  Committee  on  Med- 
ical Preparedness  with  each  Councilor  as  a key  man  re- 
sponsible for  every  county  in  his  district.  Dr.  R.  W. 
Miller  offered  the  following  motion: 

Resolved:  First,  that  the  Council  reaffirm  its  action  in 
recommending  to  the  American  Medical  Association  the 
appointment  of  Drs.  Hugh  Trout  and  Walter  B.  Martin 
as  State  Representative  and  alternate  representative, 
respectively,  of  the  Medical  Preparedness  Committee. 

Second,  that  the  Council  be  charged  with  all  matters 
pertaining  to  Medical  Defense  during  the  period  of 
emergency. 

Third,  that  all  matters  relating  to  Medical  Defense 
within  the  State  of  Virginia  shall  be  referred  by  the 
State  Representative  to  the  President  and  Council  of  the 
Medical  Society  of  Virginia  ; and 

Fourth,  that  all  minutes  in  conflict  with  the  foregoing 
shall  be  rescinded. 

This  was  seconded  by  Dr.  Hundley  and  carried. 

Dr.  Robertson  said  he  felt  the  services  of  the  Society’s 
office  should  be  available  to  the  State  Representative  at  all 
times,  to  which  Dr.  Martin,  incoming  president  agreed. 
It  was  further  felt  that  the  Governor  of  the  State  should 
be  advised  of  this  Committee  on  Medical  Preparedness, 
offering  cooperation  with  him  at  any  time. 

The  President  next  called  for  a statement  as  to  the 
finances  of  the  Society,  and  Dr.  R.  W.  Miller,  chairman 
of  the  Finance  and  Budget  Committee,  read  figures  from 
the  auditor’s  statement  as  given  below.  He  said  he  had 
talked  with  the  auditor  who  had  made  the  statement  that 


an  organization  of  this  type  should  have  a reserve  of 
$20,000  to  $25,000  and  he  hoped  the  next  administration 
would  endeavor  to  conserve  resources  to  this  end. 

Auditor’s  Report — October  1,  1939,  Through 
September  30,  1940 

To  THE  Officers  and  Councilors, 

Medical  Society  of  Virginia, 

Richmond,  Virginia. 

Gentlemen : 

We  have  made  an  examination  of  the  books  of  ac- 
count of  the  Medical  Society  of  Virginia,  Richmond,  Vir- 
ginia, for  the  fiscal  year  ended  September  30,  1940,  and 
now  present  our  report  consisting  of  the  following  state- 
ments and  explanatory  comments: 

“A”  Balance  Sheet. 

“B”  Statement  of  Income  and  Expense. 


Comments 

The  assets,  liabilities,  and  surplus  of  the  Society  at 
September  30,  1940,  are  set  forth  in  the  Balance  Sheet, 
Exhibit  “A”.  A summary  thereof,  compared  with  that 
at  the  close  of  the  prior  year,  shows: 

Increase 

Assets: 


Liabilities: 

Accounts  Payable 

Surplus: 


9-30-40 
. $14,476.02 
1,508.56 

9-30-39 

$13,677.55 

1,825.81 

Decrease* 
$ 798.47 
317.25* 

. 2,400.00 

525.00 

1,875.00 

..$18,384.58 

$16,028.36 

$2,356.22 

530.27 

659.03 

128.76* 

. 17,854.31 

15,369.33 

2,484.98 

.-$18,384.58 

$16,028.36 

$2,356.22 

The  Income  and  Expenses  for  the  fiscal  year  ended 
September  30,  1940,  are  shown  in  detail  in  Exhibit  “B”, 
prepared  on  cash  receipts  and  disbursements  basis.  The 
operations  for  both  the  current  and  preceding  year  are 
given  in  condensed  form  in  the  following  tabulation: 


Year  Ended 


Income: 

9-30-40 

9-30-39 

Medical  Society 

. -$  5,538.85 

$ 5,333.66 

Medical  Monthly  Publication  _ 

11,826.45 

12,011.92 

Totals  __  _ _ _ 

.$17,365.30 

$17,345.58 

biXPENSES: 

Medical  Society 

__.$  5,086.10 

$ 5,112.67 

Medical  Monthly  Publication. 

9,605.73 

9,489.39 

Totals  _ _ 

_.$14,691.83 

$14,602.06 

Surplus  Income  for  Year 

.$  2,673.47 

$ 2,743.52 

700 


Virginia  Medical  Monthly 


[November, 


The  record  of  cash  transactions  for  the  year  was 
checked  in  detail.  Receipts  were  uniformly  deposited  in 
banks  for  the  account  of  the  Society,  and  disbursements 
were  supported  by  satisfactory  vouchers.  Balances  on 
deposit  at  September  30,  1940,  were  independently  con- 
firmed. The  depositaries  and  balances  therein  were: 


Checking  Account: 

First  & Merchants  National  Bank $ 4,980.51 

S-wiNGS  Accounts: 

First  & Merchants  National  Bank  $4,244.95 

The  Morris  Plan  Bank  of  Virginia  5,250.56  9,495.51 

Total  Cash  Balance $14,476.02 


Accounts  Receivable  for  membership  dues,  advertising, 
and  subscriptions  to  the  medical  monthly  publication  are 
expressed  at  collectible  value  as  estimated  by  the  Execu- 
tive Secretary-Treasurer.  Federal  savings  bonds  owned 
in  the  amount  stated  below  are  verified  by  inspection  of 
the  bonds. 

Date  Value  Date  of  Value  at 

Purchased  Cost  9-30-40  Maturity  Maturity 

2- 19-36  $ 525.00  $ 591.00  February,  1946_.$  700.00 

10-30-39  1,500.00  1,540.00  October,  1949 2,000.00 

3- 18-40  375.00  375.00  March,  1950 500.00 


Securities: 

United  States  Savings  Bonds  (Cur- 
rent Redemption  Value  $2,506.00) 


2,400.00 


Total  Assests $18,384.58 

Liabilities  and  Surplus 

Liabilities: 

Accounts  Payable: 

For  Preparation  of  Medical  Jour- 
nal— September,  1940  Issue $498.89 

For  Office  Supplies 8.88 

Reserve  for  Social  Security  Tax 22.50 

$ 530.27 

Surplus  : 

» 

Excess  of  Assets  over  Liabilities 17,854.31 


Total  Liabilities  and  Surplus $18,384.58 


Statement  of  Income  and  Expense — Fiscal  Year 
Ended  September  30,  1940 

Exhibit  “B” 

Medical  Society  of  Virginia  Division 


Totals— $2,400.00  $2,506.00  $3,200.00 

Provision  has  been  made  in  the  Balance  Sheet  for  all 
ascertained  liabilities  at  September  30,  1940. 

Insurance  protection  carried,  as  shown  by  policies 
examined,  is  listed  below: 


Income:  Actual  Budget 

Dues — From  Members $5,336.64 

Royalties  on  History  of  Medicine 27.50 

Interest  on  Savdngs  Accounts  (J4)-  74.71 

Richmond  Academy  of  Medicine  for 

Scientific  Exhibits 100.00 


Fire  : 

Office  Furniture  and  Fixtures $1,000.00 

Walter  Reed  Home,  Belroi,  Virginia 1,000.00 

Fidelity  Bond: 

Secretary-Treasurer  2,500.00 


The  bookkeeping  records  were  found  to  have  been 
accurately  kept  for  the  year  covered  by  our  examination. 
Respectfully  submitted. 

Shepherd,  Jackson  & Wiggins, 
Certified  Public  Accountants. 

Balance  Sheet — September  30,  1940 
Exhibit  “A” 


Assets 

Cash: 

On  Deposit: 

Checking  Account $4,980.51 

Savings  Accounts 9,495.51 


Due  from  Members: 

(Estimated  Collectible  Value) 

1940  Dues — 190  @ $5.00  each 950.00 

Accounts  Receivable: 

Virginia  Medical  Monthly: 

For  Advertising $ 508.56 

For  Subscriptions  (Estimated) 50.00 

558.56 


Totals $5,538.85 


Expenses: 

Salaries  (Apportioned) : 

Secretary-Treasurer $1,800.00 

Clerical  Assistance 930.00 

$2,730.00  $2,730.00 

Office  Rent  and  Telephone 369.59  365.00 

Stationery  and  Office  Supplies 90.27  65.00 

Repairs  and  Replacements 44.46  45.00 

Postage 183.10  235.00 

Audit  Fee  (Apportioned)  30.00  30.00 

Miscellaneous  Expenses 33.45  50.00 

Social  Security  Tax  (Apportioned)  22.50  22.50 

President’s  Expenses 100.00  100.00 

President-Elect’s  Expenses 14.90  50.00 

Councilors’  and  Officers’  Expenses 102.41  60.00 

Delegates  to  A.M.A.  Convention 72.45  150.00 

Department  of  Clinical  and  Medical 

Education  500.00  1,200.00 

Walter  Reed  Commission 27.00  75.00 

Woman’s  Auxiliary — Special 46.45  100.00 

Appropriations  to  Committees: 

Medical  Economics 20.75  75.00 

Legislation 50.20  525.00 

Scientific  Exhibits  and  Clinics 103.33  200.00 

Child  Welfare 10.00 

Maternal  Welfare 3.50  10.00 

Cancer  6.00  20.00 
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Convention  Expenses; 


Reporting  Annual  Meet- 
ing   $150.66 

Programs  80.00 

Badges 85.43 

Invited  Guests’  Expenses  89.65 

Publicity  Expense 84.10 

489.84  495.00 

Delegates  to  U.  S.  Pharmacopoeial 
Convention  45.90  60.00 


Totals $5,086.10  $6,672.50 


Surplus  Income  for  Year $ 452.75  — o — 


Virginia  Medical  Monthly  Division 
Income:  Actual  Budget 

Advertising  $ 7,848.86 

Subscriptions: 

Members  $3,557.76 

Non-Members 345.13 

3,902.89 

Interest  on  Savings  Accounts  (J4)  74.70 

Total $11,826.45 

Expenses: 


Salaries  (Apportioned) : 
Secretary-Treasurer  $1,800.00 
Clerical  Assistance.-  930.00 


$ 

2,730.00 

$ 2,730.00 

Preparation  of  Journal  (Includ- 

ing  Cost  of  Distribution) 

6,329.98 

6,500.00 

Office  Rent  and  Telephone 

355.12 

365.00 

Stationery  and  Office  Supplies 

36.88 

30.00 

Repairs  and  Replacements 

40.46 

45.00 

Office  Postage 

40.84 

50.00 

Audit  Fee  (Apportioned) 

30.00 

30.00 

Miscellaneous  Expense 

19.95 

20.00 

Social  Security  Tax  (Apportioned) 

22.50 

22.50 

Totals $ 9,605.73  $ 9,792.50 


Surplus  Income  for  Year $ 2,220.72  — 0 — 


Summary  of  Operations 


Actual  Actual  Surplus 
Division  Income  Expenses  Income 

Medical  Society $ 5,538.85  $ .5,086.10  $ 452.75 

Medical  Journal  11,826.45  9,605.73  2,220.72 


Totals $17,365.30  $14,691.83  $ 2,673.47 


Reconciliation  of  Cash  Balance: 

Balance— October  1,  1939  $13,677.55 

Add;  Surplus  Income  for  Year  (Above) 2,673.47 

Total $16,351.02 

Deduct:  Purchase  of  U.  S.  Savings  Bonds 1,875.00 

Balance — September  30,  1940 $14,476.02 

The  Secretary  said  that  at  the  annual  meeting  the 
House  of  Delegates  voted  an  honorarium  of  $1,000  to  Dr. 
Blanton,  editor,  in  recognition  of  his  services  on  the 


Monthly,  but  Dr.  Blanton  had  returned  the  check  with 
the  following  letter: 

I am  returning  the  check  for  $1,000,  which  the  House 
of  Delegates  voted  me  at  its  meeting  at  White  Sulphur. 
I do  not  feel  that  I can  accept  this  as  much  as  I ap- 
preciate it.  I have  not  given  my  services  with  the 
idea  of  monetary  remuneration  and  1 have  the  feel- 
ing that  to  accept  this  check  at  this  time  would  deprive 
me  of  much  of  the  pleasure  which  I have  gotten  from 
making  a small  contribution  to  the  affairs  of  the  So- 
ciety. 

Dr.  C.  E.  Martin  said  he  felt  Dr.  Blanton  had  showed 
a very  fine  spirit  in  regard  to  this  and  a motion  was 
passed  that  Dr.  Blanton  might  later  recommend  how 
he  felt  this  amount  should  be  used,  should  he  so  desire. 

Dr.  Miller  moved  that  the  Council  convey  to  Dr. 
Wyndham  Blanton  its  gratitude  for  the  loyalty,  earnest- 
ness and  ability  he  has  shown  in  making  the  Monthly 
an  outstanding  journal  of  medicine. 

Dr.  Bowyer  offered  an  amendment  to  this  motion,  that 
the  Society  present  Dr.  Blanton  with  a loving  cup  or 
something  tangible  to  show  its  appreciation.  This  was 
seconded  by  Dr.  W.  B.  Martin  and  adopted.  Dr.  Trout 
appointed  Drs.  Bowyer  and  Martin  a committee  to  select 
this  gift. 

The  Secretary  said  Dr.  Trout,  President,  had  also 
returned  $86.55  of  his  unexpended  budget  to  be  applied 
to  post-graduate  work  among  colored  physicians,  and  it 
was  stated  that  this  should  be  placed  to  the  credit  of  the 
Department  of  Clinical  and  Medical  Education  for  this 
purpose. 

The  following  letter  from  Dr.  R.  L.  Payne  of  Norfolk 
was  next  presented: 

Miss  Agnes  Edwards, 

Richmond,  Virginia. 

Dear  Miss  Edwards; 

I am  enclosing  a pair  of  old  forceps  that  apparently 
are  hand  forged,  which  have  been  given  me  by  Dr. 
William  Henry  Venable,  a very  prominent  attorney 
of  Norfolk,  who  is  71  years  old  and  now  passing  his 
last  days  at  Hampden-Sidney,  Virginia,  where  he  was 
born  and  reared. 

He  states  he  found  them  in  the  bottom  of  an  old 
trunk  which  had  been  in  the  basement  of  their  old 
home  between  seventy-five  and  a hundred  years  and 
that  these  forceps  were  carefully  wrapped  in  paper 
and  labeled  in  his  grandfather’s  hand  writing  “Used 
by  old  Dr.  Francis  Mettauer’’. 

As  I recall  Dr.  John  Peter  Mettauer  was  the  son 
of  Dr.  Francis  Mettauer  who  opened  the  first  medical 
school  in  Virginia  about  a mile  from  Hampden-Sidney. 

Mr.  Venable  tells  me  that  the  old  letters  show  that 
Dr.  Francis  Mettauer  was  a medical  officer  attached 
to  a company  of  French  soldiers  who  during  the  Revo- 
lution were  quartered  for  the  winter  about  two  miles 
from  Hampden-Sidney  and  that  he  subsequently  made 
his  home  in  that  neighborhood. 

I thought  you  would  like  to  have  this  pair  of  old 
forceps  to  place  in  the  historical  display. 

R.  L.  Payne,  M.  D. 

As  the  Society  has  no  historical  display.  Dr.  Rawls 
moved  that  the  forceps  be  presented  to  the  Richmond 
Academy  of  Medicine  for  its  museum.  Dr.  Blanton  felt 
the  Society  should  not  relinquish  its  right  to  have  these 
in  case  it  was  ever  in  position  to  have  an  exhibit  and 
suggested  that  they  be  presented  the  .Academy  as  a loan 
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from  the  Medical  Society  of  Virginia.  Dr.  Rawls’  motion 
as  amended  was  adopted. 

Dr.  Hundley  moved  that  Dr.  Payne  be  sent  a note  of 
appreciation  from  the  Council  for  the  forceps,  advising 
that  they  are  being  offered  to  the  Richmond  Academy 
of  Medicine  as  a loan. 

A letter  had  been  received  from  the  management  of 
the  Cavalier  Hotel  at  Virginia  Beach,  asking  that  the 
Society  select  dates  for  its  1941  meeting  as  promptly  as 
possible  so  these  may  be  reserved.  Upon  motion,  it  was 
decided  to  hold  the  next  meeting  during  the  second  week 
in  October.  Dr.  Bowyer  thought  the  plan  to  start  the 
meeting  on  Monday  as  for  the  1940  meeting,  instead  of 
Tuesday  as  formerly,  was  excellent.  After  discussion, 
however,  it  was  decided  to  leave  this  to  the  Program 
Committee.  In  publishing  rates  given  by  the  Cavalier, 
the  secretary  was  instructed  to  secure  those  from  other 
hotels  at  Virginia  Beach,  to  be  used  at  the  same  time. 

Dr.  Trout  said  that  Dr.  Guy  Harrison  had  suggested 
some  official  relation  between  the  State  Dental  and  Med- 
ical Associations,  in  response  to  which  Dr.  Holland  moved 
that  a committee  be  appointed  to  look  into  this.  Dr.  Trout 
asked  Dr.  Martin  to  appoint  this  committee. 

A detailed  financial  statement  from  the  Department  of 
Clinical  and  Medical  Education  was  ordered  received 
and  filed. 

Dr.  Holland  felt  the  Budget  Committee,  composed  of 
Drs.  Miller  and  C.  E.  Martin,  had  rendered  a real  service 
to  the  Society  and  moved  that  a rising  vote  of  thanks 
be  given  them,  in  appreciation  of  their  services.  Carried. 

Dr.  W.  B.  Martin  said  he  was  very  much  interested 
in  securing  better  response  to  the  questionnaires  recently 
sent  all  doctors  by  the  American  Medical  Association  and 
felt  the  secretary  should  send  each  Councilor  a list  of 
every  doctor  in  his  district  that  he  might  have  the  local 
secretaries  contact  all  doctors  in  their  counties.  Dr. 
Bowyer  thought  it  would  be  better  to  have  the  lists  sent 
the  secretaries  with  duplicate  copies  to  the  Councilors 
and  this  was  agreeable  to  Dr.  Martin. 

Business  having  been  completed,  the  Council  adjourned 
for  lunch  in  the  dining  room  of  the  Richmond  Academy 
of  Medicine. 


Following  lunch.  Dr.  Trout  stated  it  was  his  pleasure 
to  turn  the  meeting  over  to  Dr.  Walter  B.  Martin,  the 
new  President. 

Dr.  Martin  asked  Dr.  Hutcheson,  of  the  Legislative 
Committee,  if  there  were  any  points  he  wished  to  dis- 
cuss with  the  Council.  Dr.  Hutcheson  said  it  was  his 
understanding  that  the  special  fund  to  be  raised  by  in- 
creasing dues  was  under  the  jurisdiction  of  a special 
committee  composed  of  the  President  and  the  chairmen 
of  the  Legislative  and  Medical  Economics  Committees, 
and  the  expenditure  of  same  is  subject  to  the  authority 
of  the  Council.  In  this  case,  he  felt  some  arrangement 
should  be  made  by  which  funds  would  be  available  in 
case  of  need,  prior  to  the  next  meeting  of  the  Council. 
He,  therefore,  offered  the  following  motion:  that  the 
Special  Committee  be  empowered  to  expend  such  funds 


as  may  be  necessary  in  the  performance  of  legislative 
work  prior  to  the  next  meeting  of  the  Council.  This  re- 
ceiving a second.  Dr.  Robertson  asked  if  this  implied 
authority  to  employ  counsel,  to  which  Dr.  Hundley  re- 
plied, if  necessary  to  prosecute  illegal  practitioners,  coun- 
sel would  have  to  be  employed.  The  motion  carried. 

The  Special  Committee  was  requested  to  make  a re- 
port to  the  Council  at  its  next  meeting. 

Dr.  Martin  then  asked  the  Councilors  to  report  to  the 
Secretary  what  days  of  the  week  and  what  hours  were 
most  convenient  for  them  to  attend  Council  meetings  as 
this  would  be  of  assistance  in  arranging  the  next  meeting. 

The  President  again  impressed  upon  Councilors  the 
need  of  their  cooperation  in  securing  answers  to  the 
A.M.x'\.  Questionnaires  and  asked  that  they  have  answers 
sent  the  Society’s  office. 

Drs.  Hutcheson  and  Powell  were  appointed  by  the 
President  as  the  Budget  and  Finance  Committee  of  the 
Council,  with  Dr.  Hutcheson  as  chairman. 

Adjournment  followed. 

Agnes  V.  Edwards, 

Approved:  Secretary. 

Hugh  H.  Trout,  M.  D. 

Walter  B.  Martin,  M.  D. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 


President — Mrs.  Griffin  Holland,  Eastville. 
President-Elect — Mrs.  E.  Latane  Flanagan,  Richmond. 
Recording  Secretary — Mrs.  Haroi.d  W.  Potter,  Hilton  Vil- 
lage. 

Corresponding  Secretary — Mrs.  J.  Walker  Jackson, 
Machipongo. 

Parliamentarian — Mrs.  James  B.  Stone,  Richmond. 
Treasurer — Mrs.  Reubin  F.  Simms,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 


Northampton-Accomac  Auxiliary. 

The  Woman’s  Auxiliary  to  the  Northampton- 
Accomac  Medical  Society  met  with  Mrs.  Holland 
Trower,  on  October  1st,  at  “Kendall  Grove”  near 
Eastville,  with  eighteen  members  present. 

The  Auxiliary  enjoyed  a delightful  oyster  roast 
before  tlie  business  meeting.  An  auction  bake  was 
also  held  for  the  Leigh-Hodges-Wright  Memorial 
Bed  Fund. 

The  Auxiliary  feels  much  honored  in  having  Mrs. 
Griffin  W.  Holland,  Sr.,  the  State  President,  as  one 
of  its  charter  members.  Mrs.  Holland  outlined  her 
plans  for  the  coming  year.  Two  new  members  were 
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welcomed — Mrs.  Le  Kites  of  Chincoteague  and  Mrs. 
Fosque  of  Onancock.  Mrs.  iSIcGough,  our  Puldic 
Health  Officer’s  wife,  was  a guest  of  the  meeting. 

The  Northampton-.Vccomac  Memorial  Hospital  at 
Nassawado.Y  was  presented  with  its  annual  gift 
which  consisted  of  chairs  for  patients’  rooms. 

The  new  officers  for  1941  are:  President,  Mrs. 
|.  L.  DeCormis,  Accomac;  vice-president,  Mrs.  Hol- 
land Trower,  Eastville;  secretar}',  Mrs.  J.  H.  Hiden, 
Pungoteague;  and  treasurer,  Mrs.  S.  S.  Kellam, 
Cape  Charles. 

The  January  meeting  will  be  at  the  home  of  Mrs. 
W.  J.  Sturgis,  Nassawadox,  at  whicli  time  a Food 
Sale  will  be  held. 

Catherine  R.  Trower  (Mrs.  Holland  Trower) 
Chairman,  Press  and  Publicity. 


Truth  About  Medicine 

In  addition  to  the  articles  previously  enumerated,  the 
following  have  been  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association: 
Parke,  Davis  & Co. 

Capsules  Sulfapyridine,  0.25  Gm.  (3J4  grains). 

E.  R.  Squibb  & Sons. 

Solution  Thiamine  Chloride — Squibb,  5 cc.  Vial.  100 
mg.  per  cc. 

Upjohn  Company. 

Hypodermic  Tablets  Procaine  Hydrochloride  0.05  Gm. 

Hypodermic  Tablets  Procaine  Hydrochloride  0.02  Gm. 
(1/3  grain)  with  Epinephrine  0.025  mg.  (1/2500 
grain). 

New  and  Nonofficial  Remedies 

The  following  products  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  for  inclusion  in 
New  and  Nonofficial  Remedies: 

Antipneumococcic  Serum  Rabbit  Serum,  Type  I,  Con- 
centrated.— Prepared  from  the  blood  of  rabbits  which 
have  been  immunized  by  repeated  injections  of  type  I 
pneumococci,  according  to  the  procedure  suggested  by 
Horsfall,  Goodner,  MacLeod  and  Harris  {J.A .M.A 108: 
1483,  May  1,  1937).  The  final  product  contains  merthio- 
late  1 in  10,000  and  0.2  per  cent  of  phenol.  Marketed  in 
packages  of  one  vial  containing  20,000  units  and  one  vial 
containing  5 cc.  of  the  same  serum  diluted  (1:100)  for 
the  sensitivity  test.  E.  R.  Squibb  & Sons,  New  York. 

Antipneumococcic  Rabbit  Serum,  Therapeutic,  Types  I, 
II,  V,  VII,  and  VIII. — Prepared  by  immunizing  rabbits 
with  intravenous  injections  of  virulent  cultures  of  types  I, 
II,  V,  VII,  and  VIII  pneumococcus.  These  products  are 
refined  and  concentrated  by  a method  perfected  in  the 
firm’s  laboratories.  The  usual  sterility  and  safety  tests 
are  carried  out  in  accordance  with  the  requirements  of 
the  National  Institute  of  Health.  The  serum  is  marketed 


in  ampule  packages,  each  containing  20,000  units  or 
50,000  units  of  the  specified  type  pneumococcus  antibody. 
The  Gilliland  Laboratories,  Inc.,  Marietta,  Pa. 

Soluble  Trituration  Silver  Picrate  20  per  cent  with 
Boric  Acid  80  per  cent. — A soluble  mixture  of  silver 
nitrate — N.N.R.  (New  and  Nonofficial  Remedies,  1940,  p. 
486)  20  per  cent,  and  boric  acid,  80  per  cent.  John 
Wyeth  k Brother,  Inc.,  Philadelphia,  Pa. 

Silver  Picrate  Jelly,  0.5  per  cent. — A water  miscible 
jelly  containing  silver  picrate — N.N.R.  (New  and  Non- 
official Remedies,  1940,  p.  486),  0.5  per  cent  in  tragacanth 
jelly,  1.5  per  cent.  John  Wyeth  & Brother,  Inc.,  Phila- 
delphia, Pa.  {J.A .M.A. , August  10,  1940,  p.  460.) 

Propaganda  for  Reform 

Present  Status  of  Injection  Treatment  of  Hernia. — In 
September,  1936,  the  Council  on  Pharmacy  and  Chemistry 
published  a report  on  the  injection  treatment  of  hernia 
based  on  the  replies  to  a questionnaire  which  had  been 
addressed  to  a selected  list  of  hospitals  throughout  the 
country.  After  consideration  of  the  replies  the  Council 
concluded  that,  although  there  are  cases  in  w^ich  this 
treatment  is  applicable  and  effective,  nevertheless  it 
should  be  borne  in  mind  that  the  attempted  cure  of  hernia 
by  the  application  of  the  method  of  adhesive  inflamma- 
tion is  not  new;  that  it  had  failed  to  establish  itself  as  a 
routine  method  for  such  treatment  and  was  still  in  an 
early  experimental  stage;  further,  that  physicians  who 
practice  this  method  should  realize  the  dangers  from  an 
ethical,  a legal  and  a financial  point  of  view.  To  keep 
the  Council’s  information  up  to  date  on  this  subject,  the 
same  questionnaire  was  again  addressed  to  those  hospitals 
which  formerly  replied.  After  due  consideration  of  the 
second  hospital  survey  and  the  reports  in  the  recent  litera- 
ture, the  Council  voted  to  adopt  this  report  to  reaffim  its 
previous  opinion  that  the  injection  method  of  treating 
hernia  may  not  be  recognized  for  general  use  and  should 
be  employed  only  by  those  with  special  experience  and 
with  full  cognizance  of  the  dangers  involved  in  the  use 
of  such  solutions.  The  Council  now  concurs  in  the  opinion 
that  the  method  involves  less  danger  of  serious  complica- 
tions than  surgery  when  employed  only  in  selected  cases 
of  hernia  by  those  skilled  in  the  injection  of  suitable 
standardized  solutions  of  known  composition  and  action. 
The  Council  is  not,  however,  willing  to  recognize  any 
such  solutions  for  New  and  Nonofficial  Remedies  until 
sufficient  follow-up  experience  in  their  application  has 
been  gained  to  establish  the  success  of  the  injection  meth- 
od of  treatment.  Present  evidence  indicates  that  better 
types  of  solution  are  to  be  desired.  (J.A.M..4.,  August 
17,  1940,  p.  533.) 


Book  Announcements 

Dermatologic  Allergy.  An  Introduction  in  the  Form 
of  a Series  of  Lectures.  By  MARION  B.  SULZ- 
BERGER, M.D.,  Assistant  Clinical  Professor  of 
Dermatology  and  Syphilology,  Skin  and  Cancer  Unit 
of  the  New  York  Post  Graduate  Medical  School 
and  Hospital  and  Hospital  of  Columbia  University; 
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Associate  Attending  in  Dermatology  and  Syphilol- 
ogy,  Monteflore  Hospital,  New  York;  Consultant  in 
Dermatology  and  Syphilology,  French  Hospital, 
New  York.  Charles  C.  Thomas.  Baltimore,  Md. 
1940.  xxiii-540  pages.  Cloth.  Illustrated.  Price, 
$7.50. 

In  this  book  the  author  has  considered  the  phe- 
nomenon of  allergy  as  it  pertains  to  the  skin.  The 
author  very  modestly  considers  this  work  as  “an 
introduction  in  the  form  of  a series  of  lectures”. 

The  material  is  divided  into  fourteen  lectures  plus 
appendices.  One  lecture  is  devoted  to  the  skin  as  a 
protective  organ,  with  especial  emphasis  on  “immune 
■ — biologic  protection”.  The  fundamental  aspects  of 
allergy  are  considered;  this  includes  non-living  as 
well  as  living  allergens.  The  section  on  contact 
dermatitis  covers  all  the  aspects  of  this  vexing  prob- 
lem. The  value  of  the  patch  test  as  diagnostic  aid  is 
considered.  The  author  presents  his  conception  of 
atopic  dermatitides,  and  gives  special  attention  to 
the  various  methods  of  skin  testing.  There  are  a 
number  of  lectures  which  deal  with  the  manifesta- 
tions of  allergy  in  infectious  diseases,  tuberculo- 
derms,  fungi,  sj'philis,  etc.  There  is  a lecture  on 
drug  eruptions.  “On  the  Future  of  Allergy”  is  the 
subject  of  the  last  lecture. 

The  appendices  include:  a translation  of  V. 
Pirquet’s  original  article  on  allergy,  a valuable  list 
of  substances  to  be  used  in  patch  testing,  criteria  for 
determining  whether  or  not  a dermatitis  is  of  indus- 
trial character,  and  the  management  of  eczema  and 
urticaria. 

Throughout  the  book  the  author  asks  many  stimu- 
lating questions  and  points  out  the  need  for  further 
investigation. 

The  book  is  well  illustrated  and  contains  a goodly 
number  of  tables.  The  publishers  have  done  an  ex- 
cellent piece  of  work  which  will  be  welcomed  by  all 
who  are  interested  in  the  allergic  manifestations  of 
the  skin. 

Simplified  Diabetic  Manual.  By  ABRAHAM  RUDY, 
M.D.,  Associate  Physician  and  Chief  of  the  Diabetic 
Clinic,  Beth  Israel  Hospital,  Boston,  Instructor  in 
Medicine,  Tufts  College  Medical  School,  Consultant 
in  Diabetes,  Jewish  Memorial  Hospital,  Roxbury, 
Mass,  and  Jewish  Tuberculosis  Sanatorium,  Rut- 
land, Mass.  M.  Barrows  & Company,  Incorporated. 
New  York.  1940.  Octavo  of  216  pages.  Cloth.  Price, 
$2.00. 

The  general  make-up  of  this  book  is  good.  The 
paper  is  dull  finish  and  the  print  is  large  and  clear  so 
that  it  is  read  with  ease.  The  statements  are  simple 


and  brief  and  can  be  understood  by  nearly  all  pa- 
tients. The  general  treatment  of  the  subject  is  handled 
in  an  orderly  manner,  and  the  advice  is  sound  and 
avoids  controversy.  Of  course,  the  subject  matter  is 
that  which  has  been  employed  by  previous  authors  of 
such  books  for  some  years. 

Although  the  book  comprises  two-hundred  and  six- 
teen pages,  only  seventy-seven  are  devoted  to  the 
general  treatment  of  diabetes.  The  remainder  is 
taken  up  with  detailed  discussion  of  foods  and 
menus,  including  those  adapted  especially  to  different 
human  races.  Whereas  this  emphasis  on  diet  is 
compatible  with  the  importance  of  diet  in  treatment, 
it  nevertheless  seems  to  me  to  make  the  treatment 
more  time  consuming  and  laborious  than  is  necessary. 
Practically  any  diabetic  diet  can  be  prepared  from 
the  foods  ordinarily  served  in  any  household,  and 
emphasis  on  special  dishes  would  seem  to  be  catering 
to  taste  unnecessarily  and  thereby  to  distinguish  more 
sharply  between  the  diabetic  and  non-diabetic  in- 
dividual. 

Wm.  R.  Jordan,  M.D. 

Management  of  the  Cardiac  Patient.  By  WILLIAM  G. 
LEAMAN,  JR.,  M.D.,  F.A.C.P.,  Assistant  Professor 
of  Medicine  in  Charge  of  the  Department  of  Cardiol- 
ogy Woman’s  Medical  College  of  Pennsylvania; 
Cardiologist,  Woman’s  College,  Memorial,  North- 
eastern Hospitals  and  Philadelphia  Hospital  for 
Contagious  Disease;  Consulting  Cardiologist,  St. 
Luke’s  and  Children’s  Hospital;  etc.  Philadelphia. 
J.  B.  Lippincott  Company.  1940.  Octavo  of  xx-705 
pages.  255  Original  Illustrations.  Cloth.  Price, 
$6.50. 

This  volume,  consisting  of  twenty-four  chapters 
and  637  pages,  is  designed  to  give  the  reader  a com- 
prehensive approach  to  the  problems  of  cardiovas- 
cular disease  in  all  of  its  aspects.  The  writer  not 
only  gives  quite  an  adequate  discussion  of  the  clini- 
cal aspects  of  heart  disease,  but  lays  special  emphasis 
upon  the  management  and  specific  therapy  of  the 
different  situations  which  arise  in  the  clinical  course 
of  patients  having  damage  to  the  heart  and  vascular 
system.  In  addition  to  assembling  in  concrete  form 
the  recent  and  established  principles  accepted  by 
those  working  in  this  field,  he  has  illustrated  most 
of  the  clinical  problems  by  well  selected  and  pre- 
sented case  reports.  This  is  a very  useful  aspect  of 
the  book.  This  volume  is  a real  contribution  to  this 
field,  and  can  be  classed  as  a volume  of  first  order 
dealing  with  this  phase  of  medicine. 

William  B.  Porter,  M.D. 
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Editorial 


Our  Next  President. 

For  several  years  prior  to  the  meeting  of  the  So- 
ciety in  Richmond  in  October,  1939,  physicians  from 
various  parts  of  the  State  were  asking  why  the  So- 
ciety had  not  elevated  Walter  Martin  of  Norfolk  to 
the . Presidency.  He  seemed  to  be  the  center  of 
activity  at  every  meeting — always  in  the  hottest  of 
the  fight;  he  read  most  excellent  papers  at  the  meet- 
ings, and  joined  vigorously  in  the  discussions  of 
the  most  scientific  and  up>-to-date  subjects.  Not  only 
on  medical  subjects,  but  Medical  Legislation  and 
Medical  Economics,  he  was  always  on  the  job  with 
the  latest  and  most  enlightened  ideas.  This  mur- 
muring became  so  loud,  and  from  so  many  sources, 
that  by  the  time  the  House  of  Delegates  was  called, 
and  the  nominating  committee  chosen,  no  one  seemed 
to  have  any  name  to  suggest  but  that  of  Walter 
Martin;  each  member  of  the  nominating  committee 
wanted  to  nominate  him  as  the  choice  of  his  Dis- 
trict. This  is  the  greatest  proof  of  the  wisdom 
of  his  selection  as  President  of  the  Society  for  the 
coming  year. 

Walter  Bramblette  Martin  was  born  in  Pulaski, 
Virginia,  January  16,  1888,  the  son  of  Davil  Hall 
and  Louisa  Sutton  Martin.  He  was  educated  at 
home  until  he  entered  the  Virginia  Polytechnic  In- 


stitute in  1905,  from  which  he  graduated  in  1909 — 
majoring  in  Analytical  Chemistry.  He  was  Presi- 
dent of  the  Student  Body;  President  of  his  class; 
and  Editor-in-Chief  of  the  Annual  {The  Bugle). 
From  1909-1912  he  taught  chemistry  and  mathe- 
matics at  the  Norfolk  Academy. 

He  entered  the  Medical  Department  of  the  Johns 
Hopkins  University  in  1912,  was  elected  to  Phi 
Beta  Kappa  and  Alpha  Omega  Alpha,  and  grad- 
uated in  1916.  Subsequently  he  became  Resident 
House  Officer  on  the  Medical  Service  at  Johns 
Hopkins  Hospital,  serving  in  this  capacity  for  1916 
and  1917. 

He  was  commissioned  First  Lieutenant,  Medical 
Reserve  Corps,  April  17,  1917,  and  was  ordered  to 
active  duty  June  13,  1917.  He  was  discharged 
June  15,  1919,  with  the  rank  of  Captain. 

On  September,  1919,  Dr.  Martin  entered  the  prac- 
tice of  Internal  Medicine  in  Norfolk,  Virginia,  where 
he  has  made  a notable  success. 

He  is  affiliated  with  the  following  Societies:  Nor- 
folk County  Medical  Society  (Past  President); 
Seaboard  Medical  Association  (Past  President); 
Medical  Society  of  Virginia;  American  Medical  As- 
sociation (Member  of  the  House  of  Delegates) ; 
American  College  of  Physicians  (Governor  for  Vir- 
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ginia);  American  Association  for  the  Study  of  Al- 
lergy; American  Association  of  Clinical  Patholo- 
gists; American  Association  for  the  Study  of  Rheu- 
matism. 

Dr.  Martin  stands  out  prominently  as  one  of  the 
most  progressive  and  scientific  physicians  of  the 
State,  and,  besides  being  a leader  in  medical  subjects, 
he  is  one  of  the  most  active  men  in  civic  affairs  as 
well.  He  was  President  of  the  Community  Fund  for 
two  years,  and  is  at  pres- 
ent President  of  the  Nor- 
folk Hospital  Associa- 
tion, Vice-President  of 
the  Tidewater  Hospital 
Service  Association,  and, 
for  the  second  time.  Pres- 
ident of  the  Visiting  Staff 
of  Saint  Vincent’s  Hos- 
pital. He  is  an  active 
member  of  the  Presby- 
terian Church  and  a 
Democrat. 

Dr.  Martin  was  mar- 
ried in  1917  to  Miss 
Lucretia  Dejarnette. 

They  have  three  chil- 
dren, one  son  and  two 
daughters. 

More  activities  could 
be  accredited  to  him,  but 
enough  have  been  cited 
to  convince  the  fellows  of 
the  Medical  Society  of 
Virginia  that  they  have 
chosen  wisely  in  electing 
Walter  B.  Martin  as 
President  for  1940  and  1941.  ^ ^ 

A.M.A.  Weekly  Radio  Broadcasts  to  Be  Re- 
sumed November  13. 

“The  winter  and  spring  season  of  network  radio 
broadcasting  will  be  resumed  by  the  American 
Medical  Association  in  cooperation  with  the  Na- 
tional Broadcasting  Company  over  the  Blue  net- 
work of  stations  beginning  Wednesday,  November 
13,  at  10:30  to  11  p.  m.  eastern  standard  time 
(9:30-10  central,  8:30-9  mountain  and  7:30-8 
Pacific),”  according  to  The  Journal  of  the  Associa- 
tion. 

“The  program  will  be  in  dramatized  form  con- 


stituting the  sixth  successive  season  of  dramatized 
broadcasting  by  the  Association  on  a nationwide 
network.  The  title  of  the  program  will  be  Doctors 
at  Work.  The  theme  of  the  program  wall  be  the 
interpretation  to  the  listener  of  services  available 
in  the  treatment  of  disease  and  the  preservation  and 
promotion  of  health  through  the  various  branches 
of  modern  medicine.  Thirty  programs  are  planned 
dealing  wdth  different  phases  of  medical  practice, 

beginning  with  medical 
education,  internship, 
residency  and  general 
practice  and  embracing 
all  the  major  specialties 
in  medicine  and  in  medi- 
cal phases  of  public 
health  work. 

“The  scripts  will  be 
written  by  William  J. 
Murphy,  director  of  con- 
tinuity for  the  central 
division  of  the  National 
Broadcasting  Company, 
and  will  be  under  the 
supervision  of  the  Bureau 
of  Health  Education  with 
the  cooperation  of  Miss 
Judith  Waller,  educa- 
tional director,  central 
division.  National  Broad- 
casting Company. 

“The  evening  hour  as- 
signed for  these  broad- 
casts is  the  most  favor- 
able hour  that  has  ever 
been  made  available  for 
sustaining  health  education  broadcasts.  Poster  an- 
nouncements of  the  programs  have  been  prepared 
by  the  Bureau  of  Health  Education.  These  will  be 
sent  in  any  reasonable  quantity  which  can  be  effec- 
tively used  on  request  from  state  or  local  medical 
societies  and  units  of  the  Woman’s  Auxiliary  or  to 
health  departments,  schools  or  other  educational  in- 
stitutions. 

“Titles  of  programs  to  come  will  be  published 
three  weeks  in  advance  in  The  Journal  and  monthly 
in  advance  in  Hygeia. 

“Comments  on  the  program  from  physicians  and 
other  listeners  are  invited.” 
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President’s  Message 


As  President  of  the  Medical  Society  of  Virginia, 
I extend  greetings  to  each  member  of  the  Society, 
and  wish  to  express  to  you  my  appreciation  of  the 
honor  which  is  mine.  Our  Society  has  a long  and 
honorable  history  and  to  be  its  President  might 
well  be  the  culmination  of  the  worthy  ambitions 
of  any  physician. 

In  taking  office,  I am  fully  conscious  of  the  re- 
sponsibility entailed.  There  are  a number  of  serious 
matters  before  the  Society,  but  all  of  these  have  been 
overshadowed  by  the  problems  connected  with  the 
emergency  defense  preparations.  We  of  our  profes- 
sion in  Virginia  are  willing  and  anxious  to  aid  in 
every  way  the  defense  program.  While  the  informa- 
tion is  as  yet  quite  meager  as  to  the  part  we  may  be 
called  upon  to  play,  it  is  certain  that  we  should  be 
prepared  to  function  effectively  when  the  time  comes. 

By  the  action  of  our  House  of  Delegates,  all 
matters  pertaining  to  the  Preparedness  Program  have 
been  put  in  the  hands  of  the  Council.  Committees 
have  been  set  up  in  each  component  society  and  in 
each  county,  responsible  to  the  President  and  the 
Council.  The  councilor  in  each  district  is  charged 
with  the  duty  of  cordinating  the  activities  of  these 
committees  and  maintaining  contact  with  the  State 
organization.  Doctor  Hugh  Trout  represents  Vir- 
ginia on  the  Preparedness  Committee  of  the  Ameri- 
can Medical  Association  and  will  maintain  liaison 
between  our  Council  and  the  National  Committee. 
It  is  urged  that  each  local  committee  be  prepared 
to  act  promptly  when  called  upon. 

At  present  the  matter  of  most  immediate  concern 
is  to  complete  the  return  of  the  questionnaires  from 
each  physician  in  the  State.  It  is  to  be  emphasized 
that  this  includes  all  physicians  who  have  graduated 
from  recognized  schools  of  medicine,  regardless  of  age 
or  color,  and  includes  physicians  who  have  retired 
from  practice  and  those  in  the  government  service, 
either  in  active  duty  or  in  the  National  Guards  or 
Reserves. 

There  are  other  problems  that  should  have  the 
thoughtful  consideration  of  every  member  of  our 
Society.  Last  year,  in  spite  of  the  fact  that  Vir- 
ginia showed  a considerable  population  increase, 
we  lost  one  delegate  in  the  House  of  Delegates  of 
the  American  Medical  Association.  It  behooves  us 
to  use  ever>’  effort  to  increase  our  membership  so  as 


to  regain  our  relative  strength  in  the  House  of 
Delegates  of  the  .American  Aledical  Association. 

In  accordance  with  the  directions  of  our  House 
of  Delegates,  the  Legislative  Committeee  has  been 
enlarged  and  we  have  a strong  representative  com- 
mittee preparing  to  carry  out  the  policies  of  our  or- 
ganization. It  is  a matter  of  regret  that  because  of 
other  heavy  demands,  on  his  time  Doctor  Morrison 
Hutcheson,  who  so  ably  directed  the  committee  la.st 
year,  is  unable  to  continue  as  its  chairman,  but  I feel 
that  we  are  very  fortunate  in  having  Doctor  Dean 
Cole  as  his  successor. 

Also  in  accordance  with  the  action  of  our  House 
of  Delegates,  the  Committee  on  Industrial  Medicine 
is  to  be  enlarged.  The  full  personnel  of  this  com- 
mittee will  be  completed  later.  This  committee  will 
have  an  important  function  to  perfonn,  in  view  of 
the  rapid  development  in  Virginia  of  large  industrial 
groups. 

The  Pneumonia  Commission  has  been  enlarged 
so  as  to  represent  various  sections  of  the  State  in 
this  group.  Attention  is  directed  to  the  recent  bulletin 
from  the  Virginia  Department  of  Health  which  indi- 
cates the  progress  that  is  being  made  in  pneumonia 
control  work. 

Certain  of  the  committees  carrying  on  programs 
that  are  continuous  from  year  to  year  have  been 
changed  very  little  in  order  to  maintain  their  con- 
tinuity. 

The  situation  in  the  nursing  field  is  becoming 
acute,  and  it  is  felt  that  some  program  should  be 
worked  out  by  our  committee,  in  conjunction  with 
the  representative  of  the  nurses’  organization,  that 
will  offer  a constructive  solution  of  the  nursing  prob- 
lem. 

While  the  pressure  for  state  medicine  is  somewhat 
relaxed,  due  to  the  development  of  the  present  emerg- 
ency, the  conditions  which  brought  about  this  pres- 
sure still  exist  and  will  probably  be  aggravated  later 
on.  New  problems  in  this  field  are  also  arising,  due 
to  change  in  economic  conditions  and  shifting  popu- 
lation associated  with  the  development  of  new  in- 
dustrial groups.  The  present  Committee  on  Medical 
Economics,  which  has  done  such  excellent  work  in 
the  past,  is  continued  with  the  same  personnel  and 
under  the  same  chairman,  since  I feel  that  we  need 
the  benefit  of  their  experience  this  year. 
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I feel  that  with  strong  committees  engaged  in  the 
study  of  the  many  matters  affecting  the  interests  of 
the  physicians  and  of  all  of  oUr  people,  we  can  look 
forward  to  a year  of  progress. 

Walter  B.  Martin, 
President,  Medical  Society  of  Virginia. 


Standing  Committees 

(The  number  after  each  name  indicates  the  length 
of  term  of  office,  as  one  member  of  each  Standing  Com- 
mittee is  named  by  the  in-coming  President  for  a term 
of  three  years,  except  in  the  case  of  the  Department  of 
Clinical  and  Medical  Education,  Legislation,  and  the 
Medical  Economics  Committee.) 

Publication  and  Program:  Dr.  Wyndham  B.  Blanton 
(3),  chairman ; Dr.  J.  Edwin  Wood,  Jr.  (1)  ; Dr.  H.  S. 
Daniel  (2). 

Scientific  Exhibits  and  Clinics:  Dr.  W.  Ambrose  Mc- 
Gee (1),  chairman;  Dr.  W.  W.  S.  Butler  (2);  Dr. 
George  Duncan  (3). 

Department  of  Clinical  and  Medical  Education: 
Dr.  Hugh  H.  Trout,  chairman;  Mr.  George  B.  Zehmer, 
executive  secretary;  Dr.  I.  C.  Riggin;  Dr.  Lee  E.  Sutton; 
Dr.  H.  B.  Mulholland;  Dr.  J.  W.  Preston;  Dr.  W.  B. 
Newcomb. 

Legislation:  Dr.  Dean  B.  Cole  (3),  chairman;  Dr. 
W.  D.  Kendig  (3),  Dr.  A.  F.  Robertson,  Jr.  (3),  Dr. 
C.  M.  Caravati  (2)  ; Dr.  C.  C.  Smith  (2)  ; Dr.  J.  Mor- 
rison Hutcheson  (2);  Dr.  J.  D.  Willis  (1);  Dr.  J.  C. 
Motley  (1)  ; Dr.  J.  B.  McKee  (1). 

Medical  Economics:  Dr.  John  Hundley,  Jr.  (1),  chair- 
man; Dr.  A.  B.  Hodges  (1)  ; Dr.  H.  A.  Latane  (2)  ; 
Dr.  James  P.  King  (2);  Dr.  Guy  Fisher  (3);  Dr.  Car- 
rington Williams  (3). 

Membership:  Dr.  Joseph  A.  White  (3),  chairman; 

Dr.  J.  Bolling  Jones  (2)  ; Dr.  D.  M.  Kipps  (1). 

Ethics:  Dr.  I.  C.  Harrison  (3),  chairman;  Dr.  J.  R. 
Gorman  (1)  ; Dr.  R.  L.  Raiford  (2). 

Special  Committees 

Advisory  Board  to  Woman’s  Auxiliary:  Dr.  S.  K. 
Ames,  chairman;  Dr.  Hawes  Campbell,  Sr.;  Dr.  C.  O. 
Dearmont. 


Judicial:  Dr.  P.  St.  L.  Moncure,  chairman;  Dr.  P.  W. 
Boyd;  Dr.  P.  W.  Miles;  Dr.  G.  W.  Holland;  Dr.  Frank 
Farmer. 

Child  Welfare:  Dr.  F.  D.  Wilson,  chairman;  Dr. 
J.  B.  Stone;  Dr.  E.  A.  Harper;  Dr.  C.  E.  Conrad;  Dr. 
J.  N.  Williams;  Dr.  W.  B.  Mcllwaine;  Dr.  R.  D.  Bates, 
Sr.;  Dr.  J.  M.  Bishop;  Dr.  L.  T.  Royster. 

Maternal  Health:  Dr.  M.  P.  Rucker,  chairman;  Dr. 
C.  J.  Andrews;  Dr._  A.  M.  Groseclose;  Dr.  T.  J.  Wil- 
liams; Dr.  J.  A.  Owen;  Dr.  E.  B.  Kilby;  Dr.  Walter 
McMann. 

Walter  Reed  Commission:  Dr.  C.  P.  Jones,  chairman; 
Dr.  J.  D.  Clements;  Dr.  J.  W.  Smith. 

To  Arrange  Program  for  Health  Division  of  Vir- 
ginia Welfare  Conference:  Dr.  T.  Dewey  Davis,  chair- 
man; Dr.  D.  C.  Wilson;  Dr.  J.  M.  Hurt;  Dr.  F.  P. 
Fletcher;  Dr.  C.  F.  Graham. 

Pneumonia  Commission:  Dr.  Wyndham  B.  Blanton, 
chairman;  Dr.  George  Lawson;  Dr.  P.  S.  Smith;  Dr. 
Harry  Walker;  Dr.  Staige  D.  Blackford;  Dr.  B.  S. 
Yancey;  Dr.  John  R.  Hamilton;  Dr.  E.  L.  Alexander; 
Dr.  Ernest  G.  Scott. 

To  Confer  With  State  Board  of  Nurses’  Examiners: 
Dr.  W.  L.  Peple,  chairman;  Dr.  Russell  Buxton;  Dr. 
C.  B.  Morton;  Dr.  Frank  S.  Johns;  Dr.  Elisha  Barksdale; 
Dr.  Alfred  P.  Jones. 

Syphilis  Control:  Dr.  R.  D.  Kimbrough,  chairman; 
Dr.  E.  E.  Barksdale;  Dr.  D.  C.  Smith;  Dr.  J.  W.  Love; 
Dr.  W.  B.  Porter. 

Tuberculosis:  Dr.  Frank  B.  Stafford,  chairman;  Dr. 

E.  C.  Harper;  Dr.  C.  L.  Harrell. 

Advisory  to  State  Department  of  Health:  Dr.  Frank 
Smith,  chairman ; Dr.  P.  Q.  Daniel;  Dr.  J.  M.  Lynch; 
Dr.  R.  A.  Moore;  Dr.  John  A.  Gibson;  Dr.  Karl  Black- 
well. 

Cancer:  Dr.  E.  P.  Lehman,  chairman ; Dr.  I.  C.  Rig- 
gin;  Dr.  R.  P.  Bell;  Dr.  R.  L.  Payne;  Dr.  Wright  Clark- 
son; Dr.  Fred  Hodges;  Dr.  I.  A.  Bigger;  Dr.  Hugh 
Trout. 

Industrial  Health:  Dr.  F.  J.  Wampler,  chairman; 

Dr.  C.  B.  Bowyer;  Dr.  W.  R.  Whitman;  Dr.  I.  C.  Riggin; 
Dr.  H.  U.  Stephenson;  Dr.  H.  T.  Hawkins,  Dr.  George 
McLean  Lawson. 

Representative  to  Virginia  Welfare  Council:  Dr. 

F.  P.  Fletcher. 


Department  of  Clinical  and  Medical  Education 

of  the 


Medical  Society  of  Virginia 


Postgraduate  Clinic. 

The  twenty-sixth  postgraduate  clinic  of  the  Uni- 
versity of  Virginia  Department  of  Medicine  will  be 
held  in  the  amphitheater  of  the  medical  school  on 
Friday  and  Saturday,  November  8 and  9.  This  will 


consist  of  a Symposium  on  Obstetrics  and  Gynecol- 
ogy. The  full  program  will  be  as  follows: 

Friday 

10:00-11:00  a.m. — Syphilis  in  Pregnancy — Dr.  H.  H. 
Hazen,  Consultant  Dermatologist  to  U.  S.  P.  H.  S., 
Washington,  D.  C. 
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ll;00-Noon — Puerperal  Infections — Dr.  James  R.  Mc- 
Cord, Professor  of  Obstetrics  and  Gynecology, 
Emory  University,  Atlanta,  Georgia. 

Noon-1  ;00  p.m. — Luncheon  in  University  Hospital  Din- 
ing Room  as  guests  of  the  University  of  Virginia 
Hospital. 

1:30-2:30  p.m. — Pyelitis  in  Pregnancy — Dr.  Herbert  F. 
Traut,  Associate  Professor  of  Obstetrics  and  Gyne- 
cology, Cornell  University,  New  York.  » 

2:30-3:30  p.m. — Anemias  of  Pregnancy — Dr.  Maurice  B. 
Strauss,  Boston  City  Hospital,  Boston,  Massachu- 
setts. 

3:30-4:30  p.m. — Maternal  Health  in  Virginia — Dr.  M. 
Pierce  Rucker,  Johnston-Willis  Hospital,  Rich- 
mond, Virginia. 

4:30  p.m. — Inspection  of  New  Public  Wards,  West  Ad- 
dition, University  Hospital. 

8:00  p.m. — James  Carroll  Flippin  Lecture — The  Tox- 
emias of  Pregnancy — Dr.  Robert  D.  Mussey,  Head 
of  Section,  The  Mayo  Clinic,  Rochester,  Minnesota. 

Saturday 

10:00-11:00  a.m. — Tuberculosis  in  Pregnancy — Dr. 
David  A.  Cooper,  Assistant  Professor  of  Medicine, 
University  of  Pennsylvania,  Philadelphia,  Penn- 
sylvania. 

Il:00-Noon — Endocrine  Therapy  of  Ovarian  Failure 
During  Reproductive  Period — Dr.  Edwin  C.  Ham- 
blen, Associate  Professor  of  Obstetrics  and  Gyne- 
cology, Duke  University,  Durham,  North  Carolina. 
Noon-1 :00  p.m. — Planned  Parenthood  (with  film  on 
“Technique  of  Contraception” — fifteen  minutes)  — 
Dr.  Clarence  J.  Gemble,  Milton,  Massachusetts. 
2:30  p.m. — Football  Game — University  of  Virginia  vs. 
Washington  and  Lee  University,  Scott  Stadium. 

Summer  Short  Course. 

A highly  successful  short  postgraduate  course  on 
Recent  Advances  in  Internal  Medicine  was  held  at 
the  University  of  Virginia  during  the  week  of 
June  17-22.  The  instructors  consisted  of  the  staff 
members  of  the  Department  of  Internal  Medicine 
of  the  University  of  Virginia  and  other  members 
of  the  faculty  of  the  Department  of  Medicine.  The 


morning  programs  consisted  of  lectures  while  the 
afternoons  were  devoted  to  clinics,  ward  rounds,  and 
demonstrations.  Frequent  round  table  discussions 
were  held  in  the  evenings. 

A somewhat  more  extended  course  is  being  con- 
sidered for  ne.xt  summer.  Suggestions  for  the  pro- 
gram will  be  welcomed  by  Dr.  Staige  D.  Blackford, 
Chairman  of  Graduate  Clinics. 

The  following  doctors  attended  the  Summer  Short 
Course : 

Dr.  S.  K.  Ames,  Cape  Charles. 

Dr.  F.  D.  Daniel,  Charlottesville. 

Dr.  Julian  B.  Doss,  Penhook. 

Dr.  Elizabeth  Edmunds,  Lynchburg. 

Dr.  James  A.  Gooch,  Alexandria. 

Dr.  Ruth  S.  Mason-Grigg,  Petersburg. 

Dr.  Percy  Harris,  Scottsville. 

Dr.  L.  Floyd  Hobbs,  Alexandria. 

Dr.  J.  Meriwether  Hurt,  Blackstone. 

Dr.  J.  Bernard  Jones,  Culpeper. 

Dr.  Anita  Lotti,  Charlottesville. 

Dr.  John  C.  McCluer,  Jr.,  Alexandria. 

Dr.  John  B.  McKee,  Winchester. 

Dr.  A.  M.  McLaughlin,  Waynesboro. 

Dr.  Brooke  B.  Mallory,  Lexington. 

Dr.  J.  O.  Mundy,  Charlottesville. 

Dr.  Dan  O.  Nichols,  Charlottesville. 

Dr.  Charles  L.  Savage,  Ashland. 

Dr.  Henry  B.  Showalter,  Kenbridge. 

Dr.  Bliss  K.  Weems,  Waynesboro. 

Dr.  William  H.  Wood,  Charlottesville. 

Local  Short  Courses. 

Plans  are  now  being  made  for  short  courses  to  be 
held  in  a number  of  localities  in  the  state  during 
the  winter  and  spring.  Local  societies  desiring 
courses  may  make  arrangements  by  communicating 
with  the  Executive  Secretary. 

George  B.  Zehmer, 
Executive  Secretary. 


Proceedings  of  Societies 


The  Southwestern  Virginia  Medical  Society 
Held  its  annual  fall  meeting  in  Marion,  October 
2,  with  the  President,  Dr.  C.  F.  Manges,  Blacksburg, 
presiding.  The  afternoon  session  was  held  at  the 
new  auditorium  of  the  Southwestern  State  Hospital, 
with  approximately  fifty  members  present.  The  fol- 
lowing program  was  given:  Psychiatric  Clinic  by 
Dr.  David  C.  Wilson,  University  of  Virginia;  Report 


of  Use  of  Shock  Therapy  at  Southwestern  State  Hos- 
pital with  Demonstration  of  Metrazol  Seizures  by 
Drs.  Joseph  E.  Barrett,  W.  H.  McCarty,  and  A.  D. 
Hutton;  New  Drugs  in  Neuropsychiatry  by  Dr. 
Wilson;  and  Round  Table  Discussion  of  Psychiatric 
Problems  with  Dr.  Joseph  R.  Blalock  as  moderator. 

Immediately  following  the  scientific  session,  a 
business  meeting  was  held.  Drs.  E.  P.  .\mbrose. 
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Christiansburg,  Algie  C.  Davis  and  Blanton  P. 
Seward  of  Roanoke,  Gerhard  Gabriel,  Abingdon, 
N.  J.  Chew,  Bristol,  and  C.'  G.  Williams,  Pearis- 
burg,  were  voted  into  membership. 

The  following  new  officers  were  elected : President, 
Dr.  T.  K.  McKee,  Saltville;  vice-president,  Dr. 
W.  C.  Caudill,  Pearisburg,  secretary-treasurer.  Dr. 
James  P.  King,  Radford  (re-elected).  Dr.  W.  A. 
Porter,  Hillsville,  was  elected  a new  member  of  the 
Executive  Committee. 

The  evening  session  was  held  at  the  Hotel  Lincoln 
with  eighty  members  present.  An  infonnal  party  was 
followed  by  a banquet.  Dr.  C.  F.  Manges  gave 
a very  interesting  paper  on  The  General  Practition- 
er's Future.  The  guest  speaker  was  Dr.  Russell  L. 
Haden  of  the  Cleveland  Clinic,  Cleveland,  who 
spoke  on  Treatment  of  Anemia. 

Patrick-Henry  Medical  Society. 

This  Society  held  its  regular  quarter!}-  meeting  in 
Martinsville,  on  the  evening  of  October  11th,  at 
which  time  Dr.  Allen  Barker  of  Roanoke  presented 
an  interesting,  illustrated  paper  on  Lesions  of  the 
Gastro-Intestinal  Tract.  This  being  the  annual 
meeting,  the  election  of  officers  was  held  with  the 
following  being  named  for  the  coming  year:  Presi- 
dent, Dr.  E.  M McDaniel  of  Martins-ville ; vice- 
president,  Dr.  B.  Hopkins  of  Stuart;  and  secre- 
tary-treasurer, Dr.  R.  H.  Walker  (re-elected)  of 
Martinsville. 

Norfolk  County  Medical  Society. 

Dr.  Bayard  E.  Horton,  of  the  Division  of  Medi- 
cine at  Mayo  Clinic,  Rochester,  Minn.,  was  the  guest 
speaker  before  the  Norfolk  County  Medical  Society 
at  its  meeting  on  October  14,  his  subject  being  “Re- 
cent Observations  in  the  Treatment  of  Headaches 
and  Vertigo”. 

The  following  Monday,  there  was  a sympos- 
ium on  “Peptic  Ulcer”,  the  discussants  being  Dr. 
M.  Richard  AMiitehill,  who  spoke  on  “Some  Medical 
.-Aspects”,  and  Dr.  Horace  G.  Ashburn,  whose  sub- 
ject was  “Surgical  Treatment”. 

The  Orange  County  Medical  Society 

Held  its  regular  quarterly  meeting  on  October  4, 
under  the  presidency  of  Dr.  J.  P.  Hankins.  The 
Committee  on  Medical  Preparedness  was  appointed 
at  this  time.  It  was  decided  that  the  Society  should 
have  motion  pictures  of  scientific  subjects,  with 
papers  presented  by  tlie  members  to  help  make  the 


meetings  interesting.  The  next  meeting  will  be  held 
in  January. 

G.  R.  Elliott,  Secretary. 

James  River  Medical  Society. 

At  the  meeting  of  this  Society  on  October  9th, 
Dr.  Rolland  Main,  Professor  of  Physiology  of  the 
Medical  College  of  Virginia,  spoke  on  “Physiolog}- 
of  Vitamins”.  Dr.  N.  P.  Snead,  Cartersville,  is 
president  of  this  Society  and  Dr.  Garland  Dyches, 
Dillwyn,  secretary. 

The  Danville  Academy  of  Medicine, 

Of  which  Dr.  W.  B.  Sager  is  president  and  Dr. 
E.  E.  Barksdale  secretary,  is  planning  a number  of 
activities  for  the  coming  year.  At  the  September 
meeting,  Dr.  Vincent  W.  Archer  of  the  Universit}' 
of  Virginia  discussed  “Gastro-Intestinal  Bleeding” 
and  Dr.  W.  deB.  MacNider  of  the  University  of 
North  Carolina  spoke  on  kidney  diseases,  at  the 
October  meeting. 

The  Roanoke  Academy  of  Medicine 

Held  its  first  Fall  meeting  on  October  7th,  with 
the  retiring  president.  Dr.  L.  G.  Richards,  presiding. 
Dr.  L.  D.  Keyser  was  appointed  to  present  Dr. 
K.  D.  Graves  who  was  duly  installed  as  president 
for  the  coming  year.  Dr.  Glenn  L.  Walker  was 
elected  to  membership,  several  applications  were  re- 
ferred to  the  Membership  Committee  for  considera- 
tion, and  committees  were  appointed  to  look  after 
special  matters  brought  before  the  meeting. 

The  scientific  program  was  in  the  form  of  a presi- 
dential address  by  Dr.  Graves,  who  discussed  Trich- 
inosis, pre.senting  case  reports  with  conclusive  data. 
The  discussion  which  followed  was  led  by  Dr. 
George  Hurt.  Upon  adjournment,  refreshments  were 
served  as  usual. 

The  Clinch  Valley  Medical  Society 

IMet  at  Norton,  October  18th,  under  the  presi- 
dency of  Dr.  J.  H.  Hag}'  of  Imboden,  with  a reg- 
istered attendance  of  forty-seven.  The  following 
papers  were  presented  by  professors  from  the  Med- 
ical College  of  Virginia,  Richmond:  Progress  in 
the  Prevention  of  Diseases  by  Dr.  Fred.  J.  Wampler; 
The  U.se  of  Modern  Drugs  in  Traumatic  and  Or- 
thopedic Surgery  by  Dr.  James  T.  Tucker;  and 
The  Practice  of  Obstetrics  in  the  Home  by  Dr. 
H.  C.  Spalding.  In  addition  to  these,  Dr.  George 
Fordham,  chairman  of  the  Committee  on  Indus- 
trial Hygiene  of  the  West  Virginia  State  Medical  As- 
sociation, spoke  on  Developing  a Medical  Program 
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for  a Coal  lndustr\-,  and  Mr.  R.  T.  Homewood, 
Industrial  Hygiene  Engineer  of  the  State  Health 
Department  of  Virginia,  gave  a talk. 

At  the  business  session,  Dr.  C.  H.  Henderson  of 


Norton  was  elected  president;  Dr.  R.  S.  Rhipps  of 
Clintwood  vice-president;  and  Dr.  C.  B.  Bowyer  of 
Stonega  was  re-elected  secretary-treasurer.  Norton 
was  again  selected  for  tlie  Spring  meeting. 


News  Notes 


Southern  Medical  Association. 

When  it  is  stated  that  another  Southern  Medical 
meeting  is  to  be  held,  it  always  arouses  interest,  as 
these  are  some  of  the  most  popular  gatherings  of 
physicians — especially  in  the  South.  Louisville, 
Kentucky,  is  the  meeting  place  and  the  dates  are 
November  12th  to  15th,  inclusive.  A record  attend- 
ance is  anticipated  as  the  two  headquarters  hotels 
liave  no  more  rooms  available.  However,  all  down- 
town hotels  are  convenient  to  exhibits  and  meeting 
places,  and  the  Hotel  Committee,  of  which  Dr.  James 
H.  Pritchett  is  chairman,  will  be  glad  to  make  reser- 
vations for  doctors  who  advise  the  price  and  type 
of  accommodations  desired.  Address  the  Committee 
at  Room  413,  421  West  Market  Street,  Louisville. 

All  members  of  state  and  county  medical  societies 
in  the  South  are  cordially  invited  to  attend. 

News  from  the  State  Department  of  Health. 

Dr.  W.  Brownley  Foster,  Richmond,  was  ap- 
pointed an  associate  physician  with  central  office 
staff  of  the  State  Department  of  Health,  effective 
October  1. 

The  organization  of  the  new  administrative  head- 
quarters to  be  known  as  the  Southeast  Health  Dis- 
trict at  Norfolk  became  effective  October  16th.  The 
Assistant  Director  of  Rural  Health  for  this  district 
will  be  Dr.  J.  C.  Neale,  Jr.,  formerly  in  charge  of 
the  Southwest  Health  District.  The  territory  un- 
der the  jurisdiction  of  this  headquarters  will  be  Isle 
of  Wight,  Nansemond,  Norfolk  and  Princess  Anne 
Counties.  The  city  of  Suffolk  is  a part  of  the  Isle 
of  Wight-Nansemond  Health  District.  The  cities 
of  Norfolk  and  Portsmouth  have  signified  their 
desire  to  cooperate  with  this  office.  Temporar}'  head- 
cjuarters  are  at  the  office  of  Dr.  Josiah  Leake  in  the 
New  Kirn  Building  at  Portsmouth. 

Dr.  H.  M.  Kelso  has  been  named  as  Assistant 
Director  of  Rural  Health  for  the  Southwest  Health 
District  with  offices  at  Abingdon.  This  appointment 
becomes  effective  November  1,  1940. 


Dr.  Henry  G.  Steinmetz  has  been  ap})ointed  Health 
Officer  to  succeed  Dr.  Kelso  in  Pulaski  County,  effec- 
tive November  1.  Dr.  Steinmetz  has  been  Assi.stant 
Health  Officer  of  Arlington  County. 

Dr.  W.  W.  Griggs,  formerly  in  charge  of  the 
Dickenson-Wise  Health  District,  Dr.  J.  G.  McNiel, 
Health  Officer  of  Montgomery’  County,  Dr.  William 
Y.  Garrett,  formerly  Health  Officer  of  Northampton 
County,  and  Dr.  P.  W.  Bowden,  formerly  acting 
Health  Officer  in  charge  of  venereal  disease  control 
in  the  Newport  News  area,  are  now  taking  special 
courses  during  the  academic  year  1940-1941  at  the 
Johns.  Hopkins  School  of  Public  Health.  Upon  com- 
pletion of  their  courses  they  will  be  re-assigned  to 
health  officer  duties  by  the  State  Department  of 
Health. 

Medical  College  of  Virginia  News. 

A local  chapter  of  Alpha  Omega  Alpha,  national 
honorary  medical  fraternity,  w’ill  be  organized  at  the 
college,  the  installation  to  be  held  on  December  6, 
with  national  officers  present. 

The  General  Education  Board  has  made  a grant 
of  $3,000.00  to  the  college  for  research  in  genetics 
which  is  being  carried  on  by  Dr.  Roscoe  D.  Hughes 
of  the  school  of  pharmacy. 

Dr.  William  T.  Sanger,  President,  and  Dr.  Lee  E. 
Sutton,  Jr.,  Dean  of  the  School  of  Medicine,  attended 
the  annual  meeting  of  the  Association  of  American 
Medical  Colleges,  October  28-30,  in  Ann  Arbor, 
Michigan. 

The  college  began  its  radio  series  for  the  session 
1940-41  on  the  night  of  October  19  with  President 
Sanger  speaking.  The  program  for  the  entire  series 
is  given  below: 

WRVA — Saturday  Night 

1.  October  19 — Dr.  William  T.  Sanger — Medical  Inter- 

view. 

2.  October  26 — Dean  Harry  Bear — Dental  Interview. 

3.  November  2 — Dean  Wortley  F.  Rudd — Pharmacy  In- 

terview. 
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4.  November  9 — Dean  E.  Louise  Grant — Nursing  Inter- 

view. 

5.  November  16 — Dr.  J.  H.  Scherer — Medical  Technology 

Interview. 

6.  November  23 — Miss  Kathryn  Heitshu — Dietetic  In- 

terview. 

7.  November  30 — Mrs.  Eloise  Robins — Medical  Social 

Service  Interview. 

8.  December  7 — “Exodus” — A Dramatization. 

9.  December  1-1 — Dr.  Harvey  B.  Haag — Research  in  the 

Department  of  Pharmacology. 

10.  December  21 — Dr.  Frank  L.  Apperly — Research  in  the 

Department  of  Pathology. 

11.  December  28 — Dr.  J.  Frank  Hall — Research  in  the 

Dental  School. 

12.  January  A — Dr.  Clair  R.  Spealman — Research  in 

Physiology. 

13.  January  11 — Dr.  Sumter  S.  Arnim — Research  in  Den- 

tal Caries. 

Founders’  Day,  Thursday,  December  5,  will  mark 
the  dedication  of  the  new  college  hospital.  The  pro- 
gram will  begin  at  12:00  noon  and  last  about  an 
hour.  Beginning  at  two  o’clock  in  the  afternoon  the 
hospital  will  be  open  for  inspection  until  ten  o’clock 
that  night.  There  will  be  ample  guides  and  arrange- 
ments for  handling  the  alumni  and  interested  friends. 
.‘\s  the  hospital  will  not  then  be  occupied  by  patients, 
but  will  be  fully  equipped,  there  will  be  an  especially 
good  opportunity  to  make  a complete  inspection.  It 
embodies  a number  of  new  features  in  hospital  con- 
struction and  equipment  and  provides  several  new 
departments  such  as  neuropsychiatry^  contagious  dis- 
eases, enlarged  physical  therapy  quarters,  and  many 
superior  arrangements  for  teaching. 

Patients  will  be  moved  from  the  Dooley  and  Me- 
morial Hospitals  to  the  new  unit  by  easy  stages  as 
soon  after  dedication  as  possible. 

News  from  the  University  of  Virginia,  School 

of  Medicine. 

Dr.  Vincent  W.  Archer  addressed  the  Danville 
.\cademy  of  Medicine  and  Pittsydvania  County  Med- 
ical Society,  meeting  in  Danville,  Virginia,  on  Sep- 
tember 10.  His  subject  was  Bleeding  From  the 
Gastro- Intestinal  Tract. 

.\t  the  annual  meeting  of  the  American  Roentgen- 
Ray  Society  in  Boston  on  October  1 to  4,  Dr.  Archer 
gave  two  instruction  courses:  1.  Country'  Diseases  in 
the  Chest;  2.  Osteomyelitis. 

Dr.  W.  W.  Waddell,  Jr.,  participated  in  the  Jef- 
ferson County  Postgraduate  Seminar  held  in  Birm- 
ingham, Alabama,  on  September  17,  at  which  time 
he  discussed  Spontaneous  Hypoglycemia  in  Child- 


hood. At  the  meeting  of  the  Alabama  State  Pediatric 
Society  in  Birmingham  on  September  18,  he  spoke 
on  Vitamin  K in  Hemorrhage  of  the  Newborn. 

On  October  2,  Dr.  David  C.  \^'ilson  spoke  before 
the  Southwestern  Virginia  Medical  Society,  meeting 
in  Marion,  Virginia.  His  subject  was  Recent  Drugs 
in  Neuro-Psychiatry'. 

Dr.  I.  S.  Ravdin,  George  Leib  Harrison  Professor 
of  Surgery  at  the  School  of  Medicine  of  the  Uni- 
versity of  Pennsylvania,  gave  the  first  .\lpha  Omega 
Alpha  Lecture  on  October  4.  He  discussed  Some 
Nutritional  Problems  of  the  Surgical  Patient. 

The  first  Annual  Phi  Beta  Pi  Lecture  was  given 
by  Dr.  James  B.  Murphy  of  the  Rockefeller  Insti- 
tute for  Medical  Research  on  October  14,  when  he 
spoke  on  The  Present  Status  of  Cancer  Research. 

News  from  the  Jefferson  Medical  College  of 

Philadelphia. 

The  116th  annual  session  was  inaugurated  Sep- 
tember 18,  1940,  Mr.  Robert  P.  Hooper,  president  of 
the  Board  of  Trustees,  presiding.  The  introductory 
lecture  was  delivered  by  Dr.  Hobart  Reimann, 
Magee  Professor  of  Practice  of  Medicine  and  Clini- 
cal Medicine,  on  “Education  of  the  Medical  Stu- 
dent”. 

The  total  enrollment  is  513.  Of  this  number,  147 
are  new  students,  133  admissions  to  the  first-year 
class,  and  fourteen  admissions  to  the  third-year  class. 

The  members  of  the  first-year  class  were  prepared 
for  medical  study  in  seventy-five  different  institu- 
tions ; all  having  completed  four  years  of  college  work 
and  having  received  a bachelor’s  degree  before  being 
admitted  to  the  medical  course.  Geographically, 
twenty'-nine  states,  insular  possessions  and  foreign 
countries  are  represented,  as  follows:  Pennsylvania, 
New  Jersey,  North  Carolina,  Ohio,  West  Virginia, 
Delaware,  Massachusetts,  Rhode  Island,  Indiana, 
Connecticut,  South  Carolina,  New  York,  Maine, 
Maryland,  California,  ^^’ashington,  Alabama,  Ten- 
nessee, Missouri,  Iowa,  Michigan,  New  Hampshire, 
Georgia,  Idaho,  Kansas,  Kentucky,  Mississippi, 
Montana,  Oregon,  Puerto  Rico,  the  Territory  of 
Hawaii,  and  the  countries  of  Brazil,  Korea  and 
Iran. 

News  from  Duke  University  School  of  Medi- 
cine. 

On  October  3,  the  School  of  Medicine  and  School 
of  Nursing  began  their  autumn  quarters,  with  an 
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enrollment  of  262  students  in  the  former,  and  60 
students  in  the  latter. 

On  October  IS,  Dr.  M.  V.  Ziegler,  Senior  Surgeon 
of  the  United  States  Public  Health  Service,  talked 
to  the  students  at  the  daily  clinic  on  “Opportunities 
in  the  Public  Health  Service”. 

The  seventh  annual  Postgraduate  SjTnposium  is 
being  held  at  Duke  Hospital  October  31,  November 
1 and  2.  The  subject  is  Diseases  of  Metabolism  and 
Diseases  of  the  Blood  Forming  Organs.  The  fol- 
lowing are  participating  in  the  program:  Dr.  Cyrus 
C.  Sturgis,  Professor  of  Medicine,  University  of 
Michigan  School  of  Medicine;  Dr.  Louis  K.  Dia- 
mond, Associate  in  Pediatrics,  Hars^ard  Medical 
School;  Dr.  Claude  E.  Forkner,  Assistant  Professor 
of  Clinical  Medicine,  Cornell  University  Medical 
College;  Dr.  Elliott  P.  Joslin,  Professor  of  Clinical 
Medicine,  Emeritus,  Harvard  Medical  School;  Dr. 
William  Dameshek,  Assistant  Professor  of  Medicine, 
Tufts  College  Medical  School;  Dr.  Fuller  Albright, 
Assistant  Professor  of  Medicine,  Harvard  Medical 
School;  Dr.  Eugene  F.  Du  Bois,  Professor  of  Medi- 
cine, Cornell  University  Medical  College;  Dr.  Frank 
H.  Lahey,  Director,  The  Lahey  Clinic,  Boston, 
Mass.;  Dr.  Allen  O.  Whipple,  Valentine  Mott,  Pro- 
fessor of  Surgery,  College  of  Physicians  and  Sur- 
geons; Dr.  Leland  S.  McKittrick,  Instructor  in  Sur- 
gery, Harvard  Medical  School ; Dr.  George  R.  Minot, 
Professor  of  Medicine,  Harv’ard  Medical  School; 
Dr.  Frank  A.  Evans,  Physician-in-Chief,  Western 
Pennsylvania  Hospital,  Pittsburgh;  Dr.  Alexis  F. 
Hartmann,  Professor  of  Pediatrics,  Washington  Uni- 
versity School  of  Medicine,  and  Dr.  Russell  M. 
Wilder,  Professor  of  Medicine,  The  Mayo  Founda- 
tion for  Medical  Education  and  Research,  University 
of  Minnesota. 

Married. 

Dr.  William  Province  McGuire,  Winchester,  and 
Miss  Dorothy  Elizabeth  Robinson,  Glen  Rock,  N.  J., 
October  19th.  Dr.  McGuire  is  an  alumnus  of  the 
University  of  Virginia. 

Dr.  William  Allen  Johns,  Richmond,  and  Miss 
Logan  Phinizy,  Augusta,  Ga.,  October  5th.  Dr. 
Johns  is  a graduate  of  the  Department  of  Medicine, 
University  of  Virginia. 

Dr.  Herbert  T.  Wagner,  Richmond,  and  Miss 
Rebecca  Lewis,  York,  Pa.,  October  Sth.  Dr.  Wagner 
is  a graduate  of  the  University  of  Indiana  and  is 


now  executive  director  of  Stuart  Circle  Hospital, 
Richmond. 

Dr.  James  W.  Tankard,  Hilton  Village,  and  Miss 
Eileen  Looney,  Jenkins,  Ky.,  in  August. 

Dr.  Jack  Graham  Webb,  Richmond,  and  Miss 
Frances  Skelton,  Hartwell,  Ga.,  September  21st. 
Dr.  Webb  graduated  from  the  Medical  College  of 
Virginia  in  1940  and  is  now  at  the  City  Hospital 
in  Louisville. 

Dr.  Randolph  Harrison  Hoge  and  Mrs.  Katherine 
Booker  Wales,  both  of  Richmond,  October  19. 

Dr.  T.  Brent  Wayman, 

Formerly  of  Kilmarnock  this  State,  who  graduated 
from  Johns  Hopkins  University  in  1932,  has  re- 
turned to  Virginia  and  located  at  601  Medical  Arts 
Building,  Richmond,  where  he  will  limit  his  work 
to  the  practice  of  urology.  He  interned  at  Johns 
Hopkins  Hospital,  later  doing  urological  work  under 
Dr.  Frank  Hinman  of  San  Francisco.  He  was  then 
engaged  in  private  practice  and  associated  with  the 
Cincinnati  School  of  Medicine  for  four  years  before 
returning  to  his  native  State. 

Clinic  to  be  Held  at  University  of  Virginia. 

The  Postgraduate  Clinic  wdll  be  held  at  the  Uni- 
versity of  Virginia  Hospital  from  December  10  to  13 
inclusively.  The  first  two  days  will  be  given  to  lec- 
tures on  Otolar}’ngology  and  the  last  two  on  Ophthal- 
mology. The  program  has  not  been  completed  but 
will  be  mailed  around  November  1. 

Dr.  Marvin  Jones  and  Dr.  Andrew  Eggston,  both 
of  New  York'  City,  Dr.  J.  M.  Robb  of  Detroit,  and 
Dr.  D.  H.  Massie  of  the  University  of  Virginia,  will 
be  the  lecturers  on  the  ear,  nose,  and  throat.  Dr. 
Frank  Walsh  of  Baltimore  and  Dr.  Harry  Gradle 
of  Chicago  will  be  among  those  speaking  on  the  eye. 

Dr.  Robert  E.  Moran  of  Washington  will  talk  on 
plastic  surgery  of  the  nose  and  ear  and  also  of  the 
eye  and  face,  showing  lantern  slides  and  perhaps 
some  movies. 

Commander  J.  R.  Poppen,  from  the  Bureau  of 
Aeronautics,  will  give  an  informal  discussion  on 
“The  Relationship  of  the  Ear  to  Flight”  at  a 6:30 
dinner  at  Farmington  on  Wednesday,  December  11. 

Dr.  George  B.  Craddock, 

Recently  resident  in  medicine  in  the  Medical  Col- 
lege of  Virginia  Hospitals,  has  located  in  Lynchburg, 
with  offices  in  Allied  Arts  Building,  where  he  will 
be  engaged  in  the  practice  of  internal  medicine. 
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Cancer  Clinics. 

The  Cancer  Committee  of  the  Medical  Society  of 
Virginia  has  recently  certified  two  Clinics  for  the 
diagnosis  and  treatment  of  indigent  cancer  patients 
under  the  funds>  collected  by  the  Virginia  Cancer 
Foundation.  The  complete  list  of  certificated  Clinics 
is  as  follows: 

Elizabeth  Buxton  Hospital  Tumor  Clinic,  Newport  News, 
Diagnostic  Tumor  Clinic,  Norfolk, 

Jefferson  Hospital  Tumor  Clinic,  Roanoke, 

Mclntire  Tumor  Clinic,  University  of  Virginia,  Charlottes- 
ville, 

Medical  College  of  Virginia  Tumor  Clinic,  Richmond, 
Petersburg  Tumor  Clinic,  Petersburg. 

Mental  Hygiene  Society  of  Virginia. 

The  annual  meeting  of  the  Society  was  held  in 
Richmond,  October  31st,  under  the  presidency  of 
Dr.  O.  B.  Darden  of  this  city.  At  the  afternoon 
session,  the  general  subject  under  discussion  was 
“The  Adolescent”,  with  Dr.  Frank  Curran  of  Belle- 
vue Hospital,  New  York  City,  and  Dr.  Joseph  E. 
Barrett  of  the  Southwestern  State  Hospital,  Marion, 
as  the  principal  speakers.  At  the  evening  session, 
Dr.  Lawrence  Kolb,  Assistant  Surgeon  General, 
Mental  Hygiene  Division,  United  States  Public 
Health  Service,  was  the  guest  speaker.  Both  ses- 
sions were  well  attended  and  aroused  much  interest. 

Dr.  J.  Shelton  Horsley, 

Richmond,  attended  the  Gulf  Coast  Clinical  So- 
ciety meeting  on  October  18,  at  Gulfport,  Miss., 
where  he  read  a paper  on  cancer  of  the  stomach  and 
also  led  a round  table  discussion  on  surgery.  He 
later  attended  the  meeting  of  the  American  College 
of  Surgeons  in  Chicago,  where  he  participated  in  a 
panel  discussion  on  gastric  hemorrhage. 

Vitamin-Free  Foods  for  Research. 

A recent  announcement  by  the  Research  Labora- 
tories of  the  S.  M.  A.  Corporation  reveals  that  they 
are  now  in  a position  to  provide  vitamin-free  casein 
and  other  vitamin-free  foods  for  experimental  pur- 
poses to  researchers  who  have  previously  been  ob- 
liged to  manufacture  these  items  for  private  use. 

For  many  years  the  S.  M.  A.  Corporation  has 
been  producing  these  foods  exclusively  for  use  in 
their  laboratories.  Now,  with  the  expansion  of  their 
own  facilities  and  the  realization  of  the  convenience 
to  others  engaged  in  laboratory  work,  this  offer  is 
made  to  provide  vitamin-free  diets  at  an  exception- 
ally reasonable  cost.  Quantities  of  one,  five,  ten  or 
one  hundred  pounds  or  more  may  be  ordered  directly 


from  the  Research  Laboratories,  S.  M.  A.  Corpora- 
tion, Chagrin  Falls,  Ohio. 

The  Civil  Service  Commission 

Announces  that  enough  applications  have  been  re- 
ceived to  meet  the  prospective  need  for  temporary 
and  part-time  civilian  medical  officers  in  connection 
with  the  Army  expansion.  However,  there  is  an 
urgent  need  for  medical  officers  and  senior  and  asso- 
ciate medical  officers  to  fill  permanent  positions  in 
other  agencies.  Applications  will  be  received  until 
further  notice.  The  positions  pay  from  $3,200  to 
$4,600  a year.  Fourteen  specialized  branches  of 
medicine  are  included.  There  is  also  an  urgent  need 
to  fill  junior  medical  officer  positions  at  $2,000  a 
year  at  St.  Elizabeths  Hospital,  Washington,  D.  C. 

Full  information  and  application  forms  for  these 
examinations  may  be  obtained  at  the  office  of  the 
Secretary,  Board  of  U.  S.  Civil  Service  Examiners 
at  any  first-  or  second-class  post  office,  or  from  the 
U.  S.  Civil  Service  Commission,  Washington,  D.  C., 
or  from  any  of  the  Commission’s  district  offices. 

Dr.  Nathan  P.  Fitts, 

Class  of  ’29,  Medical  College  of  Virginia,  who 
has  recently  spent  some  time  at  Flint,  Mich.,  has  re- 
turned to  Swan  Quarter,  N.  C.,  where  he  is  engaged 
in  general  practice. 

The  American  Association  of  Obstetricians, 

Gynecologist  and  Abdominal  Surgeons 

Held  its  annual  meeting  at  Excelsior  Springs, 
Missouri,  September  26-28,  under  the  presidency  of 
Dr.  James  R.  McCord  of  Atlanta,  Ga.  At  the  close 
of  the  meeting.  Dr.  Frederick  H.  Falls  of  Chicago 
took  office  as  president,  and  the  following  were 
elected  for  the  ensuing  year:  President-elect,  Dr. 
Grandison  D.  Royston,  St.  Louis,  Mo.;  vice- 
president,  Dr.  Robert  D.  Mussey,  Rochester,  Minn.; 
secretary.  Dr.  James  R.  Bloss,  Huntington,  W.  Va.; 
and  treasurer.  Dr.  Lewis  Smead,  Toledo,  Ohio.  The 
two  latter  were  re-elected. 

The  Association  will  hold  a clinical  meeting  in 
Chicago  in  March,  but  voted  to  have  the  1941  annual 
meeting  at  Hot  Springs,  Va.,  next  September. 

American  Red  Cross. 

Roll  call  for  1941  memberships  has  been  held  in 
many  places.  Every  one  who  enrolls  helps  maintain 
Red  Cross  services  in  his  own  community  and  nation. 
Be  sure  to  answer  the  call  for  membership  when  it 
comes. 
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Dr.  and  Mrs.  S.  E.  Massey 

.And  daughter,  Caroline,  after  spending  the  sum- 
mer in  Bramwell,  W.  Va.,  have  returned  to  their 
home  in  Lakeland,  Fla.,  for  the  winter. 

Dr.  C.  C.  Coleman 

Was  recently  elected  president  of  the  William  and 
ISIary  Club  of  Richmond. 

Portrait  of  Dr.  Tucker  Presented  Sanatorium. 

The  ex-residents  of  Tucker  Sanatorium  presented 
a portrait  of  Dr.  Beverley  R.  Tucker  to  the  Sana- 
torium on  the  afternoon  of  September  28th,  a num- 
ber of  friends  being  present  for  the  exercises.  The 
presentation  for  the  ex-residents  was  made  by  Dr. 
Thomas  G.  Hardy  of  Farmville,  first  resident,  and 
was  accepted  for  the  Sanatorium  by  Dr.  Howard  R. 
^Masters.  Dr.  James  Asa  Shield  presided.  Other 
ex-residents  present  were:  Dr.  .A.  M.  Duval  of 

Washington,  D.  C.;  Dr.  G.  Sydnor  Terry  of  Scars- 
dale,  N.  Y.;  Dr.  J.  Warren  Hundley  of  Philadel- 
phia; Dr.  J.  M.  Mewbom  of  Farmville,  N.  C.;  Dr. 
Thomas  B.  Pacme  of  Fredericksburg;  Dr.  Frank  H. 
Redwood  of  Norfolk;  Dr.  Meade  Edmunds  of  Pe- 
tersburg; and  Drs.  Finley  Gayle,  R.  H.  Courtney, 
T.  Dewey  Davis,  O.  L.  Hite,  and  Rex  Blankinship, 
all  of  Richmond. 

Dr.  E.  V.  Richardson, 

Class  of  ’30,  Aledical  College  of  Virginia,  recently 
of  Leona  Mines,  has  located  at  Marion,  where  he 
will  be  engaged  in  general  practice  and  surgery. 
Just  before  going  to  Marion,  he  underwent  an  op- 
eration for  appendicitis. 

Dr.  H.  H.  Hurt, 

Lynchburg,  as  a member  of  the  Virginia  National 
Guard,  has  been  inducted  into  the  U.  S.  Army  Serv- 
ice, and  is  attached  to  the  246th  Coast  Artillery, 
stationed  at  Fort  Story,  Va. 

Dr.  Julien  H.  Meyer, 

Class  of  ’37,  Medical  College  of  Virginia,  who 
recently  completed  a residency  at  St.  Joseph’s  Hos- 
pital, Baltimore,  Md.,  has  located  in  Roanoke,  with 
offices  in  Boxley  Building.  His  practice  will  be 
limited  to  gynecology,  obstetrics  and  abdominal  sur- 
gery. 

Dr.  J.  J.  Board, 

Altavista,  oldest  practicing  physician  in  Campbell 
County,  is  in  a Lynchburg  Hospital,  suffering  from 
a fracture  of  the  ankle,  caused  by  a fall  down  steps. 


Have  You  A Hobby? 

Hobbies  are  becoming  more  and  more  an  interest- 
ing feature  at  meetings  of  the  doctors.  Have  you 
one?  If  so,  and  you  would  be  interested  in  exhibit- 
ing it  at  our  annual  meeting  next  Fall,  write  the  So- 
ciety office  about  it  promptly  and  the  chairman  of 
exhibits  will  see  what  can  be  done  about  such  a dis- 
play if  sufficient  interest  is  shown. 

Blindness  from  Industrial  Occupations. 

There  are  in  the  United  States  today  close  to  8,000 
persons  who  have  been  blinded  by  the  eye  hazards  of 
industrial  occupations  and  more  than  80,000  persons 
who  have  lost  the  sight  of  one  eye  as  a result  of  these 
hazards.  To  this  total  there  are  added  each  year  at 
least  75  persons  who  lose  the  sight  of  both  eyes  and 
2,000  persons  who  lose  the  sight  of  one  eye  because  of 
industrial  or  occupational  hazards.  How  such  acci- 
dents in  industry  may  be  prevented  is  portrayed  in  a 
sound  slide  film  which  has  been  prepared  by  the 
National  Society  for  the  Prevention  of  Blindness,  50 
West  50th  Street,  New  York  City.  If  interested,  ask 
them  about  it. 

New  Books. 

The  following  are  recent  acquisitions  to  the  Li- 
brary of  the  Medical  College  of  Virginia  and  are 
available  to  our  readers,  the  onl}^  cost  being  return 
postage : 

Adler,  F.  H. — Clinical  physiology  of  the  eye. 

Alvarez,  W.  C. — An  introduction  to  gastro-enterology. 
Bamford,  F. — Poisons,  their  isolation  and  identification. 
Bashford,  H. — Doctors  in  shirt  sleeves. 

Blumer,  G. — The  therapeutics  of  internal  diseases. 

British  Medical  Journal — War  wounds  and  air  raid 
casualties. 

Chavasse,  F.  B. — Worth’s  squint. 

Coe,  U.  C. — Frontier  doctor. 

Dargeon,  H.  W. — Cancer  in  childhood, 
de  Kruif,  P. — Health  is  wealth. 

Dunham,  G.  C. — Military  preventive  medicine. 

Eilmann,  H.  J. — Medicolegal  and  industrial  toxicology, 
etc. 

Fulton,  J.  F.  et  als. — The  hypothalamus. 

Gesell,  A. — The  first  five  years  of  life. 

Gill,  R.  C. — White  water  and  black  magic. 

Gladstone,  R.  J.  & Wakeley,  C.  P.  G. — The  pineal  organ. 
Harvey,  E.  N. — Living  light. 

Henderson,  D.  K. — Psychopathic  states. 

Hill,  H. — Histamine  and  insulin  treatment  of  schizo- 
phrenia. 

Kaplan,  I.  I. — Radiation  therapy. 

Koby,  F. — Slit-lamp  microscopy  of  the  living  eye. 
Langworthy,  Kolb  and  Lewis — Physiology  of  micturition. 
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McCarthy,  L. — Diagnosis  and  treatment  of  diseases  of  the 
hair. 

McNally,  W.  D. — Medical  jurisprudence  and  toxicology. 
Maingot,  R. — Post-graduate  surgery.  3v. 

Doctor  Needed. 

Request  has  been  received  from  Bracey,  in  Meck- 
lenburg County,  this  State,  for  a physician  for  gen- 
eral work,  due  to  the  fact  that  the  physician  there 
for  the  past  fifty  years  died  recently.  For  informa- 
tion, address  Postmaster  at  that  place.  {Adv.) 

For  Sale — 

Leitz  microscope  in  first  class  condition.  Price 
reasonable.  Address  “Micro”,  care  Virginia  Medi- 
cal Monthly,  1200  East  Clay  Street,  Richmond, 
Va.  {Adv.) 

For  Sale — 

Drug  store,  established  and  operated  for  years  by 
physician  in  connection  with  his  practice.  Doctor 
now  deceased,  but  store  is  being  operated  and  doing 
good  business.  Located  in  town  of  800,  fifty  miles 
from  Richmond.  Wonderful  opening  for  doctor  to 
operate  store  and  practice.  Store  is  modern  and 
well  arranged  for  doctor’s  office  in  store.  Requires 
$1,000  cash,  balance  monthly.  Address  “Drug 
Store”,  care  this  Journal.  {Adv.) 


Obituary  Record 


Dr.  Harry  Preston  Gibson, 

Prominent  Leesburg  physician,  died  at  his  home 
October  2,  after  a long  illness.  He  was  a native  of 
Loudoun  County  and  fifty-five  years  of  age.  After 
completing  his  academic  work  at  the  University  of 
North  Carolina  at  Chapel  Hill,  he  studied  medicine 
at  the  University  of  the  South  at  Sewanee,  Tenn., 
from  w'hich  he  received  his  degree  in  medicine  in 
1909.  Shortly  thereafter,  he  located  at  Leesburg 
where  he  had  practiced  his  profession  for  thirty-one 
years.  He  was  a member  of  the  Loudoun  County 
Medical  Society,  the  Medical  Society  of  Virginia, 
and  the  American  Medical  Association.  His  wife, 
daughter,  sister  and  one  brother.  Dr.  John  A.  Gibson 
of  Leesburg,  survive  him. 

Dr.  Thomas  Benjamin  Smith, 

Well-known  physician  of  Bracey,  died  October 
15th  after  a week’s  illness.  He  was  eighty-one  years 
of  age  and  a graduate  of  the  Jefferson  Medical  Col- 


lege, Philadelphia,  in  1881.  Dr.  Smith  was  for 
some  time  a member  of  the  Medical  Society  of  Vir- 
ginia. His  wife  and  a daughter  survive  him. 

Dr.  George  Mason  Magruder, 

Prominent  surgeon,  died  in  Charlottesville  on 
October  10th  following  a short  illness.  He  was  a 
native  of  Albemarle  County  and  seventy-seven  years 
of  age.  Dr.  Magruder  graduated  in  medicine  from 
the  University  of  Virginia  in  1884,  shortly  after 
which  he  became  identified  with  United  States  Public 
Health  Service.  At  the  time  of  his  retirement  from 
service,  he  had  been  promoted  to  the  rank  of  Senior 
Surgeon. 

Resolutions  on  Death  of  Dr.  J.  S.  Smith. 

The  Montgomery  County  Medical  Society,  in  ses- 
sion on  September  24th,  adopted  the  following  reso- 
lutions on  the  death  of  Dr.  J.  S.  Smith: 

In  the  passing  of  the  President  of  our  Society,  Dr.  J.  S. 
Smith,  on  July  23,  1940,  the  Montgomery  County  Med- 
ical Society  desires  to  recognize  a great  loss  to  our  So- 
ciety, and  to  the  medical  profession  throughout  the  State 
of  Virginia. 

Dr.  Smith  was  born  in  the  year  1862,  received  his 
medical  education  at  Baltimore,  Md.,  and  passed  the 
State  Board  in  Virginia  in  the  same  year  of  graduation, 
1887.  Following  his  graduation,  he  located  at  Radford, 
Virginia,  where  he  engaged  in  the  practice  of  medicine 
for  a period  of  fifty-three  years.  During  this  period  of 
time  he  enjoyed  a very  extensive  practice,  and  made  many 
friends  among  his  acquaintances  in  this  section,  not  only 
among  the  doctors  but  among  his  vast  clientele  of  patients. 
While  Dr.  Smith  did  not  spend  as  much  time  in  doing 
scientific  work  as  some  doctors,  we  doubt  if  there  is  an- 
other doctor  in  the  State  of  Virginia  who  has  devoted 
his  time  and  energy  as  assiduously  to  the  attention  of 
human  illnesses  as  did  our  late  President  of  the  Mont- 
gomerj'  County  Medical  Society. 

In  recognition  of  his  valuable  services  to  mankind  and 
the  medical  profession,  we  desire  to  put  on  record  a 
tribute  of  respect  in  the  form  of  these  resolutions: 
Whereas,  a wise  Providence  has  seen  fit  to  remove 
from  our  midst  our  beloved  and  faithful  friend  and  col- 
league, Dr.  J.  S.  Smith. 

Therefore  Be  It  Resolved,  that  we,  the  members  of 
the  Montgomery  County  Medical  Society,  make  record  of 
his  passing  with  great  sorrow,  and  at  the  same  time  ex- 
tend our  sincerest  sympathy  to  his  family  and  friends. 

We  also  desire  that  a copy  of  these  resolutions  be 
spread  upon  the  minutes  of  this  Society,  a copy  sent  to  the 
members  of  his  family,  and  a copy  to  the  Virginia  Medical 
Monthly. 

J.  J.  Giesen, 

H.  D.  Fitzpatrick, 

J.  Louis  Early, 

Committee. 
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S.M.A.  provides  easily  digested  fat  and  protein  of  full  biological 
value  in  correct  proportion  to  the  nutritional  requirements  of  the 
normal  full  term  infant.  Therefore,  the  only  carbohydrate  in  S.M.A. 
is  Lactose  . . . 
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biologically  tested  cod  liver  oil ; with  the  addition  of  milk  sugar  and 
potassium  chloride;  altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages 
of  protein,  fat,  carbohydrates  and  ash,  in  chemical  constants  of  the  fat  and 
physical  properties. 
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THE  TREATMENT  OF  PERNICIOUS  VOMITING  OF  PREGNANCY.* 


Frederick  C.  Irving,  M.D., 

Boston,  Massachusetts. 


This  report  concerns  the  treatment  of  hypermesis 
gravidarum  in  225  consecutive  cases  from  the  pub- 
lic wards  of  the  Boston  Lying-in  Hospital.^Patients 
beyond  the  twentieth  week  of  gestation  were  e.xcluded 
because  excessive  vomiting  later  in  pregnancy  is 
often  a s}Tnptom  of  preeclampsia  rather  than  of 
hyperemesis  gravidarum.  This  series  embraces  no 
mild  cases  as  we  do  not  admit  them  to  the  hospital. 
In  122  instances,  or  54.2  per  cent,  the  vomiting  had 
lasted  over  a month,  and  152. cases,  or  67.4  per  cent, 
were  referred  by  outside  physicians  or  other  hospitals 
after  unsuccessful  attempts  at  treatment.  The  pur- 
pose of  this  paper  is  to  call  attention  to  certain  im- 
provements in  treatment  which,  in  the  past  six  years, 
have  enabled  us  to  reduce  our  incidence  of  therapeu- 
tic abortion  from  17.3  per  cent  to  2.6  per  cent,  and 
our  mortality  from  5.5  per  cent  to  zero.  Before  ex- 
plaining, however,  how  these  results  have  been 
achieved,  it  may  be  advantageous  to  review  some  of 
the  facts  regarding  the  etiology,  pathology,  symp- 
tomatolog}’,  and  diagnosis  which  a study  of  this  size 
has  revealed,  as  well  as  to  deal  briefly,  in  its  proper 
place,  with  some  current  theories  concerning  why 
some  women  in  early  pregnancy  vomit  so  much. 

Ettology 

From  January'  1,  1928  to  January  1,  1940,  a pe- 
riod of  twelve  years,  women  with  39,724  preg- 
nancies were  admitted  to  the  hospital  or  treated  in 
the  out-patient  department,  and  of  these,  225,  or 
1 in  176,  entered  because  of  pernicious  vomiting. 
It  is  striking  however,  that  only  73,  or  1 in  544, 
were  patients  that  had  registered  for  care  in  our 
clinic,  and  that  the  remainder,  sent  in  as  emergency 
cases,  had  been  in  the  hands  of  private  physicians, 

•Read  before  the  joint  meeting  of  the  Medical  Society 
of  Virginia  and  the  West  Virginia  State  Medical  As- 
sociation at  White  Sulphur  Springs,  W.  Va.,  July  29-31, 
1940. 


and  hence  came  from  a higher  economic  stratum. 
This  fact  has  an  apparent  bearing  upon  the  fre- 
quency of  hyperemesis  gravidarum.  All  of  our 
registered  patients  are  in  restricted  financial  circum- 
stances. No  patients  may  register  for  care  at  our 
hospital,  which  is  a semi-charitable  institution,  un- 
less the  family  income  is  below  a small  set  figure. 
Many  of  them  are  poor  and  the  families  of  many  are 
on  relief.  Moreover,  our  registered  patients  are 
almost  without  exception  hard  working,  sensible 
women  who  are  so  occupied  with  the  demands  of 
housekeeping  that  they  will  submit  to  no  illness  un- 
less it  incapacitates  them. 

Contrary  to  the  usual  opinion  that  pernicious 
vomiting  occurs  more  frequently  in  primigravidae, 
we  found  that  61.3  per  cent  of  our  patients  had  been 
pregnant  before..  This  proportion  agrees  with  our 
usual  ratio  of  multigravidae,  which  is  about  60.0 
per  cent  of  the  total.  Of  the  138  multigravidae  af- 
fected, seventy,  or  50.7  per  cent,  had  vomited  ex- 
cessively in  one  or  more  previous  pregnancies  and 
ten  of  them  had  been  sufficiently  sick  to  require  ther- 
apeutic abortion  once,  two  twice,  and  one  five  times. 
Age  had  no  bearing  upon  the  incidence  of  the  con- 
dition as  most  cases  occurred  during  the  years  of 
greatest  fecundity.  (Fig.  1).  Figure  2,  showing  the 
period  of  gestation  at  which  each  was  admitted,  in- 
dicates that  the  greatest  number  entered  between  the 
sixth  and  twelfth  weeks.  One  of  our  patients  had  a 
twin  pregnancy  and  one  triplets. 

There  have  been  many  attempts  to  link  pernicious 
vomiting  to  preeclampsia.  In  opposition  to  this  point 
of  view  I wish  to  remind  you  that  not  only  do  these 
diseases  occur  at  different  periods  of  pregnancy,  but 
that  the  general  signs  and  symptoms  of  each  in  no 
way  resemble  each  other;  nor  when  they  die,  do  their 
organs  show  the  same  changes.  Moreover,  our  pa- 
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Fig.  1. — Age. 

tients  with  pernicious  vomiting  showed  later  in 
pregnancy  no  more  tendency  to  develop  preeclampsia 
than  did  the  others  in  the  clinic;  the  ratio  in  their 
case  was  1 ; 22.5,  and  the  general  ratio  is  1:21. 
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Fig.  2. — Period  of  gestation  at  hospital  admission. 

Pathology 

Stone^  in  1903,  Ewing-  in  1905  and  Williams®  in 
1906  described  what  they  believed  to  be  characteristic 
lesions  of  the  liver  in  women  who  had  died  of 
pernicious  vomiting.  There  was  necrosis  of  the  cen- 
tral portions  of  the  lobules  without  involvement  of 
the  periphery.  Since  this  picture  also  occurs  in  acute 
yellow  atrophy  of  the  liver,  it  is  reasonable  to  suppose 
that  these  patients  may  have  died  of  that  condition 
rather  than  from  pernicious  vomiting.  This  descrip- 
tion, first  given  wide  circulation  by  Williams  as  dis- 


tinctive of  hyperemesis  gravidarum,  has  been,  and 
still  is  being  copied  in  some  later  textbooks,  with 
no  attempt  made  by  their  authors  to  corroborate  or 
to  disprove  it,  either  by  their  own  investigations  or 
by  the  perusal  of  the  more  recent  literature.  For  the 
past  thirty  years,  however,  all  pathological  reports 
have  shown  the  hepatic  change  to  be  the  same  fatty 
degeneration  that  follows  extreme  starvation.  We  ob- 
tained autopsies  in  five  of  our  six  patients  that  died 
and  in  each  case  found  fatty  degeneration  of  the 
liver;  in  no  instance  did  we  see  the  necrotic  changes 
reported  by  the  earlier  writers.  The  conditions  in  the 
kidneys  were  less  uniform.  Damage  to  the  convo- 
luted tubules,  shown  by  cloudy  swelling  or  fatty  de- 
generation, was  found  four  times.  In  one  case  there 
W'as  swelling  of  the  glomeruli,  accompanied  by  isch- 
emia and  hyaline  thrombosis,  as  is  present  in  eclamp- 
sia. One  case  had  chronic  pyelitis.  In  all  five  in- 
stances the  suprarenal  glands  were  normal. 

Pathogenesis 

In  1769,  Robert  Johnson,^  who  wrote  learnedly 
upon  the  subject,  attributed  the  “retchings,  loath- 
ings and  vomitings”  with  which  pregnant  women 
are  afflicted,  to  various  causes,  but  chiefly  to  re- 
tention of  the  menses  which,  collecting  in  the  body, 
caused  engorgement  of  the  vessels  of  the  stomach. 
In  the  170  years  that  have  elapsed  since  then  the 
minds  of  medical  men  have  not  been  idle,  for  with 
the  passage  of  time  and  the  increase  in  knowledge, 
their  ideas,  though  less  fantastic,  have  been  no  less 
fertile.  Those  prodigies  of  medicine,  the  sex  hor- 
mones, have  inspired  the  speculative  to  new  and 
greater  heights  of  supposition.  What  could  be  more 
alluring  than  to  assume  that  in  the  vomiting  of  preg- 
nancy there  must  be  some  derangement  of  the  in- 
ternal secretions  which  control  the  reproductive 
function  ? 

As  long  ago  as  1916  J.  C.  Hirst®  advanced  the 
theory  that  since  the  nausea  and  vomiting  of  preg- 
nancy occurred  when  the  corpus  luteum  was  grow- 
ing, an  insufficient  secretion  of  progesterone  might 
be  its  cause.  He  gave  an  extract  of  this  structure  by 
intramuscular  and  intravenous  injections  and  was 
satisfied  with  the  results,  although  those  who  repeated 
his  work  found  no  such  beneficial  effect.  Until  1937, 
when  Venning  and  Browne®  isolated  sodium  preg- 
nandiol glucoronamide,  the  excretion  product  of  pro- 
gesterone, there  was  no  accurate  method  known 
whereby  one  could  assay  the  amount  of  this  hormone 
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that  left  the  body  in  the  urine;  nor  to  my  knowledge, 
although  it  offers  a promising  field  for  investigation, 
has  there  been  any  publication  to  indicate  whether 
its  quantity  in  pernicious  vomiting  is  decreased,  in- 
creased, or  unchanged.  If  deficient  progesterone  se- 
cretion produces  pernicious  vomiting  and  if  it  also, 
as  some  believe,  causes  abortion,  one  would  expect 
these  conditions  to  go  hand  in  hand.  On  the  con- 
trary, only  six  of  our  225  cases  miscarried — a fre- 
quency of  only  one  in  37.5  cases,  as  contrasted  with 
the  usual  expectancy  in  pregnancy  of  one  in  every 
five  or  six. 

An  interesting  side  light  on  the  corpus  luteum  is 
the  belief  of  Finch'^  that  women  may  vomit  in  early 
pregnancy  because  they  are  allergic  to  their  own 
corpora  lutea.  He  skin-tested  women  with  hyper- 
emesis and  obtained  positive  reactions  with  com- 
mercial preparation  of  progesterone;  negative  reac- 
tions were  obtained  in  patients  who  did  not  vomit. 
He  also  secured,  in  time,  relief  in  certain  cases  where 
he  produced  desensitization.  So  far  no  corrobora- 
tory reports  have  appeared.  It  should  be  remembered 
also,  from  the  purely  scientific  point  of  view,  that 
modern  commercial  preparations  of  progesterone  are 
synthetic,  and  that  none  of  them  are  made  from  the 
human  corpus  luteum. 

Based  upon  the  supposition  that  estrin  is  secreted 
in  small  quantities  in  early  pregnancy  and  then  in- 
creases gradually  to  term,  when  enormous  amounts 
are  put  out,  Hawkinson*  has  suggested  that  per- 
nicious vomiting  may  be  caused  by  a deficiency  of 
this  hormone.  He  gave  estrin  to  his  patients,  also 
with  good  success.  He  presents,  however,  no  evidence 
to  prove  that  less  estrin  than  normal  is  secreted  in 
pernicious  vomiting.  Moreover,  recent  work  by  Mar- 
rian,  Cohen,  and  Watson®  and  by  others  has  shown 
that  estradiol,  the  active  principle  of  estrin,  is  broken 
down  in  the  body  into  two  substances,  estriol,  and. 
estrone,  which  is  the  more  potent.  Both  exist  in  two 
forms. — the  so-called  “free”  form,  and  a form  con- 
jugated with  glycuronic  acid.  Up  to  eight  and  a half 
months  the  “free”  forms  of  both  substances  consti- 
tute only  about  1 per  cent  of  the  total;  after  that 
they  increase  rapidly  and  may  be  the  most  important 
factor  in  bringing  on  labor.  The  usual  animal  assay 
methods,  which  do  not  reveal  the  presence  of  the  con- 
jugated estrogens,  give  values,  therefore,  that  are 
actually  far  below  the  real  amounts. 

Little  attention  in  this  connection  has  been  paid 


to  the  gonadotropic  substance  of  pregnancy,  which  is 
secreted  by  the  chorion  in  large  quantities  in  the  first 
month  of  pregnancy  and  gradually  falls  as  gestation 
proceeds.  It  is  the  presence  of  this  substance,  of 
course,  upon  which  the  Aschheim-Zondek  test  de- 
pends. About  the  only  writer  who  has  used  gonado- 
tropic substance  therapeutically  is  Fischer^®  who  re- 
ported prompt  relief  after  giving  his  patients,  with- 
out their  knowledge,  retention  enemata  of  their  own 
urine.  One  wonders  if  the  results  would  have  been 
equally  good  if  he  had  told  them  what  he  was  doing. 

Not  only  have  the  sex  hormones  been  theoretically 
implicated  in  pernicious  vomiting,  but  at  least  two 
other  endocrines  as  well.  Thirty-one  years  ago 
Rebaudi^^  suggested  that  the  suprarenal  glands  might 
be  at  fault  and  in  1932  Kemp^®  expressed  the  opinion 
that  these  organs  normally  hypertrophy  in  pregnancy 
and  may  not  do  so  in  pernicious  vomiting.  In  1937 
Freeman  and  Melick^®  reported  forty-seven  cases 
treated  with  cortical  extract,  accompanied,  as  one 
might  expect,  again  by  a favorable  outcome.  In  the 
same  year  Sussman^"*  reported  good  results  in  am- 
bulatory patients  after  administering  calcium  and 
parathyroid  extract. 

When,  as  we  have  just  seen,  we  have  five  dif- 
ferent groups  of  observers  curing  pernicious  vomit- 
ing with  five  different  hormones,  it  is  not  sur- 
prising if  we  wonder  just  where  the  truth  lies. 
Most  mild  cases  of  hyperemesis  are  readily  re- 
lieved by  simple  measures.  There  is  scarcely  a con- 
dition in  medicine  that  requires  so  much  assurance 
on  the  part  of  the  doctor  and  so  much  faith  on  the 
part  of  the  patient.  On  the  other  hand  the  woman 
whose  illness  has  defied  the  efforts  of  one  or  more 
physicians,  and  who  at  least  enters  the  hospital  firmly 
convinced  that  she  will  not  be  well  until  she  is 
aborted,  presents  a problem  that  cannot  be  solved  by 
hormonal  shots  in  the  dark — at  least  not  in  our  ex- 
perience. 

Women  with  excessive  vomiting  are  starved  in  pro- 
teins, carbohydrates,  fats,  minerals  and  vitamins. 
The  most  serious  vitamin  deficiency  that  develops  is 
that  of  B complex  which  in  some  instances  results 
in  a polyneuritis  differing  in  no  way  from  that  found 
in  beriberi.  Bleeding,  spongy  gums,  and  other  signs 
suggestive  of  scurvy,  or  vitamin  C deficiency,  such 
as  hematuria  and  periostitis,  may  appear.  Retinal 
hemorrhages  also  have  been  reported. 

Harding  and  Watson,^®  Titus  and  Dobbs^®  and 
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others  have  maintained  that  glycogen  depletion  in  the 
liver  is  closely  associated  with  pernicious  vomiting. 
Glycogen  depletion  of  the  liver  is  not  susceptible  to 
proof  even  at  autopsy,  because  immediately  after 
death  this  substance  is  immediately  converted  to  glu- 
cose. However,  there  is  a certain  amount  of  clinical 
evidence  that  indicates  hepatic  impairment,  since  in 
almost  80  per  cent  of  our  cases  in  which  the  icteric 
index  was  determined  it  was  found  above  the  normal. 
Also,  in  some  severe  cases,  jaundice  and  bile  in  the 
urine  are  noted.  We  know  that  depletion  of  the 
hepatic  glycogen  store  is  produced  by  starvation, 
hence  this  phenomenon  is  much  more  likely  to  be  the 
result  of  vomiting  than  its  cause.  Finally,  therefore, 
we  are  forced  to  admit  that  no  present  theory  con- 
cerning the  pathogenesis  of  pernicious  vomiting  has 
been  established  to  our  complete  satisfaction.  It  is 
possible  that  when  the  question  is  finally  settled  its 
solution  may  come  through  the  refinements  in  chemi- 
cal analysis  which  are  now  for  the  first  time  being 
applied  to  the  sex  hormones. 

Symptoms 

The  vomiting  of  hyperemesis  gravidarum  may 
vary  from  the  simple  ejection  of  recently  ingested 
food  to  a constant  reflux  of  the  gastric  contents. 
After  the  stomach  has  been  emptied  of  food,  the  pa- 
tient vomits  first  clear  fluid,  then  bile-stained  liquid 
of  the  characteristic  thin  pea  soup  character,  and 
eventually  an  admixture  of  new  or  old  blood,  the 
latter  producing  the  so-called  coffee  ground  vomitus. 
The  entrance  of  someone  into  the  room,  the  slamming 
of  a door,  the  raising  of  a window  shade  may  be  all 
that  is  necessary  to  precipitate  an  attack.  Unless  the 
patient’s  condition  is  most  serious,  the  vomiting  is 
diurnal  and  she  is  likely  to  sleep  uninterruptedly  at 
night.  Because  of  starvation  there  is  loss  of  weight, 
which  is  often  marked  and  may  be  excessive.  In  ad- 
vanced cases  the  skin  is  so  loose  that  it  may  be  picked 
up  in  folds.  Dehydration  results  both  from  the  in- 
ability of  the  individual  to  retain  liquids  and  from 
the  actual  loss  of  fluid  by  vomiting.  The  skin  is  dry 
and  rough,  the  tongue  coated,  the  lips  parched  and 
cracked  and  may  be  covered  with  sores.  The  face  is 
anxious,  the  eyes  sunken,  the  general  picture  is  one 
of  marked  misery  and  deep  prostration. 

The  pulse  rate  in  hyperemesis  gravidarum  is  of 
great  clinical  importance.  In  our  cases  the  highest 
rate  recorded  on  the  bi-daily  chart  was  100  or  over  in 
89.9  per  cent  and  110  or  over  in  55.1  per  cent. 


Among  the  patients  that  died  the  highest  rate  on  the 
bi-daily  chart  was  110  in  one  case,  116  in  one,  120 
in  two,  140  in  one  and  170  in  one.  F.  S.  Newell, 
former  chief  of  staff  of  the  Boston  Lying-in  Hospital, 
taught  that  a sustained  pulse  rate  of  110  or  over  al- 
ways indicated  a very  sick  patient,  and  further  ex- 
perience has  justified  this  belief. 

The  urine  specimens  of  all  patients  on  admission, 
were  examined  for  acetone,  diacetic  acid,  albumen 
and  sugar.  The  icteric  index  was  determined  in 
sixty  cases,  the  non-protein  nitrogen  in  154,  the  urea 
nitrogen  in  137,  the  uric  acid  in  138.  The  CO2 
combining  power  was  investigated  in  sixty-three 
cases.  No  attempt  was  made  to  ascertain  the  fasting 
blood  sugar  level  on  admission,  since  we  considered 
it  of  prime  importance  to  begin  treatment  at  once. 
Hence  we  are  unable  to  agree  or  disagree  with  Titus 
and  with  Harding,  who  believe  that  a hypoglycemia 
exists,  or  with  Peckham^'^  and  with  Dieckmann  and 
Crossen,^*  who  deny  the  existence  of  any  such  phe- 
nomenon. 


Ptn  CENT 
I 00 


In  Figure  3 are  shown  the  results  of  our  labora- 
tory investigations.  The  presence  of  a ketosis  is 
almost  the  rule,  which  is  not  surprising,  since  most 
normal  pregnant  women  will  react  in  such  a manner 
after  a very  short  period  of  starvation.  The  presence 
of  a high  icteric  index  is  significant  and  suggests 
involvement  of  the  liver.  In  only  a few  cases  was 
the  CO2  combining  power  below  the  normal  for  preg- 
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nancy,  which  shows  that  acidosis  is  not  common  in 
this  condition,  ^^■ith  the  concentration  of  the  blood 
that  accompanies  dehydration,  an  apparent  increase 
in  the  non-protein  nitrogenous  constituents  of  the 
blood  may  be  expected.  Usually  these  values  soon 
fall  to  normal  after  the  patients  receive  sufficient 
fluid. 

Prognosis 

As  regards  the  outcome,  we  are  concerned  most 
with  the  maternal  mortality  and  next  with  the  neces- 
sity for  therapeutic  abortion.  Fitzgerald  and  ^^'eb- 
ster.i®  in  a study  of  396  cases,  reported  fifteen 
deaths  and  thirty-two  artificial  terminations  of  preg- 
nancy— incidences  of  3.8  per  cent  and  8.1  per  cent; 
and  Naujoks,-®  in  eighty-two  cases,  had  two  deaths, 
or  2.4  per  cent,  and  twelve  therapeutic  abortions,  or 
14.7  per  cent.  The  Report  on  Maternal  Morbidity 
and  Mortality  in  Scotland,^^  published  in  1935,  in- 
dicates that  since  1911  about  one  in  thirty  of  all 
deaths  associated  with  pregnancy  and  childbirth  were 
due  to  this  cause. 

Peripheral  neuritis  is,  of  course,  the  most  serious 
complication  of  pernicious  vomiting.  In  our  series 
it  occurred  four  times,  or  once  in  every  fifty-six  cases 
of  hyperemesis,  and  one  of  these  patients  died.  The 
clinical  history  shows  that  in  practically  every  case 
the  vomiting  has  persisted  for  a long  time.  It  then 
ceases  and  the  patient  may  begin  to  eat,  but  the 
pulse  rate  remains  elevated.  This  is  an  important 
sign.  Soon  she  begins  to  complain  of  muscular  pains 
and  weakness,  usually  beginning  in  the  legs.  The 
tendon  reflexes  are  diminished  or  absent;  wasting 
of  the  extremities,  extensor  paralyses,  loss  of  sphinc- 
ter control  and  nystagmus  may  follow.  When  peri- 
pheral neuritis  occurs,  the  physician  should  always 
ask  the  patient  if  she  has  attempted  to  end  her  preg- 
nancy by  taking  medicines,  since  some  abortifacients 
containing  apiol  sometimes  produce  these  symptoms 
])}■  the  presence  of  triorthocresyl  phosphate.  Imme- 
diate therapeutic  abortion  in  peripheral  neuritis 
often  results  in  death;  on  the  other  hand  if  f)reg- 
nancy  is  allowed  to  continue,  even  under  massive 
feeding  of  vitamin  B complex  therapy,  we  have  seen 
no  marked  improvement,  and  even  prolonged  in- 
validism. We  believe  that  the  ideal  treatment  is  to 
terminate  pregnancy  if  there  is  no  improvement  after 
about  two  weeks  of  intensive  feeding,  both  by  tube 
and  by  mouth,  of  a diet  high  in  carbohydrate,  pro- 
tein and  vitamins,  fortified  by  large  parenteral  doses 


of  thiamin  chloride,  ascorbic  acid  and  liver  e.xtract. 

Other  chief  complications  in  our  series  were  puer- 
peral psychosis  and  pyelitis,  both  of  which  oc- 
curred four  times.  Pulmonary  tuberculosis  was  found 
twice,  and  hydatiform  mole,  renal  tuberculosis,  and 
acute  appendicitis  once  each. 

Treatment 

The  mild  cases  of  vomiting  which  do  not  require 
admission  to  the  hospital  need  no  special  comment. 
Reassurance,  a fat  free  diet  rich  in  carbohydrates 
taken  in  small  amounts  six  or  seven  times  a day, 
with  a mild  sedative,  such  as  sodium  luminal  in 
half  grain  doses  administered  two  or  three  times 
daily,  will  usually  suffice.  It  is  in  this  type  of  case 
that  intramuscular  injections  of  hormones  evoke  their 
most  brilliant  results;  the  physician  may  select  what 
he  believes  to  be  the  least  illogical  endocrine  and  give 
it  to  his  patients,  always  provided  he  does  it  in  a 
bold  and  convincing  manner. 

Such  simple  measures,  however,  are  not  enough 
for  the  patient  who  has  been  given  up  by  her  doctor 
and  who  is  seriously  sick.  She  can  be  treated  suc- 
cessfully only  in  a hospital  under  complete  isolation 
from  her  friends  and  family,  including  her  husband. 
She  is  put  to  bed  in  a quiet  darkened  single  room 
without  the  services  of  a special  nurse.  No  emesis 
basin  is  left  by  the  bed.  The  lower  bowel  is  emptied 
by  enemata  and  from  three  to  nine  grains  of  pento- 
barbital, or  any  suitable  barbiturate,  is  given  by 
rectum  and  repeated  often  enough  to  maintain  the 
patient  in  a somnolent  condition.  Opiates  are  avoided 
as  they  appear  to  increase  the  vomiting.  An  initial 
hypodermoclysis  of  1500  cc.  of  normal  saline  is  fol- 
lowed by  sufficient  daily  amounts  to  help  maintain 
the  fluid  balance.  An  intravenous  drip  of  5 or  10 
per  cent  glucose  is  given  at  the  rate  of  thirty  to 
forty  drops  a minute,  and  is  repeated  at  intervals  of 
from  eight  to  twelve  hours.  In  this  way  she  receives 
1000  to  1500  cc.  of  glucose  solution  in  a day,  and 
the  total  parenteral  fluid  intake  is  raised  to  at  least 
3000  cc.  in  twenty-four  hours. 

This  method  of  treatment  so  far  differs  in  no  way 
from  that  in  use  in  most  maternity  clinics.  From 
January  1,  1928  to  January  1,  1934  we  treated  in 
this  manner  110  cases.  Six  patients,  or  5.5  per  cent 
died,  and  nineteen,  or  17.3  per  cent  were  subjected  to 
therapeutic  abortion.  Considering  the  type  of  pa- 
tient with  which  we  had  to  deal  the  results  were 
neither  better  nor  worse  than  those  reported  from 
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other  hospitals.  Since  the  .pathological  changes  in 
the  patients  who  died  were  those  of  starvation,  TeeP^ 
of  our  clinic  then  suggested  that  we  use  the  Levine 
nasal  tube  as  a method  of  forced  feeding  until  the 
patient  was  able  to  take  nourishment  freely  by  mouth. 
After  we  had  made  this  addition  to  our  treatment  at 

Results 

1st  Series,  1928 
33,  Parenteral 
Fluids, 

Sedatives 

Cases 110 

Therapeutic  Abortion 19  (17.3  P.C.) 

Died  6 (5.5  P.C.) 

Successful  Cases  85  (77.2  P.C.) 

Table  1. 

the  beginning  of  1934  the  improvement  was  at  once 
apparent.  Up  to  January  1,  1940,  we  have  treated 
115  cases  in  this  way  with  no  deaths  and  wdth  only 
three  therapeutic  abortions,  a frequency  of  2.6  per 
cent.  The  severity  of  the  disease  did  not  vary  in  the 
two  series;  in  the  first  group  53.9  per  cent  had 
vomited  for  over  a month  before  admission  and  in 
the  second  series  54.6  had  vomited  for  an  equal  ]ie- 
riod.  The  results  have  been  striking.  Under'  our 
present  regime  the  patient  is  isolated  and  receives 
sedatives,  hypodermoclysis  of  salt  solution  and  in- 
travenous infusions  of  glucose  solution  as  already 
described.  In  addition  the  Levine  tube  is  passed  and 
feeding  carried  out  according  to  the  following  rou- 
tine: 

Hours 

0 Levine  tube  passed  and  stomach  gently  washed  with 
a small  amount  of  warm  water. 

Murphy  drip  started.  Four  to  6 oz.  milk  contain- 
ting  2 heaping  teaspoonsful  Harris’  Yeast  concen- 
trate. 

1) 4  Four  to  6 oz.  orange  juice  sweetened  with  Karo 

corn  syrup. 

2) 4  Six  oz.  rich  egg-nog  made  with  cream  and  egg. 

3) 4  Milk  and  Harris’  Yeast  concentrate  as  above. 

Repeat  routine  until  fourteen  out  of  twenty-five 
hours  are  completed. 

Each  feeding  requires  about  forty  minutes  and  is 
given  at  body  temperature. 

While  we  prefer  that  the  tube  should  enter  the  duo- 
denum it  is  by  no  means  essential  and  equally  good 
results  may  be  expected  even  when  its  end  is  in  the 
stomach.  At  the  same  time  thiamin  chloride,  ascor- 
bic acid  and  liver  e.xtract  are  given  intramu.scularly. 


In  conclusion,  a w’ord  should  be  said  about  the 
cases  in  which  no  treatment  succeeds,  for  there  will 
always  be  a few.  If  in  spite  of  the  measures  de- 
scribed there  is  a steadily  rising  pulse  which  remains 
well  above  110,  or  if  there  is  intractable  vomiting 
with  jaundice,  the  interruption  of  pregnancy  is  de- 
manded. If  twenty-four  hours  maj-  be  devoted  to  the 
process  the  safest  procedure  is  to  pack  firmly  the 
cervix  and  vagina,  and  the  next  day,  after  sufficient 
dilatation  has  been  secured,  to  remove  the  ovum 
with  the  placenta  forceps  and  the  dull  curet.  Tear- 
ing or  divulsion  of  the  cervix  must  be  avoided  since 
the  hemorrhage  and  shock  resulting  therefrom  in  a 
weakened  patient  may  prove  fatal.  If  time  presses, 
vaginal  hysterotomy  may  be  performed.  As  regards 
anesthesia,  avertin,  because  of  its  effect  upon  the 
liver,  is  interdicted.  It  is  well,  if  possible,  to  avoid 
inhalation  anesthesia,  particularly  chloroform  and 
ether,  but  if  the  obstetrician  elects  to  use  it,  nitrous 
oxide  and  o.xygen,  with  preliminary  medication  with 
morphine  or  a barbiturate,  is  reasonably  safe.  Sacral, 
or  low  spinal  anesthesia,  if  skillfully  given,  are  per- 
haps the  best  of  all. 

SUMilARY 

1.  This  report  covers  225  consecutive  cases  of 
pernicious  vomiting. 

2. '  In  a large  maternity  clinic  this  complication 
occurs  about  once  in  176  pregnancies. 

3.  It  is  relatively  infrequent  among  women  of  a 
low  economic  status. 

4.  Spontaneous  abortion  rarely  occurs. 

5.  The  pathology  is  that  of  starvation. 

6.  Recent  theories  of  pathogenesis  are  discussed, 
and  none  is  found  convincing. 

7.  Ketonuria  is  almost  the  rule  and  has  no  prog- 
nostic importance. 

8.  .\cidosis  is  uncommon. 

9.  Subclinical  icterus  is  frequent. 

10.  By  supplying  an  adequate  fluid  intake  and  by 
combating  starvation  by  the  use  of  the  nasal  tube, 
which  supplies  a nutritious  fluid  diet,  combined  with 
large  doses  of  the  essential  vitamins,  the  frequency 
of  therapeutic  abortion  has  been  reduced  from  17.3 
per  cent  to  2.6  per  cent  and  the  death  rate  from  5.5 
per  cent  to  zero.  \ 
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Discussion 

Dr.  E.  Newton  DuPuy,  Beckley,  W.  Va.:  We  are 
taught  that  vomiting  of  pregnancy  may  be  divided  into 
three  groups.  Of  the  first,  the  neurotic  type,  too  much 
cannot  be  said;  I heartily  agree  with  Dr.  Irving  that 
the  personality  of  the  physician  in  charge  has  more  to 
do  with  the  cures  than  the  drugs  or  methods  utilized. 

The  second,  the  reflex  type,,  is  recorded  as  being  in- 
frequent. But  in  my  experience  this  is  not  a small  group. 

The  third,  the  toxemic  type,  is  the  most  severe.  Here 
are  found  those  cases  arising  from  focal  infections,  de- 
ranged sugar  metabolism,  and  the  endocrinopathies. 

The  attributed  etiological  factors,  are  myriad.  We 
have  had  thrust  at  us  protein  anti-bodies,  placental 
antigens,  the  corpus  luteum,  glycogen  deficiency,  hysteria, 
the  endocrines,  etc.  It  seems  most  logical  to  me,  and  it 
is  my  belief,  that  the  gonadotropic  substance  secreted  in 
excess  during  the  early  weeks  of  pregnancy  is  the  causa- 
tive factor. 

The  treatment  of  this  condition  seems  to  vary  with 
the  individual — both  patient  and  physician.  The  pa- 
tients resisting  treatment  should  by  all  means  be  hos- 
pitalized. I agree  with  Dr.  Irving  in  strict  and  absolute 
isolation.  I pay  particular  attention  to  the  findings  of  the 
ophthalmologist  at  his  daily  examination  and,  when  the 
first  retinal  hemorrhage  occurs,  then  I believe  thera- 
peutic abortion  is  demanded  within  the  hour.  It  is  im- 


portant to  treat  the  patient  psychically;  to  clear  up  any 
foci  of  infection;  to  treat  any  cervical  erosion  or  re- 
troversion of  the  uterus;  to  correct  any  anemia;  to  give 
adequate  amounts  of  calcium,  never  forgetting  its  sedative 
action;  to  increase  the  intake  of  the  various  vitamins, 
with  special  reference  to  the  Vitamin  B complex;  to 
restore  the  chlorides  of  the  blood  stream;  and,  most  im- 
portant of  all,  to  increase  the  fluids  with  the  idea  of 
diluting  or  flushing  out  the  excessive  amount  of  gonado- 
tropic substances. 

Dr.  C.  j.  Andrews,  Norfolk:  There  can  be  no  doubt 
that  the  nausea  and  vomiting  of  pregnancy  is  a very 
dangerous  condition.  We  are  grateful  to  Dr.  Irving  for 
bringing  us  the  results  of  his  studies  and  telling  us 
something  to  do  about  it.  His  paper  clearly  indicates  that 
we  do  not  know  the  etiology  of  the  nausea  of  pregnancy 
itself,  or  its  mechanism.  However,  the  picture  which 
results  from  continuous  vomiting  is  a fairly  constant 
thing  so  far  as  symptomatology  and  pathology  are  con- 
cerned. 

Dr.  Irving’s  figures  are  almost  revolutionary.  He 
stated  that  in  one  group  he  had  17  per  cent  therapeutic 
abortions  and  5 per  cent  deaths,  and  his  treatment  re- 
duced this  figure  to  something  like  3 per  cent  therapeutic 
abortions  and  no  deaths.  I don’t  believe  we  will  be  able 
to  improve  upon  that. 

Highly  important  in  Dr.  Irving’s  treatment  is  the  use 
of  vitamins  in  the  control  of  nutritional  deficiencies. 
While  obstetricians,  as  a rule,  are  slow  to  take  advice 
and  to  adopt  new  methods  of  technique,  I believe  the 
men  in  Virginia  and  West  Virginia  will  use  the  sug- 
gestions which  Dr.  Irving  has  given  us. 

Some  time  ago  we  had  occasion  to  study  the  follow-up 
on  patients  whom  we  had  treated  for  sterility.  These 
women  want  to  be  pregnant  and  it  is  interesting  to  note 
that  they  do  not  get  nausea  of  pregnancy.  No  matter 
what  may  cause  nausea  of  pregnancy,  it  certainly  comes 
from  the  nervous  system.  The  best  time  to  treat  the 
nausea  of  pregnancy  is  before  the  patient  gets  it.  The 
doctor  can  best  do  this  the  first  day  a patient  comes  to 
his  office. 

In  the  treatment  of  nausea  of  pregnancy  with  bromide, 
one  dose  does  almost  no  good;  you  have  to  give  it  until 
the  level  is  up  to  a certain  point.  If  you  get  the  bromide 
level  up  to  much  over  a hundred  the  patient  will  com- 
mence to  have  trouble.  We  usually  start  with  30  grains 
every  six  hours  for  two  days,  then  twice  a day  and 
once  a day,  and  give  frequent  meals  containing  high 
vitamin  content.  We  make  them  eat  six  times  a day 
whether  they  want  it  or  not,  and  generally  in  a week 
they  are  all  right.  Once  in  a while  when  bromide  doesn’t 
work,  we  use  a little  phenobarbital.  We  have  not  seen 
a case  of  severe  nausea  in  seven  years.  Our  clinic  pa- 
tients are  mostly  negroes  and  they  don’t  have  nausea 
anyway.  The  method  is  so  generally  used  that  we  rarely 
have  a serious  case. 

Dr.  Frederick  C.  Irving,  closing  the  discussion:  I 

think  both  Dr.  DuPuy  and  Dr.  Andrews  brought  up 
points  that  are  extremely  interesting.  The  psychic  side 
of  pernicious  vomiting  should  not  be  ignored.  Several 
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years  ago  a colleague  of  mine,  called  me  to  see  a patient 
in  one  of  the  suburbs  of  Boston.  “She’s  terrible.  She 
just  lies  there  in  bed  and  vomits”,  he  said.  She 
was  a very  healthy,  rosy-cheeked,  Irish  woman.  The 
Irish  make  very  good  obstetrical  patients;  they  are  very 
sturdy  and  can  stand  almost  anything.  I examined  her 
and  said,  “Mrs.  O’Rourke,  the  trouble  with  you  is  that 
your  womb  is  hanging  too  low.  Attached  to  your  womb 
are  a lot  of  nerves.  You  know  how  after  a storm  tele- 
phone wires  sag  and  how  it  interferes  with  communica- 
tion. That’s  the  reason  you  are  vomiting,  the  wires 


are  out  of  commission  and  they  telegraph  bad  news  to 
your  stomach.  What  I am  going  to  do  is  to  cure  it”. 
I produced  a large,  soft  blown-up  rubber  pessary  and 
I showed  her  that  and  said,  “I’m  going  to  put  this  inside 
and  that  is  going  to  hold  the  womb  up  which  will  take 
the  strain  oflF  those  nerves  and  you  will  be  well”.  Two 
months  later  my  colleague  called  me  and  said  “I  wish 
you  would  come  out  to  see  that  woman”.  I said,  “Why 
didn’t  you  tell  me  she  wasn’t  any  better”.  “Oh,”  he 
said,  “she’s  fine.  She  hasn’t  vomited  since  you  saw  her, 
but  I can’t  get  that  thing  out  of  her.” 


THE  TREATMENT  OF  ACUTE  DELIRIA.* 


Karl  M.  Bowman,  M.D., 

New  York,  N.  Y. 


The  Psychiatric  Division  of  Bellevue  Hospital 
admitted  over  28,000  patients  during  the  year  1939. 
These  cases  represented  every  conceivable  type  of 
mental  disorder.  Because  general  hospitals  wish  to 
rid  themselves  of  patients  who  are  noisy,  trouble- 
some, uncooperative,  suicidal  or  possibly  dangerous 
to  others,  there  is  a constant  stream  of  patients 
from  the  hospitals  of  New  York  City  to  the  Psy- 
chiatric Division.  During  the  year,  the  General 
Hospital  of  Belle\Tie  transferred  over  800  patients  to 
the  Psychiatric  Division.  A large  number  of  these 
cases  coming  from  general  hospitals  are  restless, 
confused,  delirious  patients  suffering  from  organic 
conditions  of  various  kinds.  They  are  usually  trans- 
ferred because  they  are  too  noisy  or  too  uncooperative 
to  be  kept  in  general  hospitals.  In  addition,  there 
were  approximately  12,000  alcoholic  patients  ad- 
mitted in  all  stages,  from  mild  intoxication  to 
delirium  tremens  and  Korsakoff’s  psychosis.  Ap- 
proximately 6,000  of  our  admissions  were  treated  in 
the  psychiatric  medical  or  surgical  wards  which  com- 
pose about  200  of  our  630  beds.  This  number  does 
not  include  the  more  disturbed  patients  who  could 
not  be  kept  on  these  wards  but  who  could  only  be 
cared  for  on  the  wards  especially  designed  for  our 
most  excited  and  disturbed  patients..  It  will  be  seen, 
therefore,  that  the  material  at  the  Psychiatric  Divi- 
sion of  Bellevue  Hospital  includes  all  types  of  phy- 
sical disorders,  complicated  by  alcohol  or  some  psy- 
chiatric condition.  To  cite  a few  examples,  may  I 
say  that  during  the  year  1939  we  treated  nearly 
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1,000  skull  fracture  cases,  mostly  complicated  by 
alcoholism,  and  that  we  cared  for  approximately  200 
cases  of  pneumonia,  ISO  cases  of  pulmonary  tuber- 
culosis, 1,500  cases  of  cardio-vascular  disease,  and 
nearly  2,000  cases  of  alcoholic  psychosis,  including 
200  cases  of  alcoholic  encephalopathy. 

From  such  an  experience  in  the  treatment  of 
excited  and  delirious  patients,  there  are  certain  gen- 
eral principles  of  treatment  which  seem  of  importance 
and  which  can  be  emphasized.  Although  the  cardinal 
principle  of  all  treatment  is  to  determine  the  precise 
cause  of  the  disorder  and  ’treat  the  cause,  and  al- 
though there  are  many  different  causes  for  the  deli- 
ria,  there  are  certain  general  principles  of  treatment 
which  remain  the  same  throughout.  Neglecting, 
therefore,  the  different  causal  factors  which  may 
require  specific  treatments,  since  such  specific  treat- 
ment is  familiar  to  all  of  us,  I shall  concentrate  on 
the  factors  which  are  common  to  all  of  these  con- 
ditions and  which  can,  in  general,  be  treated  in  the 
same  fashion,  irrespective  of  whether  the  delirium  is 
due  to  a specific  organism  or  to  various  toxins. 

Nearly  four  years  ago  we  decided  to  make  a 
systematic  study  of  these  delirious,  excited  and  un- 
cooperative patients.  We  considered  what  methods 
of  treatment  were  being  used  and  the  reasons  for 
using  them.  We  tried  to  understand  what  was  going 
on  in  our  patients,  what  happens  to  a patient  who  is 
excited  and  delirious.  Then  we  tried  to  work  out 
better  methods  of  treatment  based  on  specific  studies 
made  at  Bellevue  as  well  as  any  new  reports  of 
studies  which  were  relevant  to  our  problems. 

I believe  that  I can  make  my  presentation  much 
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more  vivid  and  interesting  to  you  if  I adopt  the 
historical  method  of  presentation  and  describe  our 
progress,  step  by  step,  in  working  out  better  methods 
of  treatment. 

We  first  considered  the  problem  of  restraint  and 
drugs.  Restraint  is  used  very  frequently  in  the 
treatment  of  delirious  and  excited  patients.  The 
explanation  commonly  given  is  that  the  patient  will 
not  remain  quiet  in  bed,  that  he  may  injure  himself 
falling  from  bed,  that  he  will  exhaust  himself  by 
walking  about  or  become  chilled  with  resultant 
respiratory  infection,  and  that  he  may  harm  himself 
or  others. 

We  must  admit  that  the  average  home  or  general 
hospital  is  not  designed  to  care  for  overactive  deli- 
rious patients.  The  structural  arrangements  of  the 
average  general  hospital  are  satisfactory  for  treating 
other  conditions  but  are  seldem  adequate  for  the 
care  of  the  overactive,  delirious  patient.  Restless, 
confused  patients  may  fall  out  of  windows  or  down 
shafts  or  stairs;  they  may  secure  drugs  or  sharp 
instruments  and  may  harm  themselves  or  others; 
they  may  be  so  noisy  as  to  trouble  the  other  patients ; 
they  may  refuse  to  stay  in  bed  and  rush  about  with 
little  or  no  clothing  on — a situation  which  may  be 
upsetting  and  disturbing  to  the  other  patients  in  the 
hospital  and  make  impossible  the  retention  of  such  a 
patient.  Psychiatric  hospitals  are  designed  to  pre- 
vent certain  of  these  disturbances  from  occurring. 
Dangerous  drugs  and  sharp  instruments  are  kept 
away  from  the  patient;  the  windows  are  guarded, 
and  stairways  are  so  arranged  that  patients  cannot 
get  to  them.  Provisions  for  segregating  noisy  patients 
and  the  use  of  sound-proofing  devices  help  to  make 
such  patients  less  disturbing  to  others. 

When  a physician  is  treating  an  acutely  delirious 
patient  in  a general  hospital  or  at  home,  he  is  very 
likely  to  drug  the  patient  or  to  forcibly  restrain  him 
for  some  of  the  reasons  which  I have  enumerated. 
When  he  becomes  too  noisy  or  too  disturbed,  he  is 
commonly  labeled  a mental  case  and  transferred  to  a 
psychiatric  hospital.  I should  like  to  point  out,  how- 
ever, that  many  patients  with  obvious  mental  dis- 
orders are  kept  in  general  hospitals  and  that  usually 
only  the  noisy,  troublesome,  or  dangerous  person  is 
transferred  to  the  psychiatric  hospital.  Coma  is  a 
mental  disorder,  but  since  the  patient  is  quiet,  re- 
mains in  bed,  and  causes  no  disturbance,  he  is 
usually  kept  on  in  a general  hospital,  particularly  if 
the  cause  of  the  coma  is  known  and  treatment  is 


possible.  If,  however,  the  comatose  patient  requires 
tube  feeding  and  is  incontinent,  he  is  very  likely  to 
be  labeled  a mental  case  and  transferred  to  a psychi- 
atric hospital. 

In  my  opinion,  a large  percentage  of  restraint  is 
due  to  lack  of  an  adequate  force  of  nurses.  Our 
problem  in  such  cases  is  to  secure  more  nurses,  but 
unfortunately  budget  limitations  in  hospitals  and 
the  private  resources  of  patients  do  not  enable  us  to 
do  so.  Under  such  conditions  we  must  choose  re- 
straint as  the  lesser  of  the  two  evils  but  clearly  recog- 
nizing it  as  an  evil  and  never  allowing  ourselves  to 
be  satisfied  with  such  a compromise. 

The  effect  of  applying  restraint  is  often  exactly 
the  opposite  of  what  is  desired.  The  natural  im- 
pulse of  anyone  is  to  struggle  against  restraint  and 
many  patients  will  exhaust  themselves  more  rapidly 
in  restraint  than  if  allowed  to  get  up  and  wander 
about. 

We  concluded,  therefore,  that  while  restraint 
might  be  necessary  in  some  cases,  it  was  usually  of 
no  value  or  was  actually  harmful  to  the  patient  and 
that  the  use  of  restraint  should  be  kept  at  a minimum. 
Even  when  used  it  should  not  be  allowed  to  remain 
on  for  long  periods  of  time.  Nurses  were  required  to 
loosen  a patient’s  restraint  at  least  every  two  hours, 
any  accidents  may  occur  to  patients  in  restraint  and 
there  is  always  the  tendency  of  nurses  to  pay  less 
attention  to  patients  in  restraint. 

We  may  consider  next  the  use  of  drugs.  Drugs  are 
commonly  used  to  quiet  delirious  patients  and  put 
them  to  sleep.  It  may  be  argued,  and  with  justifi- 
cation in  some  cases,  that  any  harmful  effect  of  the 
drug  is  more  than  offset  by  the  quieting  effect  it  has 
on  the  patient.  This  is  undoubtedly  true  in  a num- 
ber of  cases  where  restful,  quiet  sleep  may  be  very 
important  to  a patient  who  is  simply  wearing  him- 
self out.  An  example  of  this  is  found  in  cases  of 
cardiac  decompensation  where  a state  of  confusion 
with  fear  and  apprehension  is  very  common.  Many 
of  these  patients  cannot  relax  or  rest  and  something 
must  be  done  to  help  the  heart  which  is  inadequate 
at  best  and  which  is.  rapidly  being  overwhelmed  by 
the  additional  strain  placed  upon  it.  As  an  example 
of  the  beneficial  use  of  drugs  I would  mention  the 
use  of  morphine  in  cases  of  cardiac  delirium.  One 
of  the  best  measures  for  relieving  the  anxiety  and 
mild  confusion  of  such  cases  is  to  give  from  ^ to 
j/2  grain  of  morphine  intravenously.  Usually  after 
such  medication  the  patient  will  quiet  down  and 


726 


Virginia  Medical  Monthly 


[December, 


sleep  for  several  hours,  thus  receiving  marked  benefit 
both  mentally  and  physically.  As  a rule,  however, 
morphine  is  not  the  best  drug  for  treating  excited, 
disturbed  or  delirious  patients.  Morphine  relieves 
pain.  If  the  patient  cannot  sleep  because  of  pain, 
anything  that  relieves  the  pain  will  allow  him  to  go 
to  sleep.  Under  such  conditions  morphine,  of  course, 
will  produce  the  desired  effect.  It  may  often  relieve 
certain  feelings  of  anxiety  and  tension.  It  is  not, 
however,  a particularly  good  drug  to  use  in  the  treat- 
ment of  excitement.  I would  like  to  quote  from  one 
of  the  greatest  authorities  in  Psychiatry — Eugene 
Bleuler:  “Opium  and  opiates  are  not  hypnotics,  bul 
indirectly — by  removing  fear  and  psychic  pain — they 
have  a calming  and  even  hypnotic  effect.  In  psy- 
choses, however,  they  do  not  achieve  by  far  what 
their  effects  on  the  healthy  would  lead  one  to  expect. 
With  the  exception  of  a few  cases,  their  use  can  be 
dispensed  with,  and  because  the  danger  of  habitua- 
tion is  very  great,  especially  with  psychopaths,  there 
is  good  reason  to  avoid  them  as  much  as  possible. 
To  give  opiates  to  an  excited  patient  to  facilitate 
transfer  to  an  institution  is  hardly  of  any  use,  yet 
it  constantly  occurs,  nevertheless.”  It  may  be  pointed 
out  further  that  morphine  raises  intracranial  pressure 
and  often  masks  signs  of  an  associated  intracerebral 
or  intra-abdominal  injury.  One  should  also  mention 
the  old  saying  that  morphine  not  only  puts  the  patient 
to  sleep  but  also  the  physician. 

Hyoscine  is  a drug  of  somewhat  uncertain  effect, 
apd  one  is  inclined  to  use  it  as  little  as  possible. 
It  is  frequently  given  with  morphine.  While  this 
combination  does  have  certain  values,  there  are  other 
drugs  which  are  usually  better  and  safer  to  employ. 

Bromides  have  little  value  in  severe  excitement  or 
delirium,  their  action  being  too  mild.  Because  of 
their  cumulative  effects  they  should  seldom  be  used. 

Barbiturates  are  rather  widely  employed  at  the 
present  time  and  the  number  of  different  derivatives 
is  too  great  , to  attempt  the  description  of  each  one. 
Sodium  amytal  has  an  almost  specific  effect  in  certain 
types  of  mental  disorders  but  for  quieting  disturbed 
patients  it  is  doubtful  whether  any  of  the  various 
derivatives  have  any  greater  value  than  veronal 
itself.  Many  of  the  barbiturates  are  cumulative  in 
their  action;  hence,  if  used  over  any  long  period 
of  time,  there  is  danger  of  producing  a drug  delirium. 
Particularly  where  bromides  or  barbiturates  are  being 
used  to  quiet  a disturbed  patient  and  where  the 
patient  gradually  grows  more  disturbed,  should  the 


question  of  a drug  delirium  always  be  considered. 
In  such  cases  it  may  be  desirable  to  omit  all  medica- 
tion for  24  to  48  hours,  to  see  if  the  patient  quiets 
down.  It  may  be  stated  as  a general  principle  that 
hypnotics  should  be  kept  at  a minimum  in  all  cases 
of  mental  disorder  and  particularly  so  in  acute 
delirium.  As  a general  proposition,  too  much  rather 
than  too  little  drugging  occurs.  It  is  unnecessary  to 
point  out  that  in  any  suspected  case,  the  urine,  or 
better  still  the  blood,  should  be  tested  for  bromides 
and  barbiturates. 

If  a hypnotic  is  necessary,  paraldehyde  is  probably 
the  best  and  safest  one  that  we  have.  Because  of  its 
vile  taste  and  odor  many  patients  object  to  taking  it. 
However,  alcoholics  seem  to  enjoy  it  and  one  might 
almost  say  that  a definite  diagnosis  of  alcoholism 
can  be  made  by  offering  the  patient  a drink  of 
paraldehyde.  If  he  takes  it  eagerly  and  seems  to 
enjoy  it,  he  is  undoubtedly  an  alcoholic.  Paraldehyde 
can  be  given  not  only  by  mouth  but  also  intravenously 
and  by  rectum.  It  is  probably  the  most  widely  used 
hypnotic  in  psychiatric  hospitals  but  appears  to  be 
less  generally  used  by  the  rest  of  the  medical  pro- 
fession. In  cases  where  patients  have  difficulty  in 
retaining  anything  by  mouth,  paraldehyde  should 
be  given  either  rectally  by  adding  it  to  a small 
amount  of  milk  so  that  it  will  be  less  irritating,  or 
it  may  be  given  intravenously. 

Another  excellent  hypnotic  which  has  fallen  some- 
what into  disfavor  is  chloral  hydrate.  As  much  as 
30  grains  may  be  given  as  a single  dose,  and  this 
may  be  repeated  in  one  hour  if  necessary.  Chloral 
hydrate  is  a milder  drug  than  paraldehyde  and  prob- 
ably will  not  be  so  satisfactory  for  quieting  extreme 
cases.  In  rather  milder  cases,  however,  it  may  work 
very  well. 

I would  also  mention  the  quieting  affect  of  enemas. 
The  reason  for  this  is  not  entirely  clear  but  exper- 
ience has  shown  us  that  many  restless,  disturbed 
patients  become  quieter  when  given  enemas.  It  does 
not  seem  likely  that  removal  of  toxic  material  from 
the  intestinal  tract  would  have  such  immediate  effect. 
It  has  been  suggested  that  dilatation  of  the  intestine 
has  secondary  effects  on  the  autonomic  nervous 
system. 

Two  other  methods  of  treatment  are  generally 
used  in  psychiatric  hospitals  but  are  less  well  known 
in  general  medical  circles.  The  first  of  these  is  the 
continuous  bath.  The  water  of  the  bath  should  be 
slightly  below  body  temperature,  usually  96  to  98 
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degrees  Fahrenheit.  The  patient  reclines  on  a ham- 
mock suspended  in  the  water  and  may  be  kept  in 
the  tub  quite  long  periods  of  time,  even  days  in  some 
cases.  ^lany  patients  are  greatly  quieted  by  such 
treatment.  It  is  also  excellent  both  for  the  preven- 
tion and  treatment  of  bed  sores.  Since  the  main 
weight  of  the  patient  is  supported  by  the  water  there 
is  little  pressure  on  the  dependent  parts.  Further- 
more, the  constantly  flowing  water  washes  out  the 
infected  sores  and  promotes  healing.  A moderate 
degree  of  fever  is  not  a contraindication.  Neither 
is  menstruation  or  post-partum  states. 

The  cold  wet  pack  is  often  of  great  value.  Sheets 
dipped  in  cold  tap  water  are  wrung  out  and  wrapped 
around  the  patient.  Blankets  are  then  added  outside 
the  sheets.  A hot  water  bottle  is  placed  at  the  feet 
and  an  ice  cap  or  cold  cloths  to  the  head.  Typi- 
cally, the  patient  feels  chilly,  followed  by  a rush  of 
blood  to  the  skin  with  a feeling  of  warmth  and  re- 
laxation. Many  times  a patient  wall  go  to  sleep. 
Usually  a patient  should  not  be  kept  in  a pack  for 
more  than  2 or  3 hours.  It  may  be  used  cautiously, 
even  with  a high  fever,  but  such  patients  must  be 
watched  continuously  for  any  signs  of  collapse. 

One  of  the  first  problems  confronting  us  was  how 
to  combat  dehydration  and  the  acidosis  and  under- 
nutrition usually  accompanying  it.  Modern  medicine 
has  emphasized  the  forcing  of  fluids  and  a high 
caloric  diet.  The  practical  application  of  these  prin- 
ciples was  most  unsatisfactory.  Patients  would  re- 
fuse all  liquids  and  food  but  an  overactive,  febrile 
patient  needs  more  liquids  and  food  than  the  normal 
person.  Attempts  to  give  large  amounts  of  fluids 
intravenously  were  seldom  successful.  The  patient 
would  often  struggle  sufficiently  to  withdraw  the 
needle  from  the  lumen  of  the  vein.  It  was  obvious 
that  we  could  not  get  enough  fluid  by  intravenous  or 
subcutaneous  method.  Passing  a stomach  tube  and 
force  feeding  was  likewise  unsatisfactory.  Many 
patients  would  vomit  if  one  tried  to  give  as  much  as 
1,000  c.c.  at  a feeding.  The  danger  of  an  aspira- 
tion pneumonia  (and  abscess  formation)  or  of  an 
acute  asphyxia  forced  us  to  limit  the  feedings.  After 
a careful  study  of  the  problem  we  came  to  the 
following  conclusions. 

The  problem  of  dehydration  is  closely  bound  up 
with  the  loss  of  salt.  Conversely,  any  attempt  at 
hydration  must  consider  the  relation  of  salt  and 
fluid.  The  average  individual  loses  about  1,500  c.c. 
of  fluid  daily  through  the  urine.  But  there  are 


three  other  sources  of  water  loss.  About  400  c.c. 
of  water  is  excreted  from  the  lungs.  Another  700  c.c. 
of  water  is  diffused  through  the  skin  without  the 
sweat  glands  being  brought  into  action.  The  feces 
carry  100  c.c.  of  water  from  the  system.  The 
amount  of  fluid  lost  through  the  sweat  is  very  vari- 
able. Thirty-three  degrees  Centigrade  is  the  critical 
temperature  of  the  skin.  Below  it,  sweating  does  not 
occur.  Above  it,  the  sweat  glands  start  to  work.  A 
person  doing  clerical  work  in  cool  weather  loses 
from  200  to  500  c.c.  of  water  through  sweat.  On 
this  basis,  one  must  supply  3,000  c.c.  of  fluid  daily 
to  prevent  fluid  loss.  But  if  a person  is  active  or 
febrile,  he  eliminates  still  more  fluid,  particularly 
through  sweat. 

Closely  related  to  the  loss  of  fluid  is  the  loss  of 
salt.  The  kidney  normally  puts  out  15  gm.  of  salt 
every  24  hours  when  there  is  little  salt  loss  through 
the  sweat  glands.  There  is  a reciprocal  relation 
between  kidney  and  sweat  glands.  If  the  patient  is 
overactive  and  febrile,  more  salt  is  eliminated 
through  the  skin.  The  sweat  glands  ai'e  more 
permeable  to  salt  at  high  temperatures  so  that  the 
percentage  of  salt  loss  in  the  sweat  increases. 

As  an  extreme  example  may  be  cited  the  experi- 
ment of  a normal  man  walking  up  a treadmill  for 
three  hours  with  an  air  temjjerature  of  50  degrees 
to  55  degrees  Centigrade.  Roughly  4,000  c.c.  of  fluid 
and  18  grams  of  salt  were  lost  in  his  sweat.  Cramps 
developed  in  the  leg  muscles  soon  after  the  experi- 
ment ended.  After  exertion  in  a hot  environment 
sufficient  to  produce  heat  cramps,  it  is  estimated 
that  the  total  volume  of  blood  in  the  body  may  be 
reduced  as  much  as  ten  per  cent.  Since  the  blood 
becomes  more  concentrated,  an  analysis  of  the  blood 
may  show  an  apparent  increase  of  chlorides.  It  is 
our  opinion  that  deprivation  of  water  and  salt 
occurs  in  the  tissues  before  it  does  in  the  blood 
and  that  the  blood  will  draw  on  the  tissues  for  any 
substance  necessary  to  preserve  its  normal  constit- 
uency. From  all  this,  it  appears  that  ordinary 
studies  of  blood  chemistry  tell  us  little  about  salt 
loss  from  the  body  as  a whole. 

It  has  been  shown  that  heat  cramps  can  develop 
even  if  one  drinks  large  amounts  of  water.  How- 
ever, in  1922  IMoss  and  Haldane  pointed  out  that 
miners  in  Scotland  who  salted  their  beer  and  ate 
salty  foods  did  not  develop  heat  cramps,  but  that 
others  did.  Also  many  other  studies  have  shown 
that  heat  cramps  can  be  both  prevented  and  cured 
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by  giving  salt.  We  have  recognized  for  a long  time 
the  necessity  of  forcing  fluids  in  such  cases  but  have 
not  realized  adequately  the  need  of  giving  salt  as 
well  as  fluid.  If  the  salts  of  the  body  are  depleted 
as  well  as  the  fluids,  giving  fluid  without  salt  results 
in  further  elimination  of  fluid  because  there  is  not 
the  salt  necessary  to  keep  it  in  the  body,  or  if  it  is 
retained  in  the  body  it  may  cause  edema.  The 
recognition  of  the  first  part  of  this  statement  has 
led  some  to  advocate  the  restriction  of  fluids  in 
certain  conditions  such  as  head  injuries  and  de- 
lirium tremens,  feeling  that  forcing  fluids  will  re- 
sult in  edema  of  the  brain,  thus  harming  rather 
than  benefiting  the  patient.  If,  however,  salt  is 
given  with  fluids  the  edema  will  not  occur  and  a 
very  beneficial  effect  wall  be  obtained  by  forcing 
fluids.  In  attempting  to  force  fluids  one  frequently 
finds  patients  who  object  to  taking  further  fluids. 
The  patients  feel  water-logged  and  have  great  diffi- 
culty in  taking  more  fluid,  and  it  becomes  difficult  to 
build  up  the  fluid  intake  to  the  desired  amount.  If, 
however,  salt  is  given  as  well,  the  patient  develops 
a thirst  and  oftentimes  will  spontaneously  request 
more  fluids.  In  every  well  run  saloon  there  are 
dishes  of  salty  popcorn,  pretzels  and  highly  spiced 
foods.  It  is  well  known  that  many  chronic  beer 
drinkers  add  salt  to  their  beer.  The  reason  for  this 
is  that  it  keeps  up  the  amount  of  salt  in  the  body 
even  when  large  amounts  of  salt  are  being  eliminated 
through  the  urine.  One  should  emphasize,  therefore, 
that  as  a general  principle  we  force  fluids  but  we 
also  give  considerable  amounts  of  sodium  chloride 
and  probably  some  salt  of  calcium  such  as  calcium 
lactate.  It  is  possible  to  make  up  a fluid  which  will 
have  much  the  same  mineral  constituents  as  normal 
blood  and  thus  supply  the  needs  of  the  body.  Not 
only  does  salt  enable  the  individual  to  drink  more 
fluids,  prevent  the  development  of  edema,  and  replace 
the  salt  lost  through  elimination,  but,  if  the  kidneys 
are  functioning  in  normal  fashion,  salt  will  restore 
the  normal  electrolyte  pattern.  If  the  body  is  in  an 
acid  condition,  chlorides  will  be  eliminated  and  the 
acidity  of  the  body  will  be  decreased.  If  the  body 
is  too  alkaline,  sodium  will  be  eliminated  and  the 
alkalinity  of  the  body  decreased.  The  use  of  fluids 
and  salt,  therefore,  will  largely  combat  dehydration 
and  ^acidosis.  Some  persons  find  salt  unpleasant  to 
take  and  in  some  cases  salt  seems  to  irritate  the 
stomach  and  cause  vomiting.  If  enteric  coated  pills 
are  used,  these  difficulties  are  done  way  with. 


With  these  ideas  in  mind  we  started  the  treatment 
of  our  most  excited  and  delirious  patients  by  giving 
salt  and  forcing  fluids.  A large  number  of  these 
cases  were  of  alcoholic  deliria.  Two  capsules  of 
sodium  chloride,  1 gram  each,  were  given  every 
four  hours  during  the  first  day.  Orange  juice  with 
one  tablespoonful  of  sucrose  in  each  glass  constituted 
the  bulk  of  all  fluid  given  patients.  Since  the  brain 
utilizes  only  carbohydrates,  and  McQuarrie’s  studies 
on  diabetic  children  showed  that  the  use  of  salt 
enabled  the  patient  to  metabolize  more  carbohydrates, 
it  was  felt  that  we  had  justification  for  giving  the 
patient  large  amounts  of  sugar  and  salt.  Also,  in 
cases  of  liver  damage  there  is  a deficiency  in  glycogen 
reserve  and  it  is  important,  therefore,  to  give  carbo- 
hydrates. Utilizing  this  method  of  treatment  for 
a period  of  eight  months  as  compared  with  a six 
months’  period  prior  to  its  institution,  we  found  a 
drop  of  mortality  rate  from  17.3  per  cent  during 
the  period  preceding  treatment  to  a mortality  rate  of 
8.1  per  cent  during  the  time  we  gave  salt  and  forced 
fluids.  We  found  that  patients  who  vomited  fre- 
quently could  usually  retain  orange  juice.  We  also 
found  that  even  when  patients  refused  to  drink,  if 
a little  orange  juice  was  spilled  on  their  lips  they 
would  often  take  the  rest  of  the  orange  juice.  In 
some  cases  we  found  that  as  soon  as  the  patient  had 
been  given  salt  he  would  voluntarily  request  water. 
We  also  noted  that  when  a patient  had  received  con- 
siderable amounts  of  salt  and  fluid  he  often  quieted 
down  without  having  to  receive  hypnotics.  Taking 
a second  group  who  were  not  alcoholic  we  found  that 
over  a period  of  six  months  without  sp>ecial  treatment 
there  were  22  cases  who  showed  marked  dehydra- 
tion; of  these  eight  died.  None  of  these  patients  had 
had  fever  due  to  dehydration  on  admission.  For  a 
period  of  five  months  we  gave  a patient  who  devel- 
oped dehydration  one  gram  of  sodium  chloride  every 
four  hours,  or,  of  the  patient  had  to  be  tube  fed, 
he  was  given  one  quart  of  physiological  solution  of 
sodium  chloride.  Of  the  14  patients  who  showed 
signs  of  dehydration  with  fever,  not  a single  one 
died  and  the  average  duration  of  fever  wa^  1 Yi  days 
as  compared  with  a duration  of  7 days  in  the  control 
group.  Our  experience  was  that,  wherever  possible, 
it  was  better  to  give  salt  and  fluids  by  mouth  rather 
than  by  the  parenteral  route,  as  there  was  not  the 
danger  to  the  circulatory  system  in  trying  to  give 
large  amounts  of  fluid.  Pulmonary  edema  is  likely 
to  occur  from  large  amounts  of  intravenous  saline, 
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especially  if  given  at  a rapid  rate.  We  found  that  a 
number  of  patients  who  died  with  fever  due  to 
dehydration  had  been  given  continuous  infusions 
of  physiological  solution  of  sodium  chloride.  We 
also  tried  out  the  use  of  hypertonic  solution  of  sodium 
chloride,  giving  300  c.c.  of  a 5 per  cent  solution 
intravenously.  In  many  cases  we  found  that  this 
had  a quieting  effect  on  the  patients  and  that  they 
would  ask  for  water  before  the  completion  of  the 
infusion.  It  was  also  felt  that  the  temporary  dehy- 
drating effect  of  h)q)ertonic  solutions  on  the  brain 
might  be  valuable  in  cases  of  deliria. 

Following  our  experience  with  the  beneficial 
action  of  forcing  fluids  and  giving  considerable 
quantities  of  sodium  chloride,  we  endeavored  to 
study  the  metabolism  of  these  patients  more  care- 
fully. In  our  alcoholic  deliria  we  felt  that  the  patient 
often  had  not  been  eating  adequately  for  a con- 
siderable period  of  time  and  that  a condition  of 
starvation  with  acidosis  and  inability  to  assimilate 
carbohydrates  normally  was  present.  We  did  glucose 
tolerance  tests  on  a number  of  these  patients  at  the 
time  of  admission  and  then  at  a later  date  when 
they  were  convalescent.  It  was  found  that  on  ad- 
mission the  patients  showed  a sugar  tolerance  curve 
resembling  that  of  a diabetic  patient  and  that  a 
week  or  so  later,  when  convalescent,  the  sugar  toler- 
ance was  improved  and  essentially  normal.  It  was 
felt  that  the  diminished  tolerance  was  due  primarily 
to  an  undernourished  state  which  existed  at  the  time 
of  admission.  With  many  of  our  patients  it  was 
often  felt  that  there  was  considerable  liver  damage 
and  that  the  organism  was  unable  to  store  up  gly- 
cogen and  utilize  it  for  nutritional  purposes,  and 
that  many  of  our  patients,  therefore,  would  not  have 
a reservoir  of  glycogen  to  draw  upon  and  were  unable 
to  assimilate  and  utilize  carbohydrates  as  well  as  the 
normal  individual.  All  of  this  suggested  the  use 
of  insulin  together  with  fairly  large  doses  of  glucose 
as  a means  of  combating  the  undernourishment  of 
the  patient.  We  also  discovered  that  when  a patient 
who  has  a high  alcoholic  content  to  his  blood  is 
given  glucose  and  insulin,  the  alcohol  will  be  elimi- 
nated from  the  blood  at  about  twice  the  normal 
rate.  Further,  there  is  considerable  evidence  that 
insulin  has  a quieting  effect  on  excited  patients.  I 
might  point  out  that  Sakel  developed  his  theory  of 
insulin  shock  treatment  for  schizophrenia  from  just 
this  very  fact.  He  first  used  insulin  in  the  treatment 


of  drug  addicts  with  the  idea  that  it  had  a quieting 
effect  because  of  its  action  on  the  autonomic  nervous 
system.  Later  he  tried  disturbed  psychotic  patients 
and  discovered  that  when  certain  cases  accidently 
went  into  insulin  shock  or  coma  they  appeared 
to  be  greatly  benefited.  We  have  found  by  exper- 
ience that  in  disturbed  patients  insulin  often  has  a 
specific  quieting  effect.  For  all  of  these  reasons, 
therefore,  we  instituted  the  use  of  glucose  and 
insulin.  Where  patients  will  take  glucose  by  mouth, 
one  may  give  from  50  to  100  grams  of  glucose,  to- 
gether with  10  to  25  units  of  insulin.  This  may  be 
repeated  two  or  three  times  daily. 

Although  vitamin  deficiency  may  have  been  over- 
emphasized and  considerable  exploitation  of  the 
public  may  have  occurred,  I believe  that  we  must 
consider  carefully  the  vitamin  status  of  our  delirious 
patients.  I would  point  out  that  Vitamin  A has  a 
definite  value  in  building  up  the  capacities  of  the 
organism  to  resist  infection.  Vitamin  B,  particularly 
Bi  and  nicotinic  acid,  has  a definite  effect  on  brain 
metabolism  and  its  absence  may  cause  mental  dis- 
orders. In  Vitamin  C deficiency  a delirium  with 
scurvy  may  develop.  It  is,  therefore,  of  particular 
importance  that  Vitamins  A,  Bi,  nicotinic  acid  and 
C be  given  in  large  doses  to  our  patients.  Vitamin 
Bi  has  a fairly  specific  reaction  toward  the  poly- 
neuritis which  often  develops  in  alcoholic  and  other 
organic  deliria.  It  is  perhaps  worthwhile  to  remind 
you  that  Korsakoff’s  original  description  of  this 
psychosis  characterized  by  a loss  of  memory  replaced 
by  confabulation  and  by  polyneuritis  was  given  to 
a group  of  cases  most  of  which  were  not  alcoholic 
but  represented  various  organic  conditions  such  as 
infectious  and  toxic  states  following  childbirth, 
pneumonia,  typhoid  fever  and  arteriosclerosis.  We 
have  become  so  accustomed  to  thinking  of  Korsakoff’s 
psychosis  as  due  to  alcohol  that  it  is  important  to 
emphasize  the  fact  that  it  is  primarily  a vitamin 
deficiency  condition.  The  polyneuritis  associated 
with  Korsakoff’s  psychosis  clears  up  excellently  in 
response  to  Vitamin  Bi.  While  it  is  doubtful  if  Bi 
deficiency  is  the  sole  cause  of  the  delirious  picture, 
it  may  be  one  of  the  factors  producing  it. 

Nicotinic  acid  seems  to  have  a specific  effect  on 
certain  severe  deliria.  In  a paper  on  acute  nicotinic 
acid  deficiency  encephalopathy,  we  pointed  out : 
“This  syndrome  may  occur  as  the  only  manifestation 
of  a deficiency  disease  or  may  occur  in  association 
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with  pellegra,  polyneuritis  due  to  Vitamin  Bi  defi- 
ciency, the  oculo-motor  disturbances  of  a central 
neuritis,  or  scurvy.  The  clinical  picture  of  this 
encephalopathic  syndrome  is  more  or  less  well  de- 
fined and  is  characterized  by  clouding  of  conscious- 
ness, cogwheel  rigidities  of  the  extremities,  and  un- 
controllable grasping  and  sucking  reflexes.” 

A case  study  of  150  cases  showing  this  encephalo- 
pathic syndrome  shows  that  without  vitamins  prac- 
tically all  of  these  patients  died,  the  actual  rate  being 
95.7  per  cent  in  47  subjects;  when  to  the  usual 
treatment  of  hydration,  thiamin  chloride  (Bi)  was 
added,  the  mortality  rate  was  100  per  cent  in  15 
subjects.  When,  however,  the  entire  Vitamin  B 
complex  plus  hydration  w'as  given,  the  mortality 
rate  in  81  cases  dropped  to  61.9  per  cent.  In  con- 
trast with  this,  22  consecutive  patients  were  given 
nicotinic  acid  and  only  31.8  per  cent  died.  It  ap- 
pears, therefore,  that  a number  of  the  acute  deliria, 
particularly  those  occurring  in  alcoholic  patients 
are  definitely  related  to  vitamin  deficiency  and  that 
proper  use  of  vitamins  will  aid  in  restoring  many 
more  of  these  patients. 

It  should  be  emphasized  that  these  vitamin  defi- 
ciencies may  be  superimposed  on  any  delirious  con- 
dition and  thus  produce  serious  complications.  Pre- 
vention is  better  than  cure,  hence  a high  vitamin 
diet  should  be  given  all  delirious  patients. 

Having  carried  out  the  various  studies  which  I 
have  mentioned  and  having  applied  them  to  the 
treatment  of  our  patients,  we  have  now  evolved  a 
certain  routine  for  the  treatment  of  all  acutely  dis- 
turbed and  toxic  patients.  I shall  describe  this 
treatment  as  applied  to  the  alcoholic  delirium.  The 
general  principles  are  the  same  for  all  other  deliria, 
but  there  will  be  certain  variations  in  the  treatment 
depending  upon  the  cause  of  the  delirium. 

This  treatment  is  based  on  the  idea  that  the 
patient  is  probably  suffering  from  dehydration,  loss 
of  salts,  acidosis,  malnutrition,  vitamin  deficiency 
and  often  gastritis  and  liver  damage.  The  patient 
is  excited,  delirious  and  uncooperative.  In  the  acute 
condition  with  extreme  excitement,  sedation  may  be 
necessary.  The  patient  is  commonly  placed  in  a 
camisole  while  being  treated  but  the  camisole  is 
removed  as  quickly  as  possible.  Paraldehyde  is 
the  sedative  of  choice.  If  gastritis  is  present,  paralde- 
hyde is  administered  either  rectally,  giving  about 
3 to  6 grams  diluted  in  milk,  or  intravenously  15 


minims.  300  to  500  c.c.  of  5 per  cent  saline  with 
10  per  cent  glucose  intravenously  is  administered 
and  insulin  is  given  subcutaneously,  1 unit  of  insulin 
for  every  2 grams  of  glucose.  This  whole  routine 
should  be  given  in  less  than  half  an  hour  if  possible. 
The  patient  will  usually  quiet  down  and  go  to  sleep. 

As  the  patient  improves,  or  in  patients  who  are 
more  cooperative  and  less  toxic,  the  patient  is  placed 
in  a tub  and  preferably  given  an  enema  in  the 
continuous  tub,  after  which  the  water  is  turned  on 
for  the  regular  continuous  bath  at  approximately 
96  degrees  Fahrenheit.  If  the  patient  will  take  food 
or  medication  by  mouth,  he  is  first  given  Yi  ounce 
of  colloidal  aluminum  hydroxide  for  the  purpose  of 
soothing  the  inflamed  mucosa  of  the  gastro-intestinal 
tract.  This  is  repeated  twice  a day.  Sodium  lactate 
is  also  given  by  mouth  so  that  the  patient  receives 
approximately  50  grains  a day.  Salt  tablets  are 
given  by  mouth  2 or  3 times  a day  so  that  the  patient 
gets  a total  of  90  grains  of  salt  daily.  The  5 per 
cent  saline  with  10  per  cent  glucose  is  given  intra- 
venously if  necessary  but  wherever  possible  it  is  given 
by  mouth.  If  the  patient  will  take  fluids  freely  he 
is  encouraged  to  take  orange  juice  which  is  usually 
well  borne  on  a disturbed  stomach.  Glucose  may 
be  added  to  the  orange  juice  if  desired  and  insulin 
given  as  previously  noted. 

Special  attention  is  paid  to  forcing  vitamins.  The 
patient  is  given  Vitamin  A in  large  doses  but  care 
must  be  taken  not  to  give  it  in  a way  to  upset  the 
stomach.  Vitamin  Bi  is  given  up  as  high  as  100 
mgs.  a day.  This  may  be  given  in  a single  dose 
intravenously  or  it  may  be  added  to  food  by  mouth. 
Nicotinic  acid  is  given  in  100  mgm.  doses  by  mouth 
5 to  10  times  daily.  If  necessary,  it  may  be  given 
intravenously.  Vitamin  C should  be  given,  at  least 
50  mgs.  3 times  a day.  If  the  patient  receives  large 
amounts  of  orange  juice,  he  will,  of  course,  receive 
sufficient  Vitamin  C in  that  fashion.  Remember, 
however,  that  orange  juice  on  standing  loses  most  of 
its  Vitamin  C,  unless  kept  in  a refrigerator  in  a 
tightly  closed  container. 

If  the  patient  will  not  eat  and  if  his  stomach  is 
not  so  inflamed  as  to  make  gastric  feeding  unde- 
sirable, the  patient  may  be  placed  in  a camisole,  a 
stomach  tube  passed  intranasally  and  then  kept  in 
position  for  several  hours.  The  Levine  tube  is  prob- 
ably preferable  as  it  is  of  sufficiently  small  caliber 
that  it  will  not  produce  vomiting  and  gag  reflexes  as 
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much  as  a larger  tube.  With  the  tube  one  can  start 
out  by  giving  100  c.c.  of  a 10  per  cent  saline  solution. 
This  is  followed  in  about  20  minutes  by  200  to  300 
c.c.  of  water.  In  another  20  to  30  minutes  this  may 
be  repeated.  Tire  amount  given  at  each  feeding 
should  be  sufficiently  small  so  as  not  to  provoke 
vomiting  or  to  unduly  upset  the  stomach.  Large 
amounts  are  likely  to  induce  vomiting  and  there  is 
tlie  danger  of  regurgitation  which  may  be  followed 
by  aspiration  which  may  even  cause  death  at  once  by 
asphy.xiation  or  it  may  set  up  a pneumonia.  After 
giving  approximately  1,000  c.c.  of  water  one  may 
give  nutritive  feeding.  Glucose  is  probably  the  most 
easily  absorbed  form  of  energy  and  one  very  desirable 
feeding  is  to  give  300  c.c.  of  orange  juice  with  50  grams 
of  glucose  added  to  it.  Twenty-five  units  of  insulin 
should  be  given  at  this  time.  The  Levine  tube  is 
then  withdrawn  and  restraint  removed.  .As  the 
patient  improves,  still  further  tub  therapy  is  con- 
tinued if  possible,  and  the  patient  is  allowed  to  take 
a more  liberal  diet.  Colloidal  aluminum  hydroxide 
may  be  continued  as  long  as  gastritis  is  present,  in 
which  case  the  diet  must,  of  course,  be  bland  and 
non-irritating.  Salt  is  continued  at  the  rate  of  90 
grains  a day  in  salt  capsules.  This  makes  the  patient 
very  thirsty  and  he  will  usually  ask  for  water  and 
drink  large  amounts.  Orange  juice  can  be  given 
very  freely.  Insulin  is  continued  in  small  decreasing 
doses  both  for  its  benefit  in  quieting  the  patient  and 
for  its  effective  assistance  in  the  utilization  of  carbo- 
hydrates. Large  amounts  of  vitamins  are  continued 
as  outlined  previously. 

If  this  general  routine  is  carried  out  in  the  treat- 
ment of  acutely  disturbed,  delirious  and  uncoopera- 
tive patients,  I am  certain  that  the  period  of  delirium 
will  be  markedly  shortened  and  the  recovery’  rate 
will  be  greatly  increased.  It  is  understood,  of 
course,  that  specific  treatment  is  to  be  given  in 
all  cases  depending  upon  the  cause  of  the  delirium 
and  that  individual  modifications  must  be  made  when 
necessary.  It  is  not  intended  that  this  treatment 
should  be  carried  out  in  an  absolutely  fixed  fashion, 
since  the  essence  of  the  treatment  of  all  patients  is 
to  individualize. 

Bellevue  Hospital. 

Discussion 

Dr.  Joseph  R.  Blalock,  Marion,  Va.:  We  have  all 
enjoyed  very  much  Dr.  Bowman’s  paper  and  wish  to 
thank  him  for  bringing  before  us  in  so  clear  and  com- 


prehensive a manner  these  particular  studies  that  have 
been  carried  out  by  himself  and  his  co-workers  at 
Bellevue. 

In  no  other  psychopathic  hospital  in  the  country  is 
there  a greater  number  and  variety  of  such  acute  prob- 
lems, where  patients  have  had  to  be  shifted  from  general 
hospitals  because  they  were  considered  too  disturbed 
to  be  kept.  Dr.  Bowman  has  pointed  out  that  the  im- 
mediate essential  problem  lies  in  caring  for  the  physical 
condition  of  the  patient,  and  that  certain  cardinal  prin- 
ciples of  treatment  must  be  followed.  Putting  into  prac- 
tice such  general  principles  has  resulted  at  Bellevue  in 
marked  reductions  in  mortality  in  special  large  groups, 
particularly  in  delirium  tremens  and  nicotinic  acid  de- 
ficiency encephalopathy. 

Only  certain  cities  are  fortunate  enough  to  possess 
psychopathic  hospitals  or  centers  to  which  such  patients 
may  be  sent  for  observation  and  treatment.  Unfor- 
tunately, in  Virginia  at  least,  the  physician,  when  a 
medically  ill  patient  becomes  mentally  disturbed,  may 
have  to  be  adjudged  legally  insane,  and  sent  to  a State 
hospital,  too  often  with  a brief  sojourn  in  jail.  The 
psychotic  condition  clears  up  in  a few  days  and  the 
patient  has  been  pronounced  legally  insane. 

There  should  be  established  psychiatric  pavilions  or 
wards  in  every  city  or  center  where  such  patients  may 
be  treated.  Furthermore,  there  should  be  provided  in 
general  hospitals  one  or  two  specially  equipped  rooms, 
with  bath,  toilet  facilities  and  special  windows.  There 
are  now  screen  windows  available  which  are  entirely 
escape-proof  and  appear  just  like  any  other  screened 
window.  Into  such  a room  a delirious  pneumonic  pa- 
tient, one  with  a bromide  delirium,  post-operative  panic 
states,  and  other  psychiatric  problems  may  be  cared  for 
with  safety.  The  physical  therapy  department  should 
contain  a tub  for  continuous  bath,  and  its  personnel 
should  be  able  to  administer  sedative  wet  sheet  packs. 
Since  nurses  are  more  and  more  receiving  training  in 
psychiatric  nursing,  they  will  be  more  competent  to  carry 
out  the  necessary  special  nursing  procedures. 

Concerning  the  bromide  deliria; 

Routine  blood  bromide  determinations  have  revealed 
high  blood  bromide  levels  in  a surprisingly  large  num- 
ber of  new  admissions  to  State  hospitals.  A physician 
from  one  State  hospital  recently  told  me  that  his  hospital 
was  receiving  fewer  and  fewer  such  patients  because 
the  general  medical  men  in  that  part  of  the  State  were 
becoming  more  aware  of  this  possibility,  and  disliked 
the  chagrin  of  having  one  of  their  patients  admitted 
with  such  a diagnosis. 

I find  that  physicians  in  practice  almost  never  use 
paraldehyde.  They  are  also  averse  to  using  amytal  or 
sodium  amytal.  I am  in  full  sympathy  with  all  that  has 
been  said  concerning  sedative  treatment  and  restraint. 
We  at  oui'  hospital  are  especially  inclined  to  use  con- 
tinuous tubs,  sedative  wet  sheet  packs  and  colonic  irriga- 
tions, so  far  as  practical,  in  place  of  drug  sedation. 

I can  add  little  to  and  onh'  commend  what  has  been 
said  concerning  the  schedule  of  treatment  as  now  used 
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at  Bellevue.  The  chronological  development  is  of  spe- 
cial interest  for  we  have  all  been  attempting  to  keep  up 
to  date  with  the  recent  developments  in  various  fields. 
For  example,  in  1935  Harris,  Poliak  and  myself  reported 
the  treatment  of  a severe  case  of  pellagra  and  alcohol- 
ism with  recovery.  A high  vitamine  diet,  concentrated 
liver  extract,  vitavose,  crystalline  ascorbic  acid,  dilute 
hydrochloric  acid,  iron  ammonium  citrate,  yeast  tablets, 
a transfusion,  all  contributed  to  treatment.  Nicotinic  acid 
in  its  present  form  was  not  yet  available. 

Similarly  in  the  early  1930’s  when  the  first  general 
paralytics  were  receiving  electrically  induced  fever,  no 
provision  was  made  for  the  salt  intake  made  necessary 
by  the  profuse  sweating.  These  patients  tolerated  treat- 
ment much  better  when  we  commenced  giving  them  sips 
of  diluted  or  normal  saline. 

Again  I wish  to  thank  Dr.  Bowman  for  his  fine  and 
eminently  practical  contribution. 

Dr.  Archer  A.  Wilson,  Charleston,  W.  Va.:  Except 
in  rare  instances,  morphine  should  not  be  used  in  cases 
of  head  injuries  or  cases  of  increased  intracranial  tension 
of  whatever  cause,  because  it  further  increases  tension 
and  depressess  respiration,  which  may  be  already  em- 
barassed  by  the  lesion  responsible  for  the  mental  state. 
In  addition,  in  head  injuries,  particularly,  morphine  may 
mask  the  very  important  pupillary  changes  and  the  all- 
important  state  of  consciousness  of  the  patient.  There  is 
no  more  justification  for  using  it  here  than  in  an  acute 
abdomen  before  a satisfactory  diagnosis  has  been  estab- 
lished. 

Because  of  the  extensive  self-medication  with  the  bro- 
mides and  barbiturates,  many  confused  and  delirious 
patients  may  be  found  to  be  suffering  from  an  accumula- 
tion of  these  drugs.  For  this  reason,  these  drugs  should 
be  used  with  care  where  the  necessity  for  their  use  extends 
over  a period  of  time  or  where  large  doses  are  required 
for  the  control  of  a restless  and  noisy  patient.  We  have 
found  paraldehyde  and  avertin  very  useful  for  this  type 
patient  and  the  least  objectionable  of  the  various  drugs. 

Because  of  the  studies  of  Dr.  Bowman  and  his  co- 
workers  and  of  other  investigators,  the  “encephalopathic 


syndrome”,  consisting  of  the  clinical  picture  of  clouding 
of  consciousness,  cogwell  rigidities  of  the  extremities, 
and  uncontrollable  grasping  and  sucking  reflexes  is  now 
thought  to  be  due  to  nicotinic  acid  deficiency  and  the 
previously  high  mortality  rate  has  been  markedly  reduced 
by  the  use  of  nicotinic  acid  given  in  5 per  cent  dextrose 
in  normal  saline.  The  treatment  of  delirium  tremens  has 
likewise  been  put  upon  a rational  basis  by  the  admin- 
istration of  a high  caloric  diet  rich  in  vitamin  B, 
glucose,  sodium  chloride  and  fluids. 

Every  effort  should  be  made  to  determine  the  use  of 
the  mental  disturbance.  Common  causes  are  the  va- 
rious infections,  toxins,  the  insanities,  drugs,  alcohol, 
deficiency  disease,  dehydration,  arteriosclerosis,  brain 
tumors  or  abscess.  Search  should  be  made  for  evidence 
of  a previous  and  often  trivial  head  injury  because  a 
resulting  chronic  subdural  hematoma  often  presents  itself 
as  a disturbance  in  consciousness  or  personality.  If  a 
cause  can  be  found,  then  its  specific  treatment  should  be 
applied.  Where  a cause  cannot  be  found,  certain  general 
measures  are  indicated.  These  call  for  the  correction  of 
fluid  and  electrolyte  imbalance,  proper  feeding  with  at- 
tention to  vitamin  needs  and  indicated  care  for  the  phys- 
ical condition  of  the  patient. 

Dr.  Bowman’s  paper  appears  to  suggest  that  some- 
thing by  way  of  preventive  psychiatry  might  be  em- 
ployed by  the  giving  of  proper  attention  to  the  fluid  and 
salt  balances  in  the  various  medical  and  surgical  ill- 
nesses and  injuries.  Thus  those  cases  of  deliria  asso- 
ciated with  fever  and  dehydration  will  not  so  likely 
occur. 

The  onset  of  active  delirium  is  often  heralded  by 
sleeplessness  and  nervous  irritability,  anxiety,  muscle 
twitching  or  apparent  apathy.  It  would  appear,  there- 
fore, that  the  judicious  use  of  sedatives  at  this  time 
would  save  patients,  as  well  as  the  physician  treating 
them,  much  mental  anguish  and  worry. 

Our  duty  as  physicians  demands  that  we  exert  as  much 
expertness  in  anticipating  and  preventing  unnecessary 
psychic  trauma  as  in  plucking  out  an  offending  part. 


A CLASSIFICATION  OF  COMMERCIAL  PREPARATIONS  OF 

SEX  HORMONES.  II." 


W.  G.  Crockett,  Pharm.  D.,  D.  Sc.* 

Richmond,  Virginia. 


In  a previous  paper^  the  writer  presented  a tabula- 
tion of  the  commercial  preparations  of  sex  hormones, 
accompanied  by  a brief  discussion  of  their  functions 
and  uses.  Since  that  time  additional  products  have 

1.  From  the  School  of  Pharmacy,  Medical  College  of 
Virginia,  Richmond. 

2.  Virginia  Medical  Monthly,  66:191,  1939. 

•Died  October  29,  1940.  For  reprints  address  R.  J. 
Main,  Medical  College  of  Virginia,  Richmond. 


been  introduced,  methods  of  standardization  modi- 
fied, and  certain  conceptions  regarding  them  have 
changed. 

The  chief  purpose  of  this  paper  is  to  bring  up  to 
date  the  tables  which  appeared  in  the  former  one. 
A brief  discussion  is  included,  however,  to  aid  in 
their  clarification.  The  hormones  here  discussed  are 
taken  up  in  the  following  order;  equine  gonadotro- 
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pin,  chorionic  gonadotropin,  anterior  pituitary  prod- 
ucts, the  estrogenic  hormones,  the  corpus  luteum  hor- 
mone, and  the  androgenic  hormone. 

Equine  gonadotropin,  thought  to  be  formed  by  the 
placenta,  is  obtained  from  the  serum  of  pregnant 


rhea.  Its  commercial  preparations  are  set  forth  in 
Table  1. 

Chorionic  gonadotropin  is  believed  to  be  elabo- 
rated by  the  human  placenta  and  is  e.xcreted  in  the 
urine  of  pregnant  women.  Although  it  is  used  for 


Table  1. — Equine  Gonadotropin 
(Pregnant  mares’  serum  hormone — P.  M.  S.) 

The  International  Unit  (I.U.)  is  defined  as  the  specific  gonadotropic  activity  of  0.25  mg. 
(250  gamma)  of  the  international  standard  preparation  (one  gamma  equals  .001  mg.). 


Manufacturer 

Proprietary  Name 

Ampul  or  Vial  Size  and  Potency 

Cutter 

Gonadin 

500  I.U.  per  cc. 

Schering 

Anteron 

Dry  powder,  ampuls  1.5  cc.,  400  I.U.  each 

Upjohn 

Gonadogen 

Sterile  tablets  of  10  or  20  Cartland-Nelson  units  each 
(200  or  400  I.U.)* 

*Am.  J.  Physiol.,  122:201,  1938. 


mares.  It  is  not  excreted  by  the  kidneys  to  any  mate- 
rial extent,  but  remains  in  the  blood.  Apparently  it 
is  an  efficient  stimulator  of  ovaries  and  testes.  Since 
its  administration  is  said  to  produce  ovulation  in  the 
human  subject,  it  is  recommended  chiefly  for  the 
treatment  of  sterility  and  certain  types  of  amenor- 


various  menstrual  disturbances,  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association  endorses  it  for  the  treatment  of  cryptor- 
chidism only. 

A distinct  advance  has  been  made  recently  in  the 
standardization  of  this  hormone  in  that  it  is  now 


Table  2. — Chorionic  Gonadotropin 


(The  anterior  pituitary-like  hormone — prolan) 

The  International  Unit  (I.U.)  is  defined  as  the  activity  present  in  0.1  mg.  (100  gamma)  of 
international  standard  chorionic  gonadotropin. 


Manufacturer 

Proprietary  Name 

Ampul  or  Vial  Size  and  Potency 

Ayerst,  McKenna 
and  Harrison 

A.P.L. 

10  cc.  vials,  100  I.U.  per  cc. 

5 cc.  and  10  cc.  vials,  500  I.U.  per  cc. 

Cole  Chemical  Co. 

Chorionic  Gonadotropin 

10  cc.  vials,  100  I.U.  per  cc. 
10  cc.  vials,  500  I.U.  per  cc. 

Endo  Products 

Entromone 

10  cc.  vials,  125  I.U.  per  cc. 
50  cc.  vials,  125  I.U.  per  cc. 
10  cc.  vials,  500  I.U.  per  cc. 

narrower 

Apestrin 

10  cc.  vials,  100  I.U.  per  cc. 
10  cc.  vials,  500  I.U.  per  cc. 

Parke,  Davis 

Antuitrin-S 

10  cc.  vials,  100  Rat  U.  (approx.  120  I.U.)  per  cc. 
50  cc.  vials,  100  Rat  U.  (approx.  120  I.U.)  per  cc. 
10  cc.  vials,  500  Rat  U.  (approx.  600  I.U.)  per  cc. 

Roche-Organon 

Pregnyl 

Dry  powder,  ampuls 
1 cc.,  100  I.U. 

1 cc.,  500  I.U. 

Schering 

Pranturon 

Dry  powder,  ampuls 
1.5  cc.,  150  I.U.  each 
1.5  cc.,  750  I.U.  each 

Squibb 

Follutein 

/ 

5 cc.  vials,  500  I.U.  each 
10  cc.  vials,  1000  I.U.  each 
5 cc.  vials,  5000  I.U.  each 

Winthrop 

Korotrin  (formerly  Koro- 
tron  and  Antophysin) 

Dry  powder 

Ampuls,  100  I.U.  each 
Ampuls,  500  I.U.  each 
Vials,  1000  I.U.  each 

Vials,  5000  I.U.  each 
Tablets,  150  I.U.  each 

734 


Virginia  Medical  Monthly 


[December, 


evaluated  in  terms  of  “International  Units”  (I.  U.). 
Formerly,  several  methods  of  assay  were  employed, 
each  of  which  expressed  its  results  in  “rat  units”. 
A lack  of  uniformity  in  the  methods  used  made  it 
possible  for  a commercial  product  declaring  a large 
number  of  rat  units  to  be  actually  weaker  than  one 
declaring  a much  smaller  number.  Commercial  prep- 
arations of  chorionic  gonadotropin  are  listed  in 
Table  2. 

The  anterior  pituitary  gland  produces,  the  gonado- 
tropic hormone,  the  thyrotropic  hormone,  the  growth 
hormone,  the  lactogenic  hormone,  the  adrenotropic 


hormone,  and  others.  Table  3 presents  commercial 
preparations  which  are  made  by  extracting  some  of 
the  above-mentioned  principles  from  the  anterior 
pituitary  gland.  The  products  of  this  table  may 
differ  widely  in  composition  due  to  differences  in  the 
methods  of  manufacture.  They  are  not  necessarily 
comparable  on  a “unit  for  unit”  basis,  as  is  shown 
by  the  many  methods  of  assay  given  in  the  footnotes 
of  Table  3.  These  preparations  are  recommended 
in  the  treatment  of  dwarfism,  menstrual  disorders, 
sexual  under-development,  etc. 


Table  3. — Anterior  Pituitary  Gland  Extraction  Products 


Manufacturer 

Proprietary  Name 

Ampul  or  Vial  Size  and  Potency 

Armour 

Gonadotropic  Factor 
Growth  Complex 
Polyansyn 

Adrenotropic  Factor 
Thyrotropic  Factor 

10  cc.  vials,  300  R.U.  per  cc.  (1) 

10  cc.  vials,  100  Growth  U.  per  cc.  (2) 

10  cc.  vials,  25  Growth  U.  (Collip)  per  cc.  Also  contains  adreno- 
tropic, thyrotropic,  lactogenic  and  gonadotropic  factors. 

10  cc.  vials,  10  units  (Collip)  per  cc.  (3) 

10  cc.  vials,  5 units  (Rowlands-Parkes)  per  cc.  (4) 

Ayerst,  McKenna 
and  Harrison 

Gonadotropic  Factor 
Growth  Complex 

Polyansyn 

Prolactin 

Thyrotrophic  Factor 

5 cc.  and  10  cc.  vials,  at  least  300  R.U.  (Collip)  per  cc.  (1) 

5 cc.  and  10  cc.  vials.  1 cc.  contains  100  Collip  R.U.  growth  factor, 
10  Collip  R.U.  adrenotropic  and  lactogenic  factors.  (2) 

5 cc.  and  10  cc.  vials.  1 cc.  represents  500  mg.  of  fresh  bovine  gland. 
Contains  growth,  adrenotropic,  thyrotropic,  lactogenic  and  a little 
gonadotropic  factors. 

10  cc.  vials,  100  units  (Riddle  and  Bates)  lactogenic  hormone  per  cc. 

5 cc.  vials,  50  R.U.  (Collip)  per  cc. 

Chappel 

Prephysin 

Prephysin-Special- 

Potency 

5 cc.  and  15  cc.  vials,  25  Fevold-Hisaw  units  (about  300  Collip  clinical 
units)  per  cc.  (5) 

5 cc.  vials,  100  Fevold-Hisaw  (1000  Collip)  units  per  cc. 

Harrower 

Anterior  Pituitary 
Solution 

10  cc.  vials.  Each  cc.  represents  the  soluble  substance  from  18^  gr. 
of  fresh  anterior  lobe. 

Parke,  Davis 

Antuitrin-Growth 

20  cc.  vials,  10  R.U.  growth  hormone  per  cc.  (6) 

Roche-Organon 

Ambinon 

1 cc.  ampuls.  Each  represents  50  R.U.  pituitary  gonadotropic  hormone 
and  200  guinea  pig  units  thyrotropic  hormone.  (7) 

Searle 

Gynantrin 

5 cc.  and  15  cc.  vials,  100  R.U.  gonadotropic  factor  per  cc.  (8) 

Squibb 

Anterior  Pituitary- 
Extract 

20  cc.  vials,  containing  200  growth  units,  also  thyrotropic  and  gonado- 
tropic factors.  (9) 

Wilson 

Laboratories 

Phyone 

10  cc.  and  30  cc.  vials.  1 cc.  is  derived  from  0.8  grams  of  fresh 
anterior  tissue. 

Italian  Drugs 
Importing  Co. 

Prepituitary  G 

(Information  not  available.) 

(1)  One  unit  is  one-tenth  of  that  amount  which,  when  administered  daily  in  three  divided  doses  for  three  days  to  a 
group  of  at  least  ten  twenty-one-day-old  female  rats,  each  weighing  between  thirty  and  forty  grams,  produces 
ovaries  having  a combined  weight  of  thirty-five  milligrams,  seventy-two  hours  after  the  first  injection. 

(2)  Growth  Factor:  One  unit  is  that  amount  which,  when  administered  daily  in  two  divided  doses  over  a period 
of  ten  to  fifteen  days,  by  intraperitoneal  injection  into  recently  hypophysectomized  but  otherwise  untreated  rats 
weighing  eighty  to  120  grams,  causes  an  increase  in  body  weight  of  one  gram  per  day. 

(3)  One  unit  is  that  amount  which,  when  given  daily  in  two  divided  doses  to  hypophysectomized  rats  for  a period 
of  one  week,  will  give  an  increase  of  approximately  50  per  cent  in  weight  of  the  suprarenal  glands  as  com- 
pared with  those  of  untreated  control  animals.  Animals  are  used  for  this  test  two  weeks  after  the  removal 
of  the  pituitary. 
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(4)  One  unit  is  the  minimum  quantity  which,  when  administered  daily  in  two  divided  doses  for  five  days,  will 
produce  by  the  sixth  day,  definite  hyperplasia  and  increase  in  the  thyroid  weight  of  the  normal  guinea  pig 
weighing  200  Gms. 

(5)  One  unit  is  that  amount  which,  dissolved  in  cc.  of  liquid  and  injected  in  six  injections  {%  cc.  per  injection) 
over  a period  of  three  days  into  immature  rats  (twenty-one  days  old)  brings  about  an  increase  in  the  weight  of 
the  ovaries  from  50  per  cent  to  100  per  cent,  as  found  in  autopsy  at  the  end  of  the  fourth  day.  It  is  to  be  noted 
that  this  unit  represents  a potency  equivalent  to  about  ten  to  twelve  Collip  clinical  units. 

(6)  A rat  unit  of  Antuitrin-Growth  is  defined  as  the  minimal  daily  amount  which,  when  injected  intraperitoneally 
into  a mature  female  rat,  will  cause  an  average  daily  increase  of  1 per  cent  in  body  weight  over  a period  of 
at  least  ten  days. 

(7)  One  rat  unit  is  the  smallest  amount  of  pituitary  extract  which,  when  combined  with  five  rat  units  of  Pregnyl, 
increases  the  average  ovarian  weight  to  20  mg.  in  the  test  animals. 

(8)  Immature  female  white  rats,  weighing  35  to  45  grams,  are  given  six  equal  subcutaneous  injections  over  a 
period  of  three  days,  commencing  when  the  rats  are  about  twenty-six  days  old.  The  animals  are  autopsied  100 
hours  after  the  first  injection.  The  ovaries  and  uteri  are  examined,  removed  and  weighed  after  first  express- 
ing the  fluid  from  the  uterine  cavity.  Groups  of  at  least  six  rats  are  used  at  each  dose  level.  A "Rat  Unit” 
is  defined  at  the  total  dose  required  for  each  rat  to  produce  an  average  increase  of  50  per  cent  in  uterine 
weight  over  that  of  controls.  Corpora  lutea  are  usually  found  at  slightly  higher  dosage  levels  and  are  invaria- 
bly present  at  the  ten  rat  unit  level. 

(9)  One  growth  unit  is  the  minimal  daily  amount  which,  when  injected  each  day  for  ten  consecutive  days  into 
female  rats  (weighing  250  grams±  25  grams)  will  cause  an  increase  of  10  per  cent  in  body  weight  within  an 
eleven-day  period. 


The  ovaries  secrete  two  well  known  hormones; 
(1)  the  estrogenic  hormone,  and  (2)  progesterone, 
the  corpus  luteum  hormone.  The  title  “estrogenic 
hormone",  or  “estrogen”,  is  the  general  term  for 
estradiol,  estrone  (theelin),  estriol  (theelol)  and 
others.  It  is  not  definitely  known  whether  estradiol 
or  estrone  is  the  secretory  product  of  the  ovaries. 
One  may  be  secreted  and  later  partially  converted 
into  the  other  in  the  follicular  fluid,  or  both  sub- 
stances may  be  secreted  simultaneously.  They  have 
the  same  therapeutic  effect  but  differ  in  either  in- 
tensity or  duration.  The  benzoate  and  propionate  of 


estradiol  have  a more  prolonged  effect  on  animals 
than  do  free  estradiol  or  estrone.  Estradiol  and  its 
esters  are  usually  synthesized  from  estrone  and  estriol 
obtained  from  natural  sources,  such  as  pregnant  mare 
urine.  Estriol,  the  least  potent  of  the  three,  gram  for 
gram,  is  particularly  adapted  to  oral  administration 
because  of  its  water  solubility.  The  estrogenic  hor- 
mone is  recommended  for  the  treatment  of  menopau- 
sal symptoms,  gonorrheal  vaginitis  in  children,  senile 
vaginitis,  menstrual  disorders,  infantilism  and  steril- 
ity. Its  commercial  preparations  are  set  forth  in 
Table  4. 


T.'vble  a — The  Estrogenic  Hormones 

The  International  Unit  (I.U.)  of  estrone  is  one  ten-thousandth  mg.  (0.1  gamma,  or  0.1  microgram)  of  a standard 
preparation  of  this  chemical.  The  International  Benzoate  Unit  (I.B.U.)  is  one  ten-thousandth  mg.  of  estradiol  ben- 
zoate. 


Manufacturer 

Proprietary  Name 

Ampul  or  Vial  Size 
AND  Potency 

Tablets  or 
Capsules 
Each: 

Vaginal  Sup- 
positories 
Each  : 

Ointment 

Abbott 

> 

Estrone* 

Estriol* 

in  oil : 

1 cc.,  0.1  mg. 
1 cc.,  0.2  mg. 
1 cc.,  0.5  mg. 
1 cc.,  1.0  mg. 

Capsules: 
0.06  mg. 
0.12  mg. 
0.24  mg. 

0.02  mg. 
0.2  mg.' 

Armour 

Folestrin 

in  oil : 

1 cc.  2,000  I.U. 
1 cc.  5,000  I.U. 
1 cc.  10,000  I.U. 
1 cc.  20,000  I.U. 

Capsules: 

1.000  I.U. 

2.000  I.U. 

4.000  I.U. 

Ayerst,  McKenna 
and  Harrison 

Emmenin 

4 oz.  bottles  for  oral 
use,  30  day-oral  units 
(Collip)  per  cc. 

Tablets: 
120  day-oral 
units  (Collip) 
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Table  A — Continued 


Manufacturer 

Proprietary  Name 

Ampul  or  Vial  Size 
AND  Potency 

Tablets  or 
Capsules 
Each: 

Vaginal  Sup- 
positories 
Each: 

Ointment 

Ciba 

Ovocylin 

Tablets 

0.04  mg. 

50  gm.  tubes 

(alpha  estradiol) 

0.1  mg. 

0.40  mg. 

containing 

0.2  mg. 

0.03  or  0.15  mg. 

Ben-Ovocylin 

in  oil: 

0.5  mg. 

per  gm. 

(alpha  estradiol 

1 cc.,  0.083  mg. 

benzoate) 

1 cc.,  0.1  mg. 

1 cc.,  0.166  mg. 
1 cc.,  0.2  mg. 

1 cc.,  0.333  mg. 
1 cc.,  1.0  mg. 

1 cc.,  1.66  mg. 

Di-Ovocylin 

in  oil: 

(alpha  estradiol 

1 cc.,  0.1  mg. 

dipropionate) 

1 cc.,  0.2  mg. 
1 cc.,  1.0  mg. 
1 cc.,  2.5  mg. 
1 cc.,  5.0  mg. 

Cole 

Estrogenic  Hormone 

in  oil : 

Chemical 

1 cc.,  2,000  I.U. 

Company 

1 cc.,  5,000  I.U. 
1 cc.,  10,000  I.U. 

Endo 

Estromone 

in  oil: 

Tablets: 

Products 

1 cc.,  2,000  I.U. 

1,000  I.U. 

1 cc.,  5,000  I.U. 

2,000  I.U. 

1 cc.,  10,000  I.U. 
1 cc.,  20,000  I.U. 
1 cc.,  50,000  I.U. 

4,000  I.U. 

Harrower 

Plestrin 

in  oil: 

1 cc.  or  10  cc.,  each  con- 

taining  2,000,  5,000  or 
10,000  I.U.  per  cc. 

Plestrin  Topical 

25  cc.  dropper  bottle, 
2,000  I.U.  per  cc. 

Capsules: 

Plestrin  Oral 

1.000  I.U. 

2.000  I.U. 

Lilly 

Estrone* 

in  oil: 

0.2  mg. 

1 cc.,  0.1  mg. 
1 cc.,  0.2  mg. 
1 cc.,  0.5  mg. 
1 cc.,  1.0  mg. 

Estriol* 

Capsules: 
0.06  mg. 
0.12  mg. 
0.24  mg. 

Parke,  Davis 

Theelin* 

in  oil : 

0.2  mg. 

(estrone) 

1 cc.,  0.1  mg. 
1 cc.,  0.2  mg. 
1 cc.,  0.5  mg. 
1 cc.,  1.0  mg. 

Theelol* 

Capsules: 

(estriol) 

0.06  mg. 
0.12  mg. 
0.24  mg. 

Reed  and 

Estrogenic 

in  oil: 

Tablets: 

Carnrick 

Hormones 

1 cc.,  5 cc.,  10  cc.,  or 

1,000  .I.U 

20  cc.,  each  containing 
either  2,000  I.U.,  6,000 
I.U.,  10,000  I.U.,  or  25,- 
000  I.U.  per  cc. 

Roche-Organon 

Menformon 

in  oil : 

Tablets: 

500  I.U. 

1 Gm.  “dosules” 

(“natural 

5 cc.,  2,000  I.U.  per  cc. 

1,000  I.U. 

1,000  I.U. 

containing: 

estrogen”) 

5 cc.,  10,000  I.U.  per  cc. 

10,000  I.U. 

2.000  I.U.  or 

5.000  I.U.  each 
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Table  ^ — Continued 


Manufacturer 

Proprietary  Name 

Ampul  or  Vial  Size 
AND  Potency 

Tablets  or 
Capsules 
Each  : 

Vaginal  Sup- 
positories 
Each: 

Ointment 

Roche-Organon 

Dimenformon 

(estradiol) 

Dimenformon  Ben- 
zoate 

(estradiol  benzoate) 

1 cc.,  0.1  mg. 

1 cc.,  1/6  mg. 

1 cc.,  1/3  mg. 

1 cc.,  1.0  mg. 

1 cc.,  1-4/5  mg. 

Tablets; 
0.1  mg. 
0.2  mg. 

Dimenformon 

Dipropionate 

(estradiol 

dipropionate) 

1 cc.,  0.1  mg. 
1 cc.,  0.2  mg. 
1 cc.,  1.0  mg. 
1 cc.,  2.5  mg. 
1 cc.,  5.0  mg. 

Schering 

Progynon-B 

(estradiol 

benzoate) 

Progynon-DH 

(alpha 

estradiol) 

Progynon-DP 

(estradiol 

dipropionate) 

in  oil; 

1 cc.,  0.083  mg. 

1 cc.,  0.167  mg. 

1 cc.,  0.333  mg. 

1 cc.,  1.000  mg. 

1 cc.,  1.667  mg. 

in  alcohol: 

10  cc.  vials  for  oral  use, 
0.3  mg.  per  cc. 

in  oil; 

30  cc.  nebulizer  contain- 
ers for  nasal  spray,  160 
R.U.  per  cc. 

in  oil : 

1 cc.,  0.1  mg. 

1 cc.,  0.2  mg. 

1 cc.,  1.0  mg. 

1 cc.,  2.5  mg. 

1 cc.,  5.0  mg. 

Tablets: 
0.1  mg. 
0.2  mg. 
0.5  mg. 

480  R.U. 
4,800  R.U. 

50  gm.  jars 
360  R.U.  per 
gm.  or  1,800 
R.U.  per  gm. 
25  gm.  tube 
1,800  R.U. 
per  gm. 

“One  rat  unit  of  Progynon-B  or  Progynon-DH  is  equivalent  to  approximately  10  I.U.  of  estrone.” 


SchieflFelin 

Follacro 

(estradiol-17- 

propionate) 

Glovarian  Pills 

in  oil: 

1 cc.,  1,000  R.U. 
1 cc.,  2,000  R.U. 
1 cc.,  5,000  R.U. 
1 cc.,  10,000  R.U. 

Pills: 
500  I.U. 

Sharp  and 
Dohme 

Kestrone 

in  oil: 

1 cc.,  2,000  I.U. 
1 cc.,  5,000  I.U. 
1 cc.,  10,000  I.U. 

Capsules: 

1.000  I.U. 

2.000  I.U. 

4.000  I.U. 

Squibb 

Amniotin* 

in  oil: 

1 cc.,  2,000  I.U. 

1 cc.,  5,000  I.U. 

1 cc.,  10,000  I.U. 

1 cc.,  20,000  I.U. 
for  nasal  administra- 
tion: 

5 cc.  vial,  10,000  I.U. 
per  cc. 

30  cc.  vial,  666  I.U. 
per  cc. 

Capsules: 

1.000  I.U. 

2.000  I.U. 

4.000  I.U. 

1.000  I.U. 

2.000  I.U. 

Upjohn 

Estrogenic 

Hormones 

Urestrin 

in  oil: 

1 cc.,  2,000  I.U. 
1 cc.,  10,000  I.U. 

Capsules : 

1.000  I.U. 

2.000  I.U. 

•Accepted  by  the  Council  on  Pharmacy  and  Chemistry  of  the  A.M.A. 
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Table  5 — Progesterone 
(The  corpus  luteum  hormone) 

One  International  Unit  (I.U.)  represents  one  mg.  of  C.  P.  progesterone. 


Manufacturer 

Manufacturer’s  Name 

1 cc.  Ampuls  Each 
Containing  in  Oil: 

Tablets  Each: 

Abbott 

Progestin 

1,  2 or  5 I.U. 

Armour 

Progesterone 

1,  2 or  5 I.U. 

Ciba 

Lutocylin 

1,  5 or  10  I.U. 

Endo  Products 

Lutromone 
(formerly  Lutrone) 

1/5,  V2,  or  1 I.U. 

Harrower 

Luteocrin 

(“natural  progestin”) 

I.U. 

Lilly 

Progestin 

1,  2 or  5 I.U. 

Parke,  Davis 

Lipo-Lutin 

1 or  2 I.U. 

Roche-Organon 

Progestin 

1,  5 or  10  mg. 

Schering 

Proluton 

Pranone 

( anhydrohydroxy- 
progesterone) 

1,  2,  5 or  10  I.U. 

5 or  10  mg.  “Orally  effective  in 
ratio  5 mg.=  l mg.  Proluton” 

Schieffelin 

Progesterone 

1,  2 or  5 I.U. 

Upjohn 

Progesterone 

Progestin 
(“natural  corpus 
luteum  hormone”) 

1 I.U. 

j/2  or  1 Corner  and 
Allen  Rabbit  unit.* 

*The  Corner  and  Allen  rabbit  unit  is  the  minimal  quantity  which,  divided  into  five  equal  daily  doses,  produces  on 
the  sixth  day  a degree  of  progestational  proliferation  equal  to  that  found  in  the  uterus  on  the  eighth  day  of  a 
normal  pregnancy.  • 


Table  6 — The  Androgenic  Hormone 
(The  male  sex  hormone) 


Manufacturer 

Proprietary  Name 

1 CC.  Ampuls  Each 
Containing  in  Oil: 

Ointment 

Ciba 

Perandren 

(testosterone  propionate) 

5,  10  or  25  mg. 

50  gram  tubes  containing  2 mg.  tes- 
tosterone propionate  per  mg.  2 gm. 
tubes  “ointlets”  same  strength. 

Endo  Products 

Virosterone 

(“from  natural  sources”) 

1,  3 or  5 capon  units  (1) 

Harrower 

Lydin 

(“from  bovine  testes”) 

2 capon  units  (2) 

Roche-Organon 

Neo-Hombreol 
(testosterone  propionate) 

5,  10  or  25  mg. 

2 gm.  “dosules”  containing  4 mg. 
testosterone  propionate. 

Schering 

Oreton 

(testosterone  propionate) 

5,  10  or  25  mg. 

Oreton-F.  50  gm.  tube  and  2 gm. 
“Toplicator”.  Each  contains  2 mg. 
free  testosterone  per  gm. 

(1)  The  capon  unit  is  the  amount  of  material  required  by  injection  over  a period  of  five  consecutive  days  to  cause 
an  increase  of  the  capon  comb  (length  plus  height)  of  from  three  to  seven  millimeters  by  the  sixth  day,  in  at 
least  five  out  of  ten  injected  capons. 

(2)  One  capon  unit  is  the  amount  of  solution  which,  injected  into  a leghorn  capon  daily  for  five  days,  will  produce 
an  average  of  5 mm.  increase  in  the  length  plus  height  of  the  comb. 
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The  corpus  luteum  hormone,  progesterone,  is  es- 
sential to  the  maintenance  of  pregnancy  by  its  action 
on  the  uterine  lining.  It  is  now  preparaed  syn- 
thetically and  is  recommended  in  cases  of  menstrual 
disorders,  threatened  or  habitual  abortion,  dysmenor- 
rhea, sterility,  etc.  The  estrogenic  hormone  stimu- 
lates uterine  contractions,  progesterone  inhibits  them. 
The  commercial  preparations  of  this  hormone  are 
listed  in  Table  5. 

The  male  sex  hormone,  secreted  by  the  testes,  is 
known  as  testosterone.  It  undergoes  a slight  change 
in  the  body  and  is  eliminated  in  the  urine  as  andro- 


sterone.  These  two  compounds  have  chemical  for- 
mulae which  closely  reseml:)le  each  other  and  those 
of  estrone,  estriol,  estradiol  and  progesterone.  Both 
testosterone  and  androsterone  can  be  recovered  from 
natural  sources  or  made  synthetically.  Since  testo- 
sterone is  more  active  it  is  used  clinically.  The  ac- 
tion of  testosterone  propionate  is  more  prolonged 
than  that  of  free  testosterone.  It  is  recommended  in 
the  treatment  of  infantilism,  impotence,  prostatic  dis- 
orders, abnormal  menstruation,  and  sterility.  Its 
commercial  preparations  are  presented  in  Table  6. 


HEPATIC  PHYSIOLOGY/' 


Rolland  J.  Main,  Ph.D., 

Department  of  Physiology  and  Pharmacology,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


As  the  first  speaker  on  this  program,  it  apparently 
falls  to  my  lot  to  define  our  subject,  which  I will  do 
in  the  simplest  way  by  saying  that  jaundice  is  the 
yellow  staining  of  skin  and  conjunctiva  due  to  the 
excessive  retention  of  bile  pigments  in  the  body. 
This  condition  may  be  caused  by  (1)  an  abnor- 
mally rapid  production  of  pigments,  as  in  hemolytic 
jaundice,  or  (2)  more  usually  by  failure  of  excretion 
due  to  damage  of  the  hepatic  cells  or  blockage  of  bile 
drainage. 

The  dangerous  symptoms  of  the  icteric  patient, 
however,  are  not  due  to  these  bile  pigments,  which 
are  innocuous.  Rather  are  they  due  to  disturbances 
of  liver  function.  For  instance,  the  prolonged  clot- 
ting time  in  hepatic  icterus  is  apparently  due  to  the 
interference  with  fat  absorption,  caused  by  lack  of 
bile  salts  in  the  intestine.  This  results  in  a lack  of 
absorption  of  vitamin  K,  which,  in  turn,  causes  a 
drop  in  the  prothrombin  content  of  the  blood.  It 
must  not  be  forgotten,  however,  that  other  fat  soluble 
vitamins  will  likewise  not  be  absorbed  normally,  for 
it  has  been  shown  that  pre-operative  administration 
of  vitamin  D and  Ca  to  patients  with  liver  damage 
has  a beneficial  effect  on  bleeding  time.  Likewise, 
these  patients  may  also  suffer  from  an  A avitaminosis. 

Other  symptoms  of  icterus,  such  as  pruritis  and 
bradycardia,  may  be  due  to  the  accumulation  of  the 
toxic  bile  salts  in  the  blood,  or  to  failure  of  the  de- 
toxication function  of  the  liver. 

*Read  as  part  of  a Symposium  on  Jaundice  before  the 
Medical  Section  of  the  Virginia  Academy  of  Science,  at 
Lexington,  Va.,  May  3,  1940. 


A.  Since  the  bile  pigments  are  responsible  for  the 
name  of  this  disease,  let  us  first  consider  their  me- 
tabolism. Unfortunately  there  are  several  theories 
concerning  certain  details  of  this,  so  I will  merely 
discuss  one  of  them.  Effete  red  blood  cells  are  en- 
gulfed by  the  reticulo-endothelial  cells,  especially  of 
the  bone  marrow,  but  also  of  spleen  and  liver.  Here 
the  hemoglobin  is  broken  down  through  the  follow- 
ing stages: 

Hemoglobin  Hemochromogen  ^ Verdo- 

hemochromogen  (a  green,  Fe  containing,  protein  pig- 
ment) Biliverdin  -|-  Fe  -f-  globin.  The  Fe  is 
stored  in  liver  and  spleen  for  further  use,  and  the 
globin  is  probably  metabolized  like  any  protein.  This 
green  BiUverdin  may  pass  into  the  blood  as  such,  or 
most  may  be  broken  down  into  the  yellowish-brown 
Bilirubin,  which  then  passes  into  the  blood. 

These  pigments  pass  to  the  liver,  where  they  are 
removed  by  the  hepatic  cells  and  excreted  in  the  bile 
into  the  gut.  Here  by  bacterial  reduction,  .part  is 
changed  to  the  brown  Stercobolin  of  the  feces,  but 
most  is  reduced  to  yellow  Urobilin,  some  of  which 
may  be  excreted,  but  most  of  which  is  further  re- 
duced to  colorless  Urobilinogen,  part  of  which  may 
be  excreted  in  the  feces,  and  the  rest  reabsorbed  into 
the  blood.  Part  is  then  excreted  in  the  urine,  where, 
on  standing,  it  is  oxidized  to  yellow  Urobilin.  The 
major  part,  however,  passes  again  through  the  hepatic 
cells,  which  oxidize  most  to  Bilirubin,  although  some 
may  remain  unchanged,  and  both  are  excreted  into 
the  gut  in  the  bile  to  ren^'  the  cycle.  Thus  human 
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bile  contains  Bilirubin,  Biliverdin,  and  Urobilinogen. 

If,  however,  due  to  hepatic  damage  or  blockage  of 
bile  drainage,  the  liver  cannot  excrete  these  pigments, 
then  the  Bilirubin  coming  from  the  reticulo- 
endothelial system  may  be  excreted  in  the  urine. 

The  structural  formulae  of  the  two  chief  bile  pig- 
ments are  as  follows,  the  others  being  very  similar; 


B.  Since  some  of  the  symptoms  of  icterus  may  be 
due  to  the  effects  of  retained  bile  salts,  let  us  next  dis- 
cuss their  metabolism. 

The  bile  salts  are  actually  synthesized  by  the  liver, 
instead  of  being  merely  excreted,  as  are  the  bile 
pigments.  The  two  salts  present  in  largest  quantities 
in  human  bile  are  Na  glycocholate  and  Na  tauro- 
cholate,  with  small  amounts  of  Na  cholate,  choleate, 
and  desoxycholate.  The  first  two  are  Na  salts  of 
glycocholic  and  taurocholic  acids.  By  hydrolysis, 
these  two  acids  have  been  shown  to  be  composed  as 
follows; 


mechanism  of  synthesis  of  these  bile  salts,  except  to 
suspect  that  cholesterol  is  their  precursor.  Although 
these  salts  are  definitely  toxic,  and  quite  capable  of 
producing  such  effects  as  hemolysis  in  vitro,  and 
bradycardia,  it  is  not  known  whether  some  of  the 
icteric  symptoms  are  due  to  bile  salt  retention  or  not. 

The  physiologic  effect  of  bile  salts  in  the  intestine 
is  extremely  important.  Due  to  their  ability  to  lower 
surface  tension,  they  probably  assist  in  emulsification 
of  lipoids,  thus  affording  a greater  area  for  attack 
by  the  lipase.  They  then  assist  in  the  absorption  of 
these  lipoids,  apparently  by  uniting  with  them  to 
form  a more  soluble  compound — the  hydrotropic  ef- 
fect. Thus  a considerable  part  of  the  bile  salts  is 
reabsorbed,  to  be  excreted  by  the  liver  in  the  bile, 
which  saves  the  liver  from  having  to  manufacture  as 
much  as  it  would  if  no  absorption  occurred.  As  these 
salts  are  excreted  by  the  liver,  they  apparently  stimu- 
late the  formation  of  larger  quantities  of  bile,  thus 
exerting  the  important  cholergic  effect  of  bile  salts. 
There  is  also  some  evidence  that  these  chemicals  in- 
crease the  motility  of  the  intestine.  To  digress  sliglTt- 
ly  at  this  point,  I wish  to  state  my  hope  that  the 
ancient  superstition  of  calomel  being  a cholagogue 
has  died  a warranted  death.  It  must  be  made  clear 
that  a choleretic  is  a substance  which  increases  secre- 
tion of  bile,  such  as  bile  salts  and  secretin,  whereas  a 
cholagogue  is  a substance  which  causes  evacuation 


Q3H36(OH)3CONHCHoCOOH  Co3H36(OH)3COOH  + CH2(NH2)C00H 
(glycocholic  acid)  (cholic  acid)  (glycine,  an 

amino  acid) 

C23H36(0H)3C0NHCH2CH2S03H  cholic  acid  -f  CH2(NH2)CH2S03H 
(taurocholic  acid)  (taurine) 


The  structural  formula  of  cholic  acid  is  as  follows; 


It  will  be  noted  that  this  is  structurally  very  simi- 
lar to  the  formulae  of  cholesterol,  ergosterol,  vitamin 
D,  the  androgenic  and  estrogenic  hormones,  proges- 
terone, and  corticosterone.  Little  is  known  of  the 


of  the  gall  bladder,  as  cholecystokinin,  or  magnesium 
sulfate. 

C.  The  bile  may  be  described  as  follows ; 

Color;  Brown-yellow  (hepatic);  orange-brown 
(cystic). 

Amount;  500  to  1,000  cc.  per  twenty-four  hours, 
depending  on  the  type  of  diet. 

pH;  8.6  (hepatic)  to  5.7  (cystic). 

Osmotic  concentration;  Isotonic  (hepatic)  to 
slightly  more  than  isotonic  (cystic). 

Constituents ; 

H2O  (97  per  cent). 

Pigments;  Bilirubin,  biliverdin,  urobilinogen. 

Bile  salts  (5  gm./24  hrs.) ; Na  glycocholate, 
Na  taurocholate,  Na  cholate,  choleate,  desoxy- 
cholate. 

Enzymes;  None. 
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Minerals:  Na,  K,  P,  Ca,  Mg,  Fe,  Cu,  PO4, 
SO4,  CO3. 

Protein:  Phosphomucin. 

Lipoids:  Cholesterol  (6  gra./24  hrs),  lecithin. 

Miscellaneous:  Urea,  indican. 

Abnormal  constituents:  Drugs,  metals,  dyes, 
glucose,  etc. 

The  functions  of  bile  may  be  summarized  as  fol- 
lows: 

1.  Digestion — 

Bile  salts: 

a.  Emulsify  fats. 

b.  Activation  of  pancreatic  lipase. 

c.  Hydrotropic  absorption  of  fat,  vitamins, 
Ca. 

d.  Increased  motility  of  gut. 

e.  Choleretic. 

f.  Solution  of  excreted  cholesterol. 

2.  Excretion — 

a.  Bile  pigments  and  dyes. 

b.  Metals  (As,  P,  Fe,  Cu,  Ca,  Zn). 

c.  Cholesterol  and  lecithin. 

. Thus  the  chief  functions  of  bile  include  the  supply 
of  bile  salts  for  digestion,  the  buffering  (even  though 
acid  in  pH)  of  the  acidic  gastric  contents  entering 
the  duodenum,  and  excretion  of  various  substances. 

D.  The  gall  bladder:  Alkaline  hepatic  bile  is 
stored  in  the  gall  bladder,  where  it  is  concentrated 
by  absorption  through  lymphatics  or  capillaries  of 
water  and  certain  constituents,  so  that  the  amount  of 
basic  minerals  is  about  doubled,  Ca  is  increased  five 
times.  Cl  is  diminished  five  times,  HCO3  disappears, 
bile  salts  are  concentrated  about  five  times,  and  the 
pH  becomes  acid.  The  advantage  of  this  process  is 
apparently  that  there  is  now  on  hand  a large  amount 
of  concentrated  bile  ready'^  to  deal  with  large  quan- 
tities of  fat  that  may  be  ingested. 

The  gall  bladder  may  likewise  act  as  a pressure 
valve,  in  that  during  a peristalic  contraction  of  the 
duodenum,  which  closes  the  sphincter  of  Oddi,  the 
hepatic  bile  under  secretory  pressure  of  the  liver,  in- 
stead of  tending  to  distend  the  biliary  ducts,  can 
pass  into  the  bladder.  The  lack  of  such  a pressure 
valve  may  explain  the  distension  of  the  larger  bile 
ducts  commonly  following  cholecystectomy. 

The  gall  bladder  musculature  is  stimulated  to  con- 
tract by  the  hormone  cholecystokinin  which  is  formed 
in  the  duodenum  by  certain  fats,  as  egg  yolk,  olive 


oil,  and  cream.  MgS04  causes  evacuation  of  this 
organ,  probably  by  causing  relaxation  of  the  sphinc- 
ter. Consequently,  when  fasting  or  on  a carbohy- 
drate diet,  the  biliary  flow  is  extremely  small,  as 
compared  to  a normal  or  high  fat  diet. 

E.  Finally,  let  us  briefly  renew  the  functions  of 
the  entire  liver,  since  disturbances  of  some  of  these 
functions  may  be  responsible  for  certain  symptoms  in 
jaundiced  patients. 

Liver  Functions 

1.  Protein  metabolism — 

a.  deamination  of  amino  acids 

b.  urea  formation 

c.  synthesis  of  amino  acids 

d.  formation  of  prothrombin,  fibrinogen,  globulin? 
albumin? 

2.  Carbohydrate  metabolism — 

a.  glycogen  formation  and  storage  (galactose 
glycogen  test) 

3.  Fat  metabolism — 

a.  formation  of  ketones 

b.  desaturation  of  fats 

c.  excretion  of  cholesterol 

4.  Vitamins — 

carotene  vitamin  A;  storage  of  vitamins  A, 

B complex,  D,  K 

5.  Storehouse — 

P.  A.  factor,  Fe,  Cu 

6.  Excretion — 

toxins,  metals,  bile  pigments  (dyes,  radio-opaque 

substances) 

7.  Detoxication — 

indole  -»>->■  indican,  etc.  (benzoic  acid  )))))  ^ hip- 

puric  acid  test) 

8.  Bile  secretion  and  bile  salt  formation 

9.  Reticulo-endothelial  system 

10.  Heparin  formation 

11.  Blood  volume  and  water  concentration 

(heat  regulation) 

12.  Bacterial  filter  for  portal  blood 

Finally,  may  I digress  once  more  to  stress  my 
hope  that  the  fanfare  attending  clinicians  thronging 
to  climb  on  the  band-wagon  of  the  pre-operative  use 
of  vitamin  K with  bile  salts,  may  not  drown  out  the 
few  voices  asserting  that  lack  of  other  fat  soluble 
vitamins,  as  A and  D,  may  also  be  of  importance, 
even  though  their  lack  may  not  be  so  spectacularly, 
rapidly,  and  simply  demonstrated  as  is  a K avita- 
minosis. Moreover,  a synthetic  and  water  soluble 
vitamin  K is  now  being  used  with  excellent  results, 
orally  or  intravenously,  without  the  necessity  of  ad- 
ministration of  bile  salts. 
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THE  CLINICAL  ASPECTS  OF  JAUNDICE.* 


Walter  B.  Martin,  M.D., 

Norfolk,  Virginia. 


•\s  is  indicated  by  the  title  of  this  discussion,  we 
are  concerned  today  with  those  aspects  of  jaundice 
that  are  of  immediate  practical  importance  to  the 
clinician.  The  physician  at  the  bedside  observes  the 
presence  of  jaundice  and  desires  to  interpret  this 
phenomenon  in  terms  of  a definite  pathological  con- 
dition or  conditions.  His  decision  as  to  the  course 
of  treatment  adopted  in  a particular  case  will  be 
largely  influenced  by  his  understanding  of  the  nature 
of  the  underlying  process  that  is  producing  this 
S}Tnptom.  It  seems  clear,  however,  that  one  cannot 
arrive  at  an  accurate  conception  of  jaundice  clinically 
without  at  least  a general  understanding  of  the  basic 
physiological  and  pathological  factors  concerned  in 
the  formation  of  bilirubin  and  its  excretion  by  the 
liver. 

.■\s  far  as  is  now’  known  there  is  one  source  and 
only  one  source  of  bilirubin;  that  is,  the  released 
hemoglobin  of  destroyed  erythrocytes.  The  splitting 
of  hemoglobin  into  an  iron-containing  fraction  and 
bilirubin  takes  place  principally  in  the  bone  marrow, 
and  to  a lesser  extent  in  the  spleen  and  the  liver.  It 
is  believed  that  this  process  is  carried  on  by  the  cells 
of  the  reticuloendothelial  system.  Extravasated  blood 
undergoes  hemolysis  and  conversion  of  blood  pigment 
into  bilirubin  in  situ.  From  these  factories  bilirubin 
is  transported  by  the  blood  stream  to  the  liver  and  if 
the  liver  is  normal  it  is  excreted  by  the  liver  cells 
into  the  bile  ducts.  This  process  proceeds  continu- 
ously in  the  normal  animal.  There  is  a constant 
supply  of  senile  erythrocytes  that  are  continually 
being  disposed  of  so  that  a steady  supply  of  bile  pig- 
ment is  carried  from  these  reservoirs  by  the  blood 
stream  to  the  liver  and  regularly  delivered  into  the 
bile  ducts.  It  is  evident  that  the  amount  of  bilirubin 
formed  will  be  quantitatively  affected  by  the  supply 
of  erythrocytes  and  by  their  rate  of  hemolysis. 

It  can  not  be  shown  that  the  liver  has  a definite 
threshold  for  bilirubin,  such  as  the  kidney  has  for 
sugar,  but  a more  or  less  constant  level  of  bilirubin 
is  maintained  in  the  blood  similar  to  the  normal  level 
of  certain  metabolites  that  are  excreted  by  the  kid- 
neys. Just  as  the  kidney  has  a large  reserve  above 

*Read  as  part  of  a Symposium  on  Jaundice  before  the 
Medical  Section  of  the  Virginia  Academy  of  Science,  at 
Lexington,  Va.,  May  3,  1940. 


ordinary  demands,  so  is  the  liver  able  to  sustain  ex- 
tensive damage  and  still  preserve  its  function  of  ex- 
creting bile  pigment.  McMasters  and  Rous  have 
shown  that  95  per  cent  of  the  liver  of  a monkey  or  a 
dog  may  be  destroyed  and  the  function  of  excreting 
bilirubin  still  be  maintained  by  the  remaining  5 per 
cent.  Under  normal  conditions  bile  pigment  in  the 
blood  is  extracted  by  the  epithelial  cells  of  the  liver, 
excreted  into  the  bile  canaliculi,  and  thence  finds  its 
way  into  the  intestines  through  the  system  of  biliary 
ducts. 

Jaundice  exists  whenever  the  normal  limit  of  bile 
pigment  is  exceeded  in  the  blood.  Jaundice  does  not 
become  visible  in  the  skin  and  sclera  until  there  is 
approximately  a three-fold  increase  above  the  normal 
amount  of  serum  bilirubin.  There  exists,  therefore, 
a definite  zone  of  invisible  or  latent  jaundice.  The 
presence  of  latent  jaundice  may  be  detected  by  de- 
termining the  degree  of  yellow’  color  in  the  serum 
(icterus  index)  or  by  estimating  quantitatively  the 
actual  amount  of  serum  bilirubin  present. 

From  a consideration  of  these  facts  it  is  apparent 
that  jaundice  may  arise  in  one  of  several  ways, 
namely : 

1.  Over-production  of  bile  pigment  to  the  point 
that  it  can  not  be  effectively  removed  by  the  normal 
liver. 

2.  Damage  to  the  liver  cells  that  will  prevent  nor- 
mal absorption  of  bile  pigment  from  the  blood  stream 
and  its  discharge  into  the  bile  ducts. 

.3.  Obstruction  of  the  bile  ducts  either  by  multiple 
involvement  of  the  small  ducts  or  by  occlusion  of  the 
hepatic  or  the  common  duct. 

4.  By  some  combination  of  these. 

The  first  condition  set  forth  rarely  occurs  because 
of  the  great  reserve  pow’er  of  the  liver.  .\n  enormous 
amount  of  hemoglobin  must  suddenly  be  set  free  if 
jaundice  is  to  result  from  this  cause.  It  must  be  ad- 
mitted that  this  is  possible,  however.  woman  who 
had  previously  been  w’ell  experienced  a severe  chill 
followed  by  a rise  of  temperature  to  105°.  Follow- 
ing this  her  color  changed  to  a deep  copper  red  and 
the  urine  became  the  color  of  a strong  iodine  solution. 
The  blood  serum  was  red  from  the  presence  of  free 
hemoglobin.  Within  twenty-four  hours  the  red  color 
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of  the  skin  had  disappeared,  the  patient  was  quite 
yellow,  and  the  blood  serum  contained  a large  excess 
of  serum  bilirubin. 

The  second  condition  frequently  exists,  but  in 
order  to  cause  jaundice  the  degree  of  liver  damage 
must  be  severe.  It  has  been  pointed  out  that  in  cer- 
tain animals  as  little  as  5 per  cent  of  normally  func- 
tioning liver  tissue  is  sufficient  to  rid  the  blood  stream 
of  excess  bile  pigment. 

The  third  possibility  needs  no  comment  except  to 
emphasize  the  fact  that  in  order  to  produce  jaundice 
by  obstruction  the  blockage  must  be  either  in  the 
hepatic  or  the  common  duct,  or  the  involvement  of 
the  smaller  ducts  must  be  general.  Occlusion  of  a 
large  branch  of  the  hepatic  duct  will  not  produce 
jaundice. 

The  fourth  possibility  is  the  mechanism  usually 
at  w’ork.  If  there  is  excessive  hemolysis  of  red  blood 
cells  going  on  in  the  body,  there  will  be  an  associated 
anemia.  As  a consequence  of  the  resulting  poor  oxy- 
gen supply,  the  liver  cells  are  damaged  and  are  less 
capable  of  excreting  the  excess  of  bilirubin.  In  toxic 
liver  injury,  blockage  of  the  bile  canaliculi  occurs 
with  consequent  regurgitation  of  bile  into  the  blood 
stream.  In  gross  obstruction  of  the  hepatic  or  com- 
mon duct,  evidence  of  injury  to  the  liver  cells  due  to 
back  pressure  soon  appears. 

The  old  classification  of  jaundice  into  obstructive 
and  non-obstructive  jaundice  is  of  little  value  since 
non-obstructive  jaundice  is  purely  a negative  term 
and  conveys  no  particular  meaning.  McNee’s  classi- 
fication into  hemolytic,  toxic  infectious,  and  obstruc- 
tive, is  helpful.  In  the  hemolytic  group  are  included 
all  conditions  associated  with  the  over-production  of 
bile  pigment.  The  inference  may  be  drawn  that  the 
factor  of  over-production  alone  is  responsible  for  the 
jaundice,  but  this  is  not  necessarily  true.  The  toxic 
infectious  group  includes  those  cases  of  jaundice  due 
to  injury  to  the  liver  cells  by  chemical  agents  or  bac- 
terial toxins.  The  obstructive  group  corresponds  to 
the  obstructive  type  in  the  old  classification. 

The  classification  of  Rich  is  more  detailed  and 
gives  a clearer  understanding  of  the  underlying  fac- 
tors concerned  in  the  production  of  jaundice,  and 
from  the  clinical  standpoint  is  as  easy  of  interpreta- 
tion. He  divides  all  jaundice  into  two  groups;  re- 
tention jaundice  and  regurgitant  jaundice.  Retention 
jaundice  comprises  those  cases  with  increased  pro- 
duction of  bilirubin.  Rich  believes,  however,  that 
over-production  of  pigment  will  not,  as  a rule,  result 


in  jaundice  in  the  presence  of  a nonnal  liver,  but 
that  for  the  occurrence  of  jaundice  there  must  be  a 
concomitant  injury  to  the  secretory  cells  of  the  liver. 
He  believes  this  added  factor  to  be  an  associated 
anemia  that  results  in  injury  or  even  death  of  the 
epithelial  cells  of  the  liver.  In  the  case  of  jaundice 
neonatorum  the  associated  factor  is  immaturity  of 
the  liver  cells  with  a resultant  lowered  secretory 
power. 

Regurgitant  jaundice  is  divided  into  two  distinct 
types:  that  associated  with  injury  of  the  liver  cells 
and  that  due  to  obstruction  of  the  bile  ducts.  The 
advantage  of  this  classification  lies  in  the  circum- 
stance that  it  affords  a clear  interpretation  of  certain 
clinical  and  laboratory  observations  on  jaundice.  An 
example  is  afforded  by  a consideration  of  the  im- 
portant differences  between  bilirubin  as  preformed  in 
the  blood  and  that  present  in  the  bile  after  passage 
through  the  liver  cells.  It  is  thought  that  as  bile 
pigment  enters  the  blood  stream  from  the  reticulo- 
endothelial cells  it  is  absorbed  by  or  combined  with 
some  substance  in  the  blood  plasma.  On  its  passage 
through  the  liver  this  combination  is  released.  Ac- 
cording to  Eller,  bilirubin  exists  in  the  blood  plasma 
in  a colloidal  state  and  in  the  liver  bile  in  a crystal- 
loid form.  Whatever  the  explanation,  certain  differ- 
ences do  exist.  Plasma  bilirubin  has  a lower  color 
value,  it  is  less  easily  excreted  by  the  kidneys,  and  it 
is  less  readily  oxidized.  As  a consequence  of  this,  it 
does  not  react  immediately  with  Erlich’s  diazo 
reagent  but  gives  the  so-called  indirect  type  of  re- 
action. Bile  pigment  that  has  been  excreted  by  the 
liver  cells  and  then  returned  to  the  blood  stream  will 
be  excreted  by  the  kidneys  at  a much  lower  level  of 
concentration.  It  has  a higher  color  value  and  wall 
thus  give  a higher  reading  on  the  icterus  index  scale 
as  compared  with  the  same  amount  of  retained  biliru- 
bin. This  is  the  form  of  bilirubin  that  gives  the 
immediate  direct  reaction  with  the  diazo  reagent. 

Over-production  of  bile  pigment  and  its  retention 
due  to  secondary  liver  injury  may  occur  as  a result 
of  numerous  disease  processes,  such  as  pernicious 
anemia,  hemolytic  familial  jaundice,  hemolytic  sep- 
ticemia, and  malaria.  In  the  pure  state  of  retention 
jaundice  resulting  from  these  diseases  certain  di- 
agnostic features  are  to  be  noted.  The  blood  serum 
gives  an  indirect  Van  den  Bergh.  The  urine  is  free 
of  bile  but  shows  an  increase  of  urobilinogen.  There 
is  an  increased  amount  of  urobilin  in  the  feces  and 
the  spleen  is  usually  enlarged.  Anemia  is  nearly 
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always  present  and  often  to  a severe  degree.  In  addi- 
tion are  to  be  noted  the  special  diagnostic  features  of 
the  several  diseases  that  may  produce  this  type  of 
jaundice.  As  a rule,  jaundice  in  a pure  form  does 
not  long  persist,  but  is  rapidly  modified  by  a sec- 
ondary damage  to  the  liver  cells  or  by  the  develop- 
ment of  obstruction  in  the  small  liver  ducts.  It  is 
to  be  noted  that  about  half  of  the  cases  of  familial 
jaundice  are  complicated  by  the  presence  of  gall 
stones.  Since  the  conditions  associated  with  reten- 
tion jaundice  have  quite  definite  clinical  pictures  and 
since  a correct  diagnosis  will  readily  follow  clinical 
study,  they  will  not  be  considered  in  detail. 

The  more  important  clinical  problem  revolves 
around  a differentiation  of  obstructive  jaundice  and 
jaundice  due  to  severe  injury  or  necrosis  of  the  liver 
cells.  This  differentiation,  while  of  first  importance, 
is  not  easy  and  at  times  is  quite  impossible.  The 
importance  of  making  such  a decision  lies  in  the 
fact  that  persistent  obstruction  of  the  bile  duct  will 
lead  to  secondary  injury  to  the  liver  and  it  is  thus 
desirable  to  relieve  obstruction  early.  Furthermore, 
as  the  severity  of  the  jaundice  increases  and  as  the 
injury  to  the  liver  progresses,  the  patient  becomes  an 
increasingly  poor  operative  risk.  On  the  other  hand, 
operation  on  a case  of  toxic  or  infectious  jaundice 
accomplishes  nothing  and  adds  greatly  to  the  pa- 
tient’s handicap. 

There  is  no  single  test  or  observation  that  we  can 
rely  upon  to  positively  differentiate  these  conditions. 
Rather  must  we  arrive  at  an  opinion,  more  than  a 
diagnosis,  by  joining  together  a number  of  facts  and 
observations.  A careful  review  of  the  history,  cer- 
tain points  in  the  physical  examination,  studies  of 
the  urine,  stool  and  duodenal  contents,  frequent  ob- 
servations on  the  quantity  of  bilirubin  in  the  blood, 
determination  of  blood  cholesterol  and  its  partitions, 
and  certain  liver  function  studies,  all  may  be  neces- 
sary factors  in  forming  an  opinion  as  to  the  cause  of 
jaundice  in  a given  case. 

The  reason  for  the  difficulty  lies  in  the  fact  that 
these  two  conditions  are  often  associated  at  one  time 
in  the  same  patient.  The  difference  between  the 
clinical  aspect  of  jaundice  resulting  from  sudden 
blockage  of  the  common  duct  by  an  impacted  stone, 
and  jaundice  associated  with  acute  toxic  atrophy  of 
the  liver,  can  be  readily  appreciated.  In  cases,  how- 
ever, where  the  obstruction  is  painless  or  where  the 
toxicity  is  mild,  the  differentiation  may  be  difficult. 
In  toxic  or  infectious  hepatitis  there  is  practically 


always  an  element  of  obstruction  due  to  blockage  of 
the  small  ducts  and  canaliculi  by  cell  debris  and 
inflammatory  exudate.  Prolonged  occlusion  of  the 
liver  ducts  must  inevitably  lead  to  injury  to  the 
liver  parenchyma  as  a result  of  back  pressure  and 
to  an  interference  with  the  function  of  the  secreting 
cells.  In  both  instances  whole  bile  is  regurgitated 
into  the  blood  stream.  The  end  result  is  essentially 
the  same  whether  we  begin  with  duct  occlusion  or 
with  toxic  injury.  It  would  seem  futile,  therefore,  to 
expect  any  one  laboratory  test,  or  combination  of 
tests,  to  consistently  differentiate  between  two  con- 
ditions which,  while  theoretically  quite  different,  are 
actually  in  the  patient  so  closely  interwoven. 

The  history  of  the  patient  and  the  course  of  the 
disease  shed  more  light  on  the  problem  than  any  one 
procedure.  The  family  physician,  who  is  often  able 
to  observe  and  study  the  early  manifestations  of  the 
disease,  has  a better  opportunity  than  any  one  else 
of  arriving  at  the  correct  diagnosis.  The  age  of  the 
patient,  mode  of  onset,  progress  of  symptoms  and 
signs,  weight  changes  and  type  of  temperature  re- 
action are  all  important.  One  should  be  informed  as 
to  recent  and  remote  illnesses,  nature  of  employment, 
possible  exposure  to  toxic  factors  and  poisons,  drugs 
taken,  respiratory  infections,  digestive  disturbances, 
and  habits  of  living.  Frequently  a well-taken  history 
will  determine  the  diagnosis  more  definitely  than 
complicated  laboratory  procedures. 

Physical  examination  may  reveal  more  from  the 
general  than  from  the  local  standpoint,  and  it  is  im- 
portant that  the  patient  be  studied  as  a whole  rather 
than  merely  as  a case  of  jaundice.  Careful  search 
should  be  made  for  malignant  foci  in  different  parts 
of  the  body.  Examination  of  the  heart  may  disclose 
evidence  of  congestive  heart  failure  or  adhesive  peri- 
carditis. Tumor  masses  may  be  found  in  the  abdo- 
men or  an  enlarged  spleen  may  be  palpated,  pointing 
to  chronic  degenerative  changes  in  the  liver. 

Examination  of  the  liver  itself  is  often  helpful. 
The  size  of  the  organ,  the  degree  of  tenderness,  the 
character  of  its  edge  and  surface,  in  conjunction  with 
the  general  picture,  may  give  an  important  clue  to 
the  diagnosis.  The  liver  of  acute  catarrhal  jaundice 
is  usually  slightly  enlarged  and  soft.  With  severe 
toxic  degenerative  changes,  the  liver  tends  to  decrease 
in  size,  and  at  times  the  decrease  is  very  rapid 
Carcinomatous  nodules  may  be  felt  on  the  surface. 
If  the  gall  bladder  is  enlarged  and  palpable,  car- 
cinoma obstructing  the  duct  is  probable  ( Courvosier’s 
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sign).  That  these  signs  and  symptoms  at  times  may 
lead  us  astray  is  admitted,  but  on  the  whole  they  are 
more  reliable  than  most  of  our  special  tests.  It  is 
worth  pointing  out  again  that  in  the  large  group  of 
conditions  producing  jaundice  of  the  retention  type, 
a careful  general  study  should  reveal  the  nature  of 
the  disease. 

Laboratory  procedures  for  the  differential  diagno- 
sis of  obstructive  jaundice  from  jaundice  due  to  liver 
injury  are  numerous  but  on  the  whole  rather  dis- 
appointing. Of  value  are  studies  of  the  formed  ele- 
ments of  the  blood,  and  stool  and  urine  examinations, 
frequent  determination  of  the  quantity  of  serum 
bilirubin,  the  galactose  tolerance  test,  serum  protein 
estimation  with  the  ratio  of  albumin  to  globulin, 
hippuric  acid  excretion,  blood  phosphatese,  and  de- 
termination of  blood  cholesterol,  especially  the  ester 
fraction. 

The  leucocyte  count,  particularly  the  differential 
formula,  may  be  of  some  help.  In  general,  in  mild 
catarrhal  jaundice  the  leucocytes  are  either  normal 
or  decreased  with  a tendency  to  a more  definite  fall  in 
the  granulocytes.  Even  in  acute  toxic  liver  injury  the 
tendency  is  to  a low  count  and  in  some  instances, 
especially  of  arsenical  poisoning,  the  blood  count  may 
approach  that  seen  in  agranulocytosis.  On  the  other 
hand,  in  obstructive  lesions  associated  with  infection 
of  the  ducts,  both  the  total  leucocyte  count  and  the 
percentage  of  granulocytes  are  usually  increased. 

Careful  daily  observations  of  the  amount  of  bile 
pigment  in  the  stool  may  throw  considerable  light  on 
the  cause  of  jaundice  in  a given  case.  The  absence  of 
pigment  in  the  stools  is  indicative,  of  course,  of  com- 
plete biliary  obstruction.  If  bile  pigment  is  absent 
from  the  stools  for  a considerable  period  of  time, 
carcinoma  of  the  head  of  the  pancreas  is  probable. 
A stone  in  the  common  duct  usually  does  not  cause 
complete  obstruction.  In  catarrhal  and  toxic  jaun- 
dice, while  the  obstruction  may  be  complete  for  a 
time,  it  rarely  remains  so  over  a long  period. 

Considerable  information  is  to  be  gained  from  ex- 
amination of  the  urine.  In  pure  retention  jaundice 
bilirubin  may  not  appear  in  the  urine  until  late,  but 
with  regurgitant  jaundice  it  will  spill  over  at  a much 
lower  level,  and  in  this  instance  bile  salts  will  also 
be  present.  The  presence  of  urobilin  in  the  urine  is 
of  considerable  consequence.  Bilirubin  excreted  into 
the  intestines  is  changed  into  urobilin  by  bacterial 
action.  This  urobilin  is  absorbed  and  in  the  pres- 
ence of  a normal  liver  is  again  excreted.  However, 


if  liver  damage  is  present  it  accumulates  in  the  blood 
and  finds  outlet  through  the  kidney.  In  hemolytic 
jaundice  there  is  an  e.xcessive  formation  of  urobilin 
due  to  an  increased  amount  of  bile  in  the  stools. 
This  substance,  therefore,  has  a higher  level  in  the 
blood  and  part  of  it  escapes  in  the  urine.  The  pres- 
ence of  urobilin  in  the  urine  then  means  one  of  two 
things:  either  an  excessive  production  of  bile  pig- 
ment (hemolytic  jaundice),  or  damage  to  the  liver 
cells  without  complete  obstruction.  An  exception  may 
be  noted  to  this  where  obstruction  of  the  common 
duct  exists  together  with  an  infection  of  the  liver 
duct,  as  it  has  been  shown  that  urobilin  may  be 
formed  by  bacterial  action  on  bilirubin  in  the  ducts 
themselves. 

Quantitative  studies  of  the  bile  pigment  of  the 
blood  are  of  considerable  importance.  Van  den  Bergh 
observed  that  if  the  diazo  reagent  was  added  to  cer- 
tain sera  a color  reaction  took  place,  while  in  other 
sera  the  color  change  was  possible  only  after  the 
addition  of  alcohol  (the  so-called  direct  and  in- 
direct reaction).  The  indirect  reaction  is  given  by 
the  retention  bilirubin,  while  the  direct  reaction  occurs 
when  liver  bile  has  been  regurgitated  into  the  blood 
stream.  It  is  of  no  value  in  differentiating  between 
obstructive  jaundice  and  jaundice  due  to  liver  in- 
jury except  at  the  very  onset  of  an  attack.  In  acute 
obstruction  of  the  common  duct,  retention  of  bile 
develops  very  rapidly  and  within  five  to  six  hours 
a back  flow  of  bile  into  the  blood  stream  occurs. 
With  this  established,  a direct  Van  den  Bergh  re- 
action develops  and  remains  positive  as  long  as  the 
obstruction  exists.  In  jaundice  of  hepatic  origin  the 
development  of  a direct  Van  den  Bergh  occurs  more 
slowly  and  there  is  a longer  period  during  which  the 
reaction  is  either  indirect  or  biphasic. 

The  quantitative  Van  den  Bergh  enables  one  to 
follow  accurately  the  various  changes  in  the  level  of 
bilirubin  in  the  serum.  It  is  a more  accurate  index  of 
the  level  of  jaundice  than  the  icterus  index  of 
Meulengracht.  The  latter  method  merely  records  the 
relative  degree  of  yellow  color  in  the  serum  as  com- 
pared to  a standard  1-10,000  solution  of  potassium 
bichromate.  Its  accuracy  is  affected  by  cloudiness  of 
the  serum,  presence  of  hemolysis,  and  the  occurrence 
of  other  yellow  pigments  in  the  serum.  Furthermore, 
the  indirect  type  of  bilirubin  has  a lower  color  value 
than  the  direct  type,  and  the  icterus  index  does  not 
reflect  the  actual  level  of  jaundice. 

Observation  of  the  changes  in  the  daily  level  of 
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serum  bilirubin  gives  considerable  insight  into  the 
nature  of  the  pathological  lesion.  Obstruction  due  to 
carcinoma  of  the  head  of  the  pancreas  gives  a steadily 
rising  curve  without  remission,  whereas  obstruction 
due  to  a stone  is  likely  to  show  considerable  varia- 
tion from  time  to  time  and  rarely  reaches  a very  high 
level.  Partial  obstruction  from  stricture  will  often 
be  characterized  by  a rather  flat  curve  at  not  an  ex- 
cessively high  level.  In  acute  hepatic  degeneration,  a 
high  level  of  bilirubin  is  associated  with  evidence  of 
severe  toxicity,  and  a rapid  downward  course,  or  in 
the  milder  catarrhal  cases  with  a tendency  to  re- 
cession. 

The  galactose  tolerance  test  introduced  by  Bauer 
is  based  on  the  fact  that  galactose  is  converted  into 
glycogen  by  the  normal  liver  and  that  there  is  no 
fixed  renal  threshold  for  galactose.  If  forty  grams  of 
galactose  is  fed  to  an  individual  with  a normal  liver 
and  without  disturbance  of  carbohydrate  metabolism, 
only  a small  fraction,  three  grams  or  less,  will  be 
excreted  by  the  kidneys  over  a period  of  five  hours. 
If  extensive  damage  to  the  liver  exists,  conversion 
of  galactose  into  glycogen  will  be  interfered  with 
and  consequently  a larger  proportion  will  be  found 
in  the  urine.  While  the  results  of  the  test  are  sub- 
ject to  considerable  variation,  a marked  increase  in 
the  amount  of  galactose  excreted  points  to  definite 
liver  damage.  In  obstructive  jaundice,  particularly 
in  the  early  stage,  the  test  is  negative  and  it  may 
thus  serve  to  differentiate  between  obstructive  and 
hepatic  jaundice. 

The  level  of  blood  phosphatese  may  be  of  differ- 
ential importance.  Elevation  above  35  units  points 
to  an  obstructive  lesion,  while  values  below  10  units 
are  indicative  of  severe  liver  damage.  Unfortunately, 
intermediate  values  are  frequently  found  and  are  of 
little  aid  in  diagnosis. 

Extensive  injury  to  liver  tissue,  either  acute  or 
chronic,  may  result  in  a fall  in  the  serum  protein  and 
especially  in  the  albumin  fraction.  This  fall  may  be 
of  a considerable  degree  and  thus  become  a factor  in 
the  development  of  edema  and  ascites. 

Cholecystography  is  of  little  diagnostic  aid  since 
in  any  condition  associated  with  jaundice  the  pas- 
sage of  the  dye  through  the  liver  is  greatly  delayed. 
Flat  plates  of  the  abdomen  may  be  useful  in  reveal- 
ing stones,  either  in  the  gall  bladder  or  in  the  biliary 
ducts. 

The  hippuric  acid  test  is  based  on  the  power  of 
the  liver  to  combine  benzoic  acid  and  glycin  to  form 


hippuric  acid.  With  injury  to  the  liver  cells  this 
function  is  impaired  and  the  excretion  of  hippuric 
acid  in  the  urine  is  quantitatively  affected.  Unfortu- 
nately, the  excretion  of  hippuric  acid  is  delayed 
where  renal  damage  exists  and  the  test  is  thus  only 
of  value  where  renal  function  is  unimpaired. 

No  conclusive  statement  can  be  made  regarding 
the  blood  cholesterol  level  in  hepatic  disease.  While 
the  generally  accepted  normal  level  of  blood  choles- 
terol is  150-200  mg.  per  100  cc.,  this  is  subject  to 
considerable  variation  in  health  and  disease.  There 
is  a tendency  to  hypocholesteremia  in  hyperthy- 
roidism and  in  all  diseases  associated  with  ex- 
cessive wasting,  while  in  hypothyroidism,  lipoid 
nephrosis,  and  diabetes  mellitus,  there  is  a marked 
increase.  The  level  is  also  considerably  af- 
fected by  dietary  factors.  In  general,  in  acute  toxic 
degenerative  conditions  of  the  liver  there  is  a tend- 
ency to  hypocholesteremia,  while  in  obstructive 
lesions  without  extreme  liver  damage  hypercholes- 
teremia may  be  present.  Of  more  importance  is  the 
variation  in  the  cholesterol  esters.  Normally,  from 
40  to  70  per  cent  of  the  total  cholesterol  is  in  com- 
bination with  fatty  acids.  An  enzjTne  esterase  is 
present  in  the  liver  and  it  seems  probable  that  a 
constant  process  of  building  up  cholesterol  esters  and 
of  splitting  these  products  into  cholesterol  and  fatty 
acids  is  going  on.  In  severe  liver  injury  this  process 
is  interfered  with  and  the  percentage  of  cholesterol 
esters  as  compared  with  the  total  cholesterol  falls 
rapidly,  so  that  in  advanced  liver  degeneration  the 
esters  may  be  almost  absent.  Low  values  for  choles- 
terol esters  are  found  in  cases  with  severe  degenera- 
tive lesion  of  the  liver,  whereas  in  obstructive  jaun- 
dice without  advanced  damage  to  the  liver,  the  esters 
remain  normal  or  are  increased.  Interpretation  of  the 
level  of  cholesterol  and  cholesterol  esters  must  be 
made  in  the  light  of  our  knowledge  of  other  factors 
that  affect  their  concentration  in  the  blood. 

Treatment  of  jaundice  is  the  treatment  of  the  un- 
derlying condition,  of  which  the  jaundice  is  merely  a 
prominent  symptom.  It  follows  then  that  effective 
treatment  can  be  planned  only  after  adequate  diag- 
nostic study.  Each  condition  associated  with  hemo- 
lysis of  the  erythrocytes  and  with  jaundice  of  the  re- 
tention type  has  a fairly  characteristic  clinical  pic- 
ture. Adequate  study  will,  in  most  instances,  reveal 
the  nature  of  the  condition.  Treatment  appropriate 
to  the  particular  disease  can  then  be  instituted. 

In  those  cases  due  to  obstruction  of  the  common 
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duct,  the  treatment  is  essentially  surgical.  It  is  not  so 
important  to  make  a definite  diagnosis  as  to  the  cause 
of  the  obstruction  as  it  is  to  establish  the  fact  of 
obstruction.  Since  there  is  no  medical  treatment  for 
these  cases  as  an  alternative  to  surgery,  exploratory 
operation  should  be  undertaken  as  soon  as  one  is 
satisfied  that  one  is  dealing  with  obstructive  jaundice, 
unless  it  is  quite  clear  that  the  obstruction  lesion  is 
of  such  a nature  that  surgery  can  offer  no  relief.  As 
has  been  pointed  out,  prolonged  obstruction  leads  to 
progressive  degenerative  changes  in  the  liver,  and  for 
this  reason  it  is  important  that  surgical  inten'ention, 
when  indicated,  should  not  be  delayed.  It  is  further 
to  be  emphasized  that  in  the  early  stage  of  obstruc- 
tion, before  degenerative  lesions  have  developed,  the 
differential  diagnosis  can  be  made  with  more  cer- 
tainty. 

Surgical  intervention  in  jaundiced  patients  has  in 
the  past  often  been  delayed  on  account  of  the  marked 
hemorrhagic  tendency  of  certain  of  these  patients  and 
the  absence  of  any  satisfactory  method  of  determin- 
ing which  patients  would  bleed  or  of  controlling  ex- 
cessive bleeding  in  those  that  showed  a tendency  to 
hemorrhage.  Recent  developments  in  our  knowledge 
of  the  relationship  of  vitamin  K deficiency  to  pro- 
thrombin deficiency  has  thrown  a new  light  on  the 
problem  of  hemorrhage  in  jaundiced  patients.  It  is 
now  known  that  individuals  with  jaundice  show  a 
variable  degree  of  deficiency  of  prothrombin  in  their 
blood.  If  this  deficiency  reaches  a certain  critical 
level,  a hemorrhagic  tendency  exists,  or  hemorrhage 
may  develop  spontaneously.  Practical  laboratory 
methods  are  now  available  for  determining  the  level 
of  prothrombin.  If  the  prothrombin  time  is  danger- 
ously prolonged,  it  is  now  possible  to  correct  this  con- 
dition by  the  administration  of  adequate  amounts  of 
vitamin  R in  conjunction  with  bile  salts.  Thus  one 
of  the  principal  deterrents  to  surgery  in  jaundiced 
patients  has  been  removed  and  we  can  more  freely 
advise  exploration  when  the  diagnosis  is  in  doubt. 

The  considerable  group  of  jaundice  cases  in  which 
the  condition  is  due  to  toxic  or  infectious  injury  to 
the  liver  cells  is  the  subject  of  medical  treatment. 
These  cases  may  vary  in  severity  from  a mild  catar- 
rhal jaundice  of  little  consequence  to  a fulminating 
type  of  acute  yellow  atrophy.  Medical  treatment 
practically  resolves  itself  into  two  principal  proce- 
dures; first,  elimination,  if  possible,  of  the  primary 
cause  of  the  liver  injury,  and,  second,  the  mainte- 
nance of  a high  carbohydrated  intake.  It  has  been 


abundantly  shown  that  the  liver  cells  are  protected 
to  a degree  from  the  toxic  action  of  certain  substances 
if  the  glycogen  content  of  the  liver  is  maintained, 
and,  further,  that  regeneration  of  damaged  liver  tissue 
proceeds  more  rapidly  in  the  presence  of  an  adequate 
carbohydrate  and  protein  intake.  The  necessary  car- 
bohydrate may  be  supplied  by  mouth,  if  possible.  If 
an  adequate  amount  is  not  taken  orally,  sufficient 
additional  carbohydrate  in  the  form  of  glucose  to 
make  up  a total  intake  of  at  least  200  grams  in 
twenty-four  hours  should  be  given  intravenously  or 
subcutaneously.  Fats  should  be  restricted  to  the 
amount  necessary  to  make  the  food  palatable.  In  the 
absence  of  bile  salts  from  the  intestine,  absorption  of 
fat  is  interfered  with  and  an  excess  of  fat  becomes  a 
burden  on  digestion  without  benefiting  the  patient. 
Another  factor  of  considerable  importance  in  pro- 
ducing and  prolonging  liver  injury  is  anemia.  Rich 
has  pointed  out  that  anoxemia  is  implicated  in  the 
development  of  jaundice  of  the  retention  type  asso- 
ciated with  the  hemolytic  diseases.  This  state  of 
anoxemia  may  be  partly  relieved  by  the  use  of  oxy- 
gen, but  perhaps  can  better  be  controlled  by  correc- 
tion of  the  anemia.  Since  severe  liver  damage,  espe- 
cially of  the  chronic  type,  may  interfere  with  storage 
of  the  anti-anemic  substance,  it  is  not  unusual  to  en- 
counter an  anemia  of  the  macrocytic  type  responsive 
to  liver  extract.  In  other  types  of  anemia  transfusion 
and  iron  are  indicated.  General  measures  to  provide 
rest,  sedation,  a free  intake  of  fluid,  and  regulation 
of  the  bowels  should  be  employed.  Active  catharsis 
should  be  avoided.  These  patients  are  already  de- 
pressed, both  physically  and  mentally,  by  their  dis- 
ease. Why  add  to  their  misery?  These  various  meas- 
ures, even  in  cases  of  severe  liver  injury,  are  often 
rewarded  by  remarkable  results. 

Seven  years  ago  a man,  age  forty-one,  was  exposed 
to  fumes  from  a brass  foundry.  He  developed  severe 
chills  and  high  fever,  rapidly  followed  by  jaundice, 
nausea,  vomiting,  delirium,  and  coma.  The  serum 
bilirubin  reached  a concentration  of  25  mg.  per 
100  cc.  The  urine  output  was  very  scanty  and  the 
urine  showed  a large  amount  of  albumin,  with  many 
red  blood  cells  and  casts.  The  non-protein  nitrogen 
of  the  blood  rose  to  181  mg.  and  the  creatinine  to 
7.8  mg.  Following  active  treatment  with  large 
amounts  of  fluid  and  adequate  intravenous  glucose, 
this  patient  made  a complete  recovery  and  today  has 
no  demonstrable  liver  impairment. 
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Conclusions 

1.  An  understanding  of  jaundice  requires  a clear 
appreciation  of  the  factors  concerned  in  the  formation 
of  bilirubin  and  its  elimination  by  the  liver. 

2.  Retention  jaundice  is  primarily  related  to  the 
specific  diseases  causing  an  increased  destruction  of 
red  blood  cells,  and  secondarily  to  injury  of  the  liver 
cells. 

3.  Differentiation  of  obstructive  jaundice  and 


jaundice  due  to  liver  injury  is  difficult  but  is  of  the 
first  importance. 

4.  Diagnosis  must  be  based  on  a consideration  of 
all  the  facts  gathered  from  the  history,  physical  ex- 
amination, and  laboratory  studies.  There  is  no  single 
laboratory  method  of  making  a satisfactory  diagnosis. 

5.  Adequate  carbohydrate  and  protein  intake  is  a 
most  valuable  aid  in  the  medical  treatment  of  de- 
generative liver  injury. 

339  Boush  Street. 


THE  USE  OF  SULFANILAMIDE  POWDER  IN  OPEN  WOUNDS.* 


Marcellus  Johnson,  Jr.,  M.D., 
and 

Fred  F.  Davis,  M.D., 
Lewis-Gale  Hospital, 


Roanoke, 


This  article  is  written  to  give  our  experience  in  the 
use  of  sulfanilamide  powder  in  open  wounds. 

We  started  using  sulfanilamide  pow'der  at  the 
Lewis-Gale  Hospital  on  December  1,  1939,  and  by 
May  1,  1940,  we  had  used  it  in  two  hundred  and 
seventy-three  cases  in  the  industrial  department. 

We  have  treated  wounds  about  the  scalp,  face  and 
hands  in  the  usual  manner  as  to  cleansing  and  an- 
tiseptics, doing  debridement  and  inserting  sutures, 
only  one  change  being  made, — ^that  is,  leaving  drains 
out  of  the  wounds.  In  most  cases,  sulfanilamide 
powder,  which  has  previously  been  autoclaved,  is 
gently  sprayed  from  an  atomizer,  used  as  a blower, 
over  the  wounds.  Where  there  is  any  depth  to  the 
wound,  and  in  puncture  wounds,  sulfanilamide  pow- 
der on  the  end  of  a curet  is  carried  the  depth  of  the 
wound.  In  the  irrigation  of  cavities,  sulfanilamide 
powder,  suspended  in  water  in  a rather  thick  solu- 
tion, is  used. 

Several  cases  are  herewith  mentioned  to  demon- 
strate the  ways  in  which  we  have  used  sulfanilamide 
powder. 

Case  I.  Compound  fracture  of  pelvis.  This  case 
fonned  an  abscess  in  November.  In  December,  the 
use  of  16  cc.  of  sulfanilamide  powder  daily  in  the 
abscess  cavity  was  started.  A blood  test  for  sulfa- 
nilamide on  February  3,  1940,  showed  .4  mg.  per 
100  cc.  of  blood.  There  has  never  been  any  cyanosis 
of  this  patient’s  fingers,  nails  or  lips,  nor  any  un- 

*Read before  the  Staff  Meeting  of  Lewis-Gale  Hos- 
pital, Roanoke,  Va.,  May  1,  1940. 


Virginia. 


toward  development  from  the  use  of  an  excessive 
amount  of  sulfanilamide  powder. 

Case  II.  Deep  abscess  of  sole  of  foot,  following 
an  X-ray  burn  of  twenty  years’  standing.  This  case 
developed  an  abscess,  the  depth  of  which  was  over 
2.2  cm.  The  wound  was  packed  daily  for  three  w^eeks 
with  approximately  .3  gms.  of  sulfanilamide  powder. 
A blood  test  for  sulfanilamide  on  February"  7,  1940, 
when  the  wound  was  nearly  healed,  showed  no  evi- 
dence of  sulfanilamide  poisoning.  At  the  present 
time  this  wound  is  healed. 

Case  III.  Cellulitis  and  osteomyelitis  of  the  left 
fourth  metatarsal  bone  from  an  old  nail  puncture 
wound.  The  wound  was  curetted  and  packed  with 
sulfanilamide  powder  daily  for  a period  of  three 
weeks.  The  wound  is  now  entirely  healed.  Blood 
tests  showed  no  abnormality. 

Case  IV.  On  January  7,  1940,  a patient  was  ad- 
mitted to  the  hospital  with  a compound  fracture  of 
the  inferior  maxilla.  There  was  a wound  near  the 
tip  of  the  right  side  of  the  chin,  through  which  thfe 
bone  was  protruding.  The  wound  was  so  large  that 
the  index  finger  could  be  carried  through  the  wound 
to  aid  in  reduction  of  the  fracture.  The  wound  was 
given  the  usual  treatment  as  to  cleansing  with  an- 
tiseptics. Sulfanilamide  powder  on  a gauze  sponge 
was  scrubbed  into  the  soft  tissues  of  the  compound 
wound,  and  the  wound  was  closed  without  a drain. 
In  ten  days  the  sutures  were  removed.  Examination 
revealed  primary  union  of  the  soft  tissues,  and  there 
was  only  a faint  scar  noticeable. 
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Case  V.  Compound,  comminuted  fracture  of  left  leg. 
This  patient  was  admitted  to  the  hospital  on  January 
28,  1940.  The  upper  fragment  of  the  tibia  extended 
through  the  skin  for  a distance  of  over  4.4  cm.  The 
leg  was  shaved  and  the  wound  was  washed  thorough- 
ly with  liters  of  water;  the  usual  antiseptics  were 
used.  The  leg  was  then  opened  further,  and  sulfa- 
nilamide powder  was  sprayed  over  the  bone  before 
the  bone  was  carried  into  the  leg.  After  the  bones 
were  in  position  for  a bone  plate,  sulfanilamide  pow- 
der was  again  sprayed.  After  the  plate  was  applied, 
sulfanilamide  powder  was  sprayed.  The  wound  was 
closed  without  a drain,  and  a cast  was  applied.  The 


patient  left  the  hospital  on  February  3,  1940,  at 
which  time  his  temperature  was  normal,  and  primary 
union  of  the  soft  tissues  had  taken  place. 

Case  VI.  On  February  1,  1940,  a patient  was  ad- 
mitted to  the  out-patient  department  of  the  hospital 
with  a 13.2  cm.  wound  on  the  palmar  surface  of  the 
right  forearm.  The  tendons  were  exposed  and  the 
wound  was  bleeding  profusely.  The  wound  was 
treated  in  the  usual  manner,  and  sulfanilamide  pow- 
der was  sprayed  down  among  the  tendons.  The 
wound  was  closed  without  a drain.  Primary  union 
occurred  within  ten  days. 

Case  VII.  A child  came  in  with  nose  almost  com- 
pletely severed  from  the  face,  it  being  attached  only 
by  the  columna.  This  wound  was  thoroughly 
cleansed  with  water  and  antiseptics.  Sulfanilamide 
pow’der  was  rubbed  into  the  wound,  which  was  then 


closed  without  a drain.  In  one  week  the  sutures  were 
removed,  and  the  wound  was  entirely  healed  by  pri- 
mary intention  (see  illustration — Fig.  1,  A and  B). 

Case  VIII.  A white  female,  aged  thirty-two,  was 
admitted  to  the  hospital  following  an  explosion  of  a 
cook  stove  on  January  19,  1940,  at  which  time  she 
sustained  a ragged,  lacerated  wound  extending  from 
the  bridge  of  the  nose  across  the  forehead  to  a little 
beyond  the  hair  margin  on  the  right  side;  a badly 
comminuted,  depressed  fracture  of  the  frontal  bones; 
and  a large  opening  into  the  nasal  cavity  through  the 
ethmoid  sinus.  This  fracture  involved  the  entire  right 
frontal  sinus.  Numerous  pieces  of  bone  were  driven 


into  the  brain  substance  and  there  was  a loss  of  ap- 
proximately 15  cc.  of  brain  tissue  from  the  right 
frontal  lobe.  There  was  a large  third  degree  burn 
on  the  left  thigh. 

Under  local  anesthesia,  the  depressed  portions  of 
the  frontal  bone  were  lifted  into  as  good  position  as 
possible.  Several  of  the  loose  particles  of  bone  which 
were  driven  into  the  brain  were  removed,  leaving  a 
defect  in  the  frontal  bone  about  4.4  cm.  long  and 
1.1  cm.  wide.  Debridement  was  done  on  the  lacerated 
wound,  a liberal  quantity  of  sulfanilamide  powder 
was  placed  in  the  wound,  skin  edges  were  approxi- 
mated with  silk  sutures,  and  a small  rubber  dam 
drain  was  inserted  down  to  the  opening  in  the  dura. 
The  wound  healed  without  infection,  and  the  patient 
was  discharged  from  the  hospital  on  February  21, 
1940,  symptom-free. 


Figr.  1,  A and  B. 
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Fig.  2,  A and  B. 


Case  IX.  A young  male,  aged  twenty-one,  was 
admitted  to  the  hospital  on  February  27,  1940,  fol- 
lowing a motorcycle  and  truck  accident.  He  had  a 
crushing  injury  of  the  face  consisting  of  a ragged, 
lacerated  wound  beginning  on  the  left  side  of  the 


maxilla  were  crushed,  and  there  was  a fracture 
through  the  right  side  of  the  inferior  maxilla. 

The  wounds  were  cleansed  and  the  right  antrum 
was  packed  tightly  with  gauze  in  order  to  hold  this 
crushed  bone  in  as  nearly  normal  position  as  possible. 


Fig.  3,  A 

nose,  and  extending  through  the  entire  thickness  of 
the  nose  and  right  upper  lip.  This  wound  dissected 
out  over  the  right  side  of  the  cheek,  and  the  lip  was 
torn  loose  from  the  alveolar  process  from  the  midline 
to  the  second  molar.  The  nasal  bones  and  the  right 


and  B. 

A strip  of  gauze  was  also  inserted  into  each  side  of 
the  nose  in  order  to  hold  these  tissues  in  approxi- 
mately normal  position.  The  wound  was  liberally 
sprinkled  with  sulfanilamide  powder,  and  sulfanila- 
mide powder  was  placed  on  the  gauze  which  was  in- 


1940] 


Virginia  Medical  Monthly 


751 


serted  in  the  right  antrum  and  nose.  The  wounds 
were  sutured  without  drains.  Later  the  teeth  were 
wired  into  occlusion.  The  wound  healed  by  primary 
intention,  and  the  sutures  were  removed  on  the  fifth 
post-operative  day.  All  dressings  were  discontinued 
on  the  seventh  post-operative  day  (see  illustration — 
Fig.  2,  A and  B). 

Case  X.  A white  male,  aged  thirty-three  years, 
was  admitted  to  the  hospital  on  April  22,  1940.  He 
had  a ragged,  lacerated  wound  beginning  at  the  angle 
of  the  mouth  on  the  left  side  at  the  vermilion  border 
and  extending  downward  about  4.4  cm.  This  wound 
extended  through  the  entire  thickness  of  the  lip  and 
there  was  some  damage  to  the  periosteum  of  the  in- 
ferior maxilla.  There  was  no  evidence  of  fracture. 
The  portion  of  the  wound  involving  the  mucous  mem- 
brane covered  an  area  about  3.5  cm.  by  1.5  cm. 

Under  novocain  anesthesia  the  wound  was  cleansed 
and  debridement  done;  wound  was  sprinkled  with 
sulfanilamide  powder.  The  wound  on  the  mucous 
membrane  was  closed  with  catgut  sutures,  and  skin 


was  closed  with  dermal  sutures.  No  drain  was  used. 
The  wound  healed  by  primary  intention  in  ten  days 
(see  illustration — Fig.  3,  A and  B). 

It  was  observed  that  after  sulfanilamide  powder 
had  been  used  on  minor  wounds  that  were  bleeding 
freely,  there  was  a tendency  for  the  bleeding  to  de- 
crease. 

Although  the  wounds  treated  have  ranged  from 
those  of  a minor  nature  to  very  serious  ones,  prac- 
tically all  of  them  have  been  closed  without  drains. 
Sulfanilamide  powder  has  been  sprayed,  rubbed  and 
packed  into  the  wounds.  So  far  no  ill  effects  have 
ensued,  and  the  patients  have  convalesced  without  in- 
cident. We  had  previously  thought  that  no  traumatic 
wound,  no  matter  how  thoroughly  it  was  cleansed, 
should  be  closed  without  the  use  of  a drain  for  at 
least  twenty-four  hours. 

We  believe,  from  our  experience,  that  the  use  of 
sulfanilamide  powder  in  wounds  is  of  distinct  ad- 
vantage. 


THE  RESULTS  OF  TREATMENT  OF  MALIGNANT  TUMORS  OF 
THE  LARYNX,  HYPOPHARYNX,  NASOPHARYNX,  AND  SINUSES.- 


Fletcher  D.  Woodward,  M.D., 
apd 

Vincent  W.  Archer,  M.D., 
University  of  Virginia, 
Charlottesville,  Virginia. 


Our  present  methods  of  treatment  of  malignant 
tumors  have  been  in  use  for  the  past  seven  years,  and 
this  report  is  the  result  of  a detailed  study  of  fifty 
cases,  in  whom  the  objectives  of  treatment  were  com- 
pletely carried  out  and  our  follow-up  records  were 
likewise  complete. 

All  case  records  which  could  not  meet  these  re- 
quirements were  omitted.  Correct  data  must  be  avail- 
able to  evaluate  results  and  draw  conclusions  to 
guide  us  in  the  future. 

The  organization  of  the  IMcIntire  Tumor  Clinic 
has  been  a great  factor  in  taking  care  of  this  ever 
increasing  problem  by  furnishing  the  material  set-up 
necessary  to  supervise  the  attendance  of  patients  and 
their  follow-up  records,  as  well  as  radium  and  X-ray 

*Read  before  the  Virginia  Society  of  Ophthalmology 
and  Oto-Laryngology,  Old  Point  Comfort,  Va.,  May  18, 
1940. 

From  the  Departments  of  Oto-Laryngology  and  Radio- 
logy, University  of  Virginia  Department  of  Medicine, 
Charlottesville,  Va. 


equipment  and  the  hospitalization  of  indigent  pa- 
tients within  its  means.  The  second  great  advantage 
of  an  organized  tumor  clinic  is  in  the  attendance  of 
the  hospital  staff  for  consultation  and  discussion,  so 
that  when  treatment  is  planned  for  each  particular 
case,  it  will  meet  with  the  approval  of  the  best 
opinion  available. 

The  growth  of  the  Tumor  Clinic  has  been  rapid, 
and  today  it  has  an  average  attendance  of  about 
twenty  patients,  with  approximately  450  new  patients 
availing  themselves  of  its  services  last  year.  The 
methods  of  modern  treatment  are  necessarily  crude; 
but  until  some  specific  remedy  appears,  in  the  form 
of  a new  chemotherapeutic  drug  or  serum  or  what- 
not, we  must  rely  on  surgery,  radium,  and  X-ray, 
either  alone  or  in  combination. 

It  is  in  the  choice  of  these  weapons  that  the  group 
conference  becomes  important. 

When  one  accepts  the  responsibility  of  taking  care 
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of  a patient  with  a malignant  tumor,  he  should  not 
only  possess  the  surgical  skill  which  may  be  neces- 
sary, but  also  possess  a broad  knowledge  of  radiation 
therapy  and  the  probable  results  w’hich  can  be  ex- 
pected. It  is  with  this  end  in  view  that  we  have  sum- 
marized our  experience  to  serve  as  a guide  for  all 
who  are  interested  in  this  subject,  with  the  hope  that 
they  will  profit  thereby. 

To  consider  all  the  malignant  tumors  in  the  field 
of  otolaryngology  would  be  too  time  consuming,  so 
we  have  restricted  this  study  to  the  four  areas  men- 
tioned in  the  title,  and  have  tabulated  the  results  in 
each  group. 

Early  diagnosis  is  of  first  importance  in  the  fight 
against  this  dread  disease,  and  constant  vigilance  on 
the  part  of  the  physician  and  education  of  the  public 
in  the  recognition  of  early  symptoms  and  signs  is  the 
best  method  of  obtaining  this  end. 

A competent  and  adequate  department  of  Pathol- 
ogy is  next  in  importance,  for  treatment  is  guided  by 
the  knowledge  of  the  type  and  grade  of  malignancy 
of  the  tumor. 

Competent  surgeons  and  radiologists  with  adequate 
equipment  at  their  disposal  along  with  facilities  for 
hospitalization,  especially  for  the  indigent,  is  next  in 
importance. 

The  State  has  been  negligent  in  providing  these 
things  for  a disease  which  is  fast  climbing  to  the 
forefront  of  our  mortality  tables.  Considering  the 
amount  of  money  furnished  for  the  prevention  and 
treatment  of  tuberculosis  and  for  other  public  health 
measures,  it  is  astounding  to  see  how  little  is  pro- 
vided for  the  prevention  and  treatment  of  malignant 
tumors.  This  condition  can  and  should  be  remedied. 

Table  I 


Early  Intrinsic  Epidermoid  Carcinoma  of  the  Larynx. 
Treated  by  Laryngo  Fissure  and  Local  Excision. 
Duration 


Age 

Grade 

Symptoms 

Result 

59 

II 

2 mo. 

Well  year 

69 

I 

3 mo. 

Well  154  year 

61 

I 

mo. 

Dead  2 years — Ca. 

lower  esophagus. 


Out  of  the  twenty-three  cancers  of  the  larynx  in- 
cluded in  this  study,  only  three  were  seen  early 
enough  to  be  treated  by  the  simple  procedure  of  open- 
ing the  larynx  and  excising  the  tumor  locally.  They 
had  all  presented  a prominent  symptom,  hoarseness, 
for  from  one  and  one-half  to  twenty-four  months, 
with  an  average  of  six  months,  before  a diagnosis 


was  made.  Since  surgery  offers  a cure  in  the  large 
majority  of  early  cancers  of  the  larynx,  since  the 
tumor  is  easily  seen  with  a mirror,  since  these  tumors 
metastasize  late,  since  the  early  symptom  of  hoarse- 
ness is  present  and  the  voice  can  be  saved,  there  is  no 
excuse  for  such  delay. 

Any  patient  with  a persistent  hoarseness  should 
have  a laryngeal  examination. 

Radiation  therapy  is  not  indicated  in  this  group, 
under  present  circumstances,  and  surgical  removal 
should  always  be  advised  and  employed. 

Two  of  these  patients  are  living  and  well  after 
one-half  and  one  and  one-half  years,  respectively. 
The  other  patient  showed  no  evidence  of  local  re- 
currence, but  died  from  a second  highly  malignant 
tumor  of  the  lower  end  of  the  esophagus  two  years 
after  operation. 

Table  II 

Advanced  Intrinsic  Epidermoid  Carcinoma  of  the 
Larynx.  Treated  by  Total  Laryngectomy. 

Duration 


Age 

Grade 

Symptoms 

Result 

73 

II 

7 

mo. 

Well  14 

year 

39 

II 

3 

mo. 

Well  1 

year 

48 

II 

7 

mo. 

Well  1 

year 

57 

II 

12 

mo. 

Well  2J4 

years 

59 

I 

6 

mo. 

Well  ZV2 

years 

52 

II 

3 

mo. 

Well  5 

years 

46 

I 

24 

mo. 

Well  5 

years 

54 

III 

mo. 

Well  7 

years 

54 

II 

4 

mo. 

Well  7J4 

years 

58 

III 

7 

mo. 

Dead  2 

days — Heart 

53 

III-IV 

2 

mo. 

Dead  1J4 

years — Ca. 

lower  trachea. 


Eleven  patients  presented  an  intrinsic  tumor  too 
far  advanced  for  local  excision,  so  complete  removal 
of  the  larynx  was  done.  Surgery  again  offers  the  best 
chance  of  cure,  and  radiation  should  not  be  advised 
in  this  group.  Nine  of  these  patients  are  alive  and 
well  after  from  one-half  year  to  seven  and  one-half 
years.  One  died  a cardiac  death  on  the  second  day, 
and  one  from  a second  tumor  which  arose  in  the 
lower  trachea,  producing  death  one  and  one-half 
years  after  operation. 

These  people  are  happy  and  carrying  on  their 
work  in  a normal  manner.  The  loss  of  their  voice  is 
compensated  for,  either  by  the  development  of  a 
buccal  voice,  or  by  an  artificial  larynx.  The  mortal- 
ity to  date  in  these  two  groups  is  approximately  14 
per  cent. 

A group  of  four  patients  who  presented  advanced 
cancer  of  the  larynx,  with  extension  into  the  regional 
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Table  III 

Advanced  Extrinsic  Epidermoid  Carcinoma  of  the  Larynx.  Treated  by  Tracheotomy 

AND  X-Ray  Radiation. 

Duration 

Age  Grade  Symptoms  Result 


59 

III 

5 

mo. 

Dead 

17 

64 

II 

2 

mo. 

Dead 

2 

68 

III 

5 

mo. 

Dead 

2 

63 

III 

12 

mo. 

Dead 

3 

nodes  and  neck,  were  obviously  incurable  by  surgery; 
so  tracheotomy  was  done  and  treatment  was  carried 
out  by  X-ray  radiation.  One  died  a cardiac  death  on 
the  seventeenth  day;  the  other  three  survived  for 
from  two  to  three  months  and  died  from  lung  sup- 
puration, pneumonia  and  empyema;  so  we  discon- 
tinued this  method  of  therapy,  because,  when  sup- 
puration occurred  in  the  larynx,  aspiration  soon 
followed.  The  mortality  rate  here  was  100  per  cent. 


days — Heart. 

mo. — Lung  abscess  and  pneumonia. 

mo. — Lung  abscess,  pneumonia  and  empyema. 

mo. — Lung  abscess,  pneumonia  and  empyema. 

lateral  pharyngeal  wall.  The  tumor  was  locally  ex- 
cised by  a coagulating  current  and  the  base  planted 
with  radon  seeds  in  two  instances;  X-ray  therapy 
then  followed.  Radium  and  X-ray  were  used  in  two, 
and  X-ray  alone  in  one.  One  of  these  patients  is  well 
and  apparently  free  of  disease  after  seven  months. 
Two  others  received  apparent  cures  in  that  they  died 
from  heart  disease  four  and  one-half  and  five  and  one- 
half  years  after  treatment.  There  was  no  apparent 


Table  IV 

Advanced  Extrinsic  Epidermoid  Carcinoma  of  the  Larynx.  Treated  by  Total 
Laryngectomy  and  X-Ray  Radiation. 


Age 

Grade 

Duration 

Symptoms 

Result 

53 

III 

12  mo. 

Well  2}4  years 

62 

II-III 

6 mo. 

Dead  1 mo. 

— Metastasis  lung 

52 

II 

6 mo. 

Dead  8 mo. 

— Metastasis  lung 

49 

II 

6 mo. 

Dead  1%  years 

— Metastasis  lung 

59 

II-III 

2 mo. 

Dead  2J4  years 

— Metastasis  lung 

Because  of  our  unhappy  experience  with  the  group 
in  Table  III,  we  felt  that  if  the  larynx  was  removed, 
disregarding  tumor,  the  neck  could  be  radiated  with 
impunity  as  far  as  suppuration  and  aspiration  were 
concerned;  so  a group  of  five  patients  were  treated  in 
this  maimer,  and  we  feel  that  it  represents  a step 
forward  in  the  treatment  of  these  advanced  cases. 
Four  subsequently  died  from  cancer  of  the  lung;  but 
they  survived  one  month,  eight  months,  one  and  one- 
third  years,  and  two  and  one-half  years,  respectively; 


evidence  of  cancer  at  the  time  of  death.  The  last  two 
survived  for  one  and  one-half  months  and  two  and 
one-half  years  respectively,  but  died  as  a result  of  the 
disease.  These  results  are  very  encouraging.  The 
mortality  in  this  group  was  40  per  cent. 

The  presence  of  a malignant  node  in  the  neck, 
especially  when  associated  with  ear  symptoms,  should 
always  lead  to  a careful  inspection  of  the  naso- 
pharynx as  a site  for  the  primary  tumor;  but  many 
such  tumors  are  found  before  the  regional  nodes  be- 


Table  V 

Epidermoid  Carcinoma  of  the  Hypopharynx. 


Age 

Grade 

Duration 

Symptoms 

Procedure 

Result 

78 

III 

1 mo. 

Radon  and  X-Ray 

Well  7 mo. 

55 

II 

6 mo. 

X-Ray 

Dead  \]/2  mo. — Carcinoma 

70 

II 

4 mo. 

Local  excision 

Dead  2J4  years — Carcinoma 

65 

III 

4 mo. 

Radon  and  X-Ray 
Radon  and  X-Ray 

Dead  years — Heart 

63 

III 

8 mo. 

Local  excision 

Dead  5J4  years — Heart 

. 

Radon  and  X-Ray 

and  one  is  alive  and  well  two  and  one-half  years  after 
treatment.  The  mortality  to  date  in  this  group  is 
80  per  cent. 

We  do  not  feel  that  cancer  of  the  hypopharynx  is 
amenable  to  surgical  treatment.  These  lesions  were 
above  the  cords  and  involved  the  aryepiglottic  folds, 
the  epiglottis,  the  pyriform  sinus,  and  at  times  the 


come  involved.  Among  our  group  of  six  cases,  four 
were  transitional  cell  carcinomata.  Of  these  one  died 
a cardiac  death  and  one  from  pneumonia.  Two  are 
still  living  after  seven  months  and  one  and  one-half 
years  respectively,  with  no  evidence  of  tumor  today. 
Two  were  epidermoid  carcinomata;  one  is  alive  and 
apparently  well  after  one  and  one-half  years,  and 
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Table  VI 

Malignant  Tumors  of  the  Nasopharynx. 
Duration  Regional 


Age 

Grade 

Symptoms 

Nodes 

Procedure 

16 

Trans. 

2 mo. 

No 

Local  excision  and 

X-Ray 

56 

Epi.  Ca.  Ill 

12  mo. 

Yes 

X-Ray 

60 

Trans. 

J4  mo. 

Yes 

Local  excision  and 

X-Ray 

25 

Sarcoma 

1 mo. 

No 

X-Ray 

23 

Trans.  Ill 

8 mo. 

Yes 

X-Ray 

66 

Trans.  I & II 

6 mo. 

Yes 

X-Ray 

60 

Sarcoma 

1 mo. 

Yes 

X-Ray 

80 

Epi.  Ca.  II 

10  mo. 

No 

Radon 

the  other  died  from  a brain  metastasis  in  one  year. 
The  last  two  were  sarcomata,  of  which  one  died 
from  pulmonary  metastasis  in  six  months,  and  the 
other  one  is  alive  and  apparently  well  after  four  and 
one-half  years.  Among  this  group  we  have  only  a 
50  per  cent  mortality  to  date. 

Advanced  cancer  of  the  sinuses  presents  a big 
problem,  for  in  practically  every  instance  the  growth 


Result 
Well  7 mo. 

Well  1Y2  yrs. 

Well  yrs. 

Well  +54  yrs. 

Dead  2 mo. — Pneumonia 
Dead — Heart 

Dead  6 mo. — Metas.  lung 
Dead  1 yr. — Metas.  brain 

Nine  tumors  of  the  sinuses  were  epidermoid  car- 
cinomata, and  the  results  from  radiation  therapy  were 
all  most  discouraging.  One  hundred  per  cent  are 
dead,  and  the  longest  survival  was  only  thirteen 
months;  so  we  have  concluded  that  in  the  future  these 
tumors  should  be  treated  surgically,  in  spite  of  the 
mutilating  procedure  which  must  be  done. 

As  for  the  cervical  gland  metastases,  we  are  still 


Table  VII 

Advanced  Carcinoma  Maxillary  Sinus  and  Adjacent  Structures. 


Age 

Grade 

Regional 

Glands 

Duration 

Symptoms 

Preceding 

Operations 

Procedure 

Result 

78 

Trans.  Ill 

No 

4 mo. 

No 

Ext.  local  excision 

Well  2 yrs. 

65 

Trans.  Ill 

Yes 

6 mo. 

No 

and  X-Ray 
X-Ray 

Dead  1J4  mo. — Brain 

72 

Trans.  Ill 

Yes 

7 mo. 

Local  op.  7 mo.  ago 

Radium  and  X-Ray 

Dead  1%  yrs. — Brain 

30 

Trans. 

Yes 

1 mo. 

No 

X-Ray 

Dead  2 yrs. — Brain 

60 

Trans. 

No 

2 mo. 

No 

X-Ray 

Dead  3J4  yrs. — Ca. 

Kidney  and  abdomen 


has  invaded  adjacent  sinuses  and  other  structures. 
In  this  table  are  five  transitional  cell  carcinomata. 
One  is  alive  and  apparently  well  after  two  years.  The 
other  four  lived  one  and  one-half  months  and  one 


in  somewhat  of  a quandary  as  to  whether  X-ray 
radiation  is  best  or  block  dissection  of  the  neck.  We 
are  inclined  to  advocate  the  latter,  especially  in  those 
tumors  of  a low  grade  of  malignancy. 


Table  VIII 

Advanced  Carcinoma  Maxillary  Sinus  and  Adjacent  Structures. 


Age 

55 

Grade 
Epi.  II 

Regional 

Glands 

No 

Duration 
Symptoms 
6 mo. 

Preceding 
Operations 
Tooth  Extraction 

Procedure 

X-Ray 

Dead 

1 

Result 

mo. — Pneumonia 

82 

Epi. 

No 

1 mo. 

No 

Radium  and 

Dead 

3 

mo. 

65 

Epi.  II 

No 

1J4  mo. 

No 

X-Ray 

Ext.  op.,  local  ex- 

Dead 

4 

mo. 

42 

Epi.  Ill 

Yes 

10  mo. 

Intranasal 

cision  and  X-Ray 
X-Ray 

Dead 

4 

mo. 

38 

Epi.  II 

No 

1J4  mo. 

Operation 

No 

X-Ray 

Dead 

5 

mo. 

52 

Epi.  Ill 

No 

8 mo. 

No 

X-Ray 

Dead 

6 

mo. 

40 

Epi.  II 

Yes 

3 mo. 

Intranasal 

X-Ray 

Dead 

6 

mo. 

75 

Epi.  I-II 

No 

6 mo. 

Operation 

No 

X-Ray 

Dead 

6 

mo. — Brain 

42 

Epi.  Ill 

No 

2 mo. 

Tooth  Extraction 

X-Ray 

Dead 

13 

mo. 

and  one-third,  two  and  three  and  one-half  years,  re- 
spectively, before  succumbing  to  metastases  of  the 
brain,  or,  in  the  latter  case,  to  a probable  second 
tumor  of  the  kidney.  The  site  of  the  original  tumor 
here  was  still  clear,  and  it  is  difficult  to  think  of  a 
metastasis  after  so  long  a time.  The  mortality  in 
this  group  is  80  per  cent,  but  the  results  on  the  whole 
are  encouraging. 


Conclusions 

1.  Intrinsic  cancer  of  the  larynx  should  be  treated 
surgically. 

2.  Extrinsic  cancer  of  the  larynx  should  have  a 
preliminary  laryngectomy,  disregarding  neck  exten- 
sion, followed  by  X-ray  therapy. 

.3.  Cancer  of  the  hypopharynx  is  best  treated  by  a 
combination  of  methods,  relying  chiefly  on  X-ray 
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radiation,  but  employing  in  certain  cases  local  ex- 
cision or  radon  implantation,  or  both,  as  a prelimi- 
nary step. 

4.  ISIalignant  tumors  of  the  nasopharynx  are  again 
best  treated  by  X-ray  radiation  with  an  occasional 
carotid  ligation,  local  excision  and/or  radon  im- 
plantation as  a preliminary  step. 

5.  Transitional  cell  carcinomata  of  the  sinuses 
may  well  be  treated  by  X-ray  radiation;  but  tli^  eye 
must  be  sacrified  on  the  same  side,  for,  in  order  to 
prevent  early  brain  metastases,  the  area  of  treatment 
must  reach  to  the  base  of  the  skull. 

6.  Epidermoid  carcinomata  of  the  sinuses  are  best 
treated  surgically,  perhaps  depending  on  X-ray  radi- 
ation to  handle  cervical  metastases,  especially  in  the 
more  highly  malignant  tumors,  and  perhaps  block 
dissection  in  the  others. 

As  a result  of  our  experience  with  radiation  ther- 
apy, numerous  observations  have  been  made  w’hich 
may  be  briefly  enumerated  as  follows: 

1 . X-ray  therapy  must  be  given  up  to  toleration  of 
the  patient  through  adequate  portals. 

2.  It  is  well  to  remove  carious  and  septic  teeth 
before  starting  treatment. 

3.  Always  remove  metallic  objects  adjacent  to  the 
field,  such  as  tracheotomy  tubes  and  jewelry,  to  avoid 
the  effects  of  secondar}'  radiation. 

4.  The  reacting  skin  should  be  left  alone,  keeping 
it  dry  with  the  aid  of  zinc  stearate  dusting  powder, 
and  left  exposed  to  the  air.  All  clothing  should  be 
kept  awa}’. 

5.  Discomfort  and  pain  are  best  controlled  by 
aspirin  and  codeine.  No  bromides  should  be  given. 


6.  Watch  for  edema  of  the  glottis;  if  imminent, 
the  patient  should  be  hospitalized  and  an  emergency 
tracheotomy  set  kept  at  the  bedside. 

7.  Follow  the  white  cell  count.  If  the  count  falls 
below  3000,  watch,  and  wait,  and  transfuse,  if  nec- 
essary. The  red  count  and  hemoglobin  content  are 
of  less  importance,  but  should  also  be  followed. 

8.  Watch  fluid  intake.  Use  intravenous  infusions 
or  a nasal  tube,  if  necessary. 

9.  A high  caloric  diet  with  adequate  vitamine  con- 
tent should  be  prescribed. 

10.  Watch  for  pneumonia  or  pulmonary  infection. 

11.  Atrophy  of  salivary  or  lacrimal  glands  is 
permanent  when  they  are  included  in  the  field. 

12.  We  have  noted  no  ill  effects  to  the  pituitary 
or  thyroid  glands  or  to  the  brain. 

13.  We  have  noted  no  ill  effects  to  any  of  the 
cranial  nerves. 

14.  Alopecia  is  usually  permanent. 

15.  Approximately  20  per  cent  of  the  nasopharyn- 
geal malignancies  develop  necrosis  of  the  mandible. 
Surgical  resection  of  the  jaw  is  indicated  when  this 
occurs. 

16.  When  the  eye  is  included  in  the  field,  trichia- 
sis is  bothersome,  but  glaucoma  and  ulceration  usu- 
ally necessitate  enucleation. 

Summary. 

In  spite  of  the  crude  weapons  at  our  disposal  to- 
day, the  treatment  of  malignant  tumors  is  by  no 
means  hopeless,  and  with  adequate  State  support  and 
constant  education  of  the  physician  and  public,  even 
better  results  should  be  obtained  year  by  year. 


THE  TREATMENT  OF  NAUSEA  AND  VOMITING  OF 
PREGNANCY  WITH  CHLORETONE. 


Edmund  M.  Ellerson,  M.D., 

Staunton,  Virginia. 


The  treatment  of  nausea  and  vomiting  of  preg- 
nancy has  been  a problem  for  the  medical  profession 
since  its  earliest  days.  Soranus,  of  Ephesus,  about 
the  beginning  of  the  Christian  Era,  mentioned  this 
disease.  Early  medical  writings  show  the  use  of 
many  types  of  treatment.  Bald,  in  the  “Leech  Book,” 
which  is  probably  the  first  medical  book  composed 
in  the  British  Isles,  written  about  the  latter  part  of 
the  9th  century,  suggests  as  a quieting  drink  that 


might  well  have  been  used  for  this,  a comliination  of 
betony,  helenium,  wormwood,  ontre,  hore-hound, 
lupin,  wen-wort,  yarrow,  dwarf  dwostle,  and  field- 
more  or  wild  carrot.  Simmond  in  1813,  was  the  first 
to  do  a therapeutic  abortion  for  the  condition. 

If  we  could  see  the  patient  before  pregnancy  oc- 
curred, many  factors,  such  as  foci  of  infection  and 
organic  or  functional  conditions  of  the  gastro- 
intestional  tract,  could  be  eliminated.  Replacement 
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of  the  retroverted  uterus  has  often  relieved  nausea 
and  vomiting.  We  do  not  always  understand  why 
clearing  up  a reflex  condition  such  as  this  helps  the 
cure,  but  apparently  it  does.  The  nervous  condition 
of  the  patient  undoubtedly  plays  a most  important 
part,  and,  if  psychotherapy  can  be  employed  early 
enough,  startling  results  will  often  be  obtained. 
There  are  apparently  four  factors  which  govern  the 
treatment  of  patients  with  nausea  and  vomiting: 
dehydration,  starvation,  disturbances  of  carbohy- 
drate metabolism,  and  nervous  exhaustion.  The 
treatment  must  necessarily  take  into  consideration 
the  severity  of  the  disease,  and  it  goes  without  saying 
that  the  earlier  the  patient  is  seen  the  better  are  her 
chances  for  recovery.  Usually  when  the  patient  is 
first  seen  the  toxic  and  reflex  elements  can  only  be 
partially  treated,  and  we  must  make  the  best  of  what 
we  have  to  work  wdth.  Therefore  our  biggest  prob- 
lem is  to  get  fluids  and  solids  into  the  patient  and 
find  a way  to  make  her  retain  them.  With  this  in 
view,  sedation  of  the  so-called  vomiting  center  of  the 
brain  and  of  the  gastric  mucosa  is  strived  for.  It  is 
our  purpose  to  suggest  for  that  an  old  drug  in  a new 
form. 

Chloretone  or  chlorbutanol  is  an  unofficial  drug 
allied  to  chloral  hydrate  and  occurs  in  a white 
crystalline  form.  It  has  an  odor  and  taste  very 
much  like  that  of  camphor.  Due  to  this,  it  has  been 
found  virtually  impossible  to  give  it  to  patients  with 
nausea  already  established,  although  its  efficacy  has 
been  known  for  years.  It  is  slightly  soluble  in  cold 
water  but  freely  so  in  alcohol.  Its  physiological  ac- 
tions are  local  and  general:  locally,  it  serves  as  an 
anesthetic;  its  general  action  is  to  depress  the  cen- 
tral nervous  system.  The  dose  of  chloretone  is  2 to 
20  grains,  the  average  being  10  to  15  grains  for 
hypnosis  and  2 to  15  grains  for  gastric  sedation.  In 
large  doses,  sleep  followed  by  profound  torpor  may 
result.  The  circulation  is  little  affected,  and  the  ab- 
sorption is  fairly  rapid,  but  elimination  is  slow. 
Occasional  headache  and  giddiness  follow  its  ad- 
ministration in  large  doses. 

We  are  now  using  a preparation  known  as  “^lere- 
dyne,”  with  the  following  make-up: 


Alcohol 2 c.c. 

Chloretone 3 grains 

Oleoresin  of  capsicum .006  grain 


Saccharin .6  grain 

Vanillin .5  grain 

Water  q.s 4 c.c. 

In  this  the  dosage  of  chloretone  is  quite  small  and 
can  be  safely  repeated  four  or  five  times  in  twenty- 
four  hours.  The  taste  is  not  disagreeable  and  a 
warming  sensation  is  noticed  following  its  ingestion, 
due,  of  course,  to  the  capsicum.  The  capsicum  also 
tends  to  stimulate  the  flow  of  the  gastric  juices,  es- 
pecially the  acid,  which  is  so  badly  needed  at  this 
time.  We  find  this  is  best  given  in  about  one-third 
glass  of  water  or  sweet  milk. 

Our  routine  has  been  to  give  the  patient  suffering 
with  nausea  and  vomiting  a complete  physical  ex- 
amination if  possible,  and  foci  of  infection  are  eradi- 
cated if  it  can  be  done.  Frequent  feedings,  high  in 
carbohydrate,  are  insisted  upon.  Mild  laxatives  are 
used  until  good  elimination  is  established,  and,  of 
course,  a frank  discussion  of  the  condition  is  always 
resorted  to.  Finally,  the  chloretone  mixture  is  ordered 
every  four  hours  while  the  patient  is  awake,  and  she 
is  advised  to  decrease  the  frequency  of  the  dosage  as 
soon  as  possible. 

Of  twenty  cases  of  nausea  and  vomiting  of  preg- 
nancy— ranging  from  mild  to  severe,  but  not  true 
hyperemesis  gravidarum — treated  in  this  manner, 
sixteen  showed  complete  cessation  of  the  nausea  and 
vomiting  within  three  days.  Of  course,  these  patients 
resorted  to  an  occasional  dose  of  the  medication  at 
the  slightest  sign  of  nausea  for  periods  up  to  a 
month.  Of  the  remaining  four,  three  got  partial  re- 
lief in  that  they  were  fairly  comfortable  but  had  an 
infrequent  attack  of  vomiting.  The  fourth  of  this 
group  took  one  dose  and  because  of  an  intense  dis- 
like for  the  flavor  of  vanilla  refused  to  repeat  it. 
None  of  these  patients  complained  of  dizziness,  but 
three  developed  slight  morning  headaches  that  cleared 
up  in  several  hours  without  medication. 

Summary 

1 . Chloretone  has  been  put  in  a palatable  medium 
and  is  easily  administered. 

2.  Of  twenty  cases  treated  with  chloretone,  sixteen 
are  classed  as  cured,  three  as  improved,  and  one 
failure. 

3.  No  serious  untoward  results  were  noted. 

7 South  Market  Street. 
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VARIABILITY  OF  THE  BLOOD  PRESSURE.* 


Edgar  A.  Hines,  Jr.,  M.D., 
Division  of  Medicine,  The  Mayo  Clinic, 
Rochester,  Minnesota. 


Most  physicians  are  not  sufficiently  aware  of  the 
variability  of  blood  pressure.  Variations  of  blood 
pressure  occur  both  in  persons  with  normal  blood 
pressure  and  in  those  with  hypertension.  In  some 
cases  of  essential  hypertension,  the  blood  pressure 
may  be  so  variable  that  on  some  occasions  it  is  within 
the  normal  range ; whereas,  on  other  occasions  it  may 
be  found  at  very  high  levels.  In  a group  of  cases  of 
essential  hypertension  it  has  been  demonstrated  that 
the  resting  blood  pressure  will  average  appro.ximately 
50  mm.  of  mercury  lower  than  the  first  reading  which 
is  taken  in  the  office.^  Failure  to  give  due  considera- 
tion to  this  fact  has  resulted  in  the  dissemination  of 
much  confusing  information  concerning  the  efficacy 
of  various  methods  of  treating  hypertension. 

The  blood  pressure  of  persons  who  do  not  have 
hypertension  also  may  be  quite  variable.  This  varia- 
bility of  the  blood  pressure  in  persons  with  “normal” 
blood  pressure  can  account  for  much  of  the  difficulty 
experienced  in  determining  just  what  are  the  limits 
of  normal  blood  pressure.  Some  of  this  difficulty  may 
be  obviated  by  thinking  of  blood  pressure  as  a meas- 
ure of  a variable  physiologic  mechanism  and  by  con- 
sidering the  range  of  variability  of  the  blood  pressure 
of  an  individual,  in  addition  to  the  level  of  the  blood 
pressure  at  any  particular  moment.  One  method  of 
determining  the  range  of  blood  pressure  is  to  make 
consecutive  readings  of  blood  pressure  at  hourly  or 
half-hourly  intervals  for  twenty-four  to  forty-eight 
hours  during  periods  in  which  the  patient  is  active 
and  during  periods  of  rest.  Another  less  time- 
consuming  method  is  to  measure  the  reaction  of  the 
blood  pressure  to  a standard  stimulus  after  a basal 
level  of  blood  pressure  has  been  obtained.  The  cold 
pressor  test  is  a satisfactory  method  for  such  a de- 
termination. The  technic  of  this  test  has  been  de- 
scribed in  a number  of  other  publications.'*’  ^ It 
consists  essentially  of  measuring  the  reaction  of  the 
blood  pressure  to  a standard  cold  stimulus.  Ayman 
and  Goldshine  recently  have  described  a test  which 
they  call  “the  breath-holding  test”  and  which  they 
consider  to  be  a standard  test  for  measuring  the  re- 
action of  the  blood  pressure.  They  have  made  a 

*Part  of  Presidential  address  given  at  annual  meeting 
of  the  Ex-Interns  Association  of  St.  Elizabeth’s  Hospital, 
Richmond,  Virginia,  October  1,  1939. 


preliminary  report  of  their  experience  with  this  test 
but  its  general  use  must  await  information  covering 
the  response  of  a large  group  of  subjects.  In  my 
experience,  the  fact  that  the  subject  has  had  to  take 
an  active  part  in  the  test,  has  made  it  more  difficult 
to  standardize  than  the  cold  pressor  test.  However, 
the  breath-holding  test  does  have  the  advantage  of 
not  requiring  any  special  apparatus  such  as  is  needed 
for  the  cold  pressor  test. 

The  majority  of  subjects  with  normal  blood  pres- 
sure have  a range  of  variability  of  approximately  10 
to  20  mm.  of  mercury  in  systolic  pressure  and  from 
5 to  15  mm.  in  diastolic  pressure.  Approximately 
15  per  cent  of  persons  with  a usually  normal  blood 
pressure  will  have  a range  of  variability  of  blood 
pressure  of  20  to  60  mm.  of  mercury.  The  variability 
of  the  blood  pressure  in  this  group  of  “normal  hyper- 
reactors” will  be  approximately  two  or  three  times 
greater  than  that  of  the  group  of  “normal  reactors.” 

The  question  of  the  significance  of  the  hyperreac- 
tive blood  pressure  among  individuals  with  usually 
normal  blood  pressure  is  intriguing.  In  analyzing 
the  results  of  a study  of  the  reaction  of  the  blood 
pressure  to  the  cold  pressor  test  in  a large  group  of 
school  children,  it  was  found  that  the  children  who 
were  hyperreactors  usually  came  from  families  in 
which  there  was  a history  of  hypertensive  cardio- 
vascular disease.  This  led  to  the  hypothesis  that 
excessive  reactions  of  the  blood  pressure  to  a standard 
stimulus  are  indicative  of  a prehypertensive  phase  of 
essential  hypertension.  The  following  observations 
with  the  cold  pressor  test  have  helped  to  confirm  this 
assumption : 1 . The  hyperreactivity  of  the  blood  pres- 
sure of  the  normal  hyperreactor  is  of  the  same  type 
and  frequently  of  the  same  degree  as  that  which  is 
characteristic  of  95  per  cent  of  individuals  with  es- 
sential hypertension.  2.  Individuals  who  are  known 
to  have  had  hypertension,  but  whose  blood  pressure 
has  been  reduced  to  normal  by  cardiac  failure  or  by 
other  factors,  give  a hyperreactive  response  to  the 
cold  pressor  test  similar  to  that  of  the  person  with 
hypertension.  3.  Subjects  with  usually  normal  blood 
pressure,  who  are  hyperreactors,  generally  come  from 
families  in  which  there  is  a high  incidence  of  hyper- 
tensive cardiovascular  disease,  whereas  subjects  with 
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normal  blood  pressure  who  are  hyporeactors  generally 
do  not.  4.  Thirty-eight  per  cent  of  originally  normal 
hyperreactors  have  experienced  the  development  oT 
hypertension  subsequently,  whereas  none  of  the  nor- 
mal hyporeactors  have  done  so. 

Other  evidence  is  available  which  indicates  that 
unusual  variability  of  the  blood  pressure  in  persons 
with  usually  normal  blood  pressure  is  indicative  of  a 
prehypertensive  state.  Robinson  and  Brucer,  follow- 
ing a detailed  statistical  and  clinical  study  of  a large 
group  of  persons,  have  concluded  that  the  normal 
range  of  systolic  blood  pressure  is  between  90  and 
120  mm.  of  mercury  and  that  the  normal  range  of  the 
diastolic  pressure  is  between  60  and  80  mm.  Diehl 
and  Hesdorffer  have  observed  155  students  for  a pe- 
riod of  seven  years  and  have  found  that  young  men 
showing  even  transitory  elevation  of  the  blood  pres- 
sure during  their  college  years  are  much  more  likely 
to  have  an  elevated  blood  pressure  after  a period  of 
from  five  to  ten  years  than  are  students  whose  blood 
pressure  was  consistently  within  the  normal  range. 
The  probabilities  of  their  having  hypertension  in 
later  years  was  found  to  be  in  direct  proportion  to  the 
frequency  of  previous  elevation  of  the  blood  pressure. 

In  a follow-up  study  of  approximately  1,500  pa- 
tients with  originally  normal  blood  pressures,  I have 
found  that  the  majority  (70.4  per  cent)  of  the  pa- 
tients who,  as  a result  of  nervous  stress,  had  an  origi- 
nal elevation  in  systolic  and  diastolic  blood  pressures 
into  the  upper  ranges  of  normal  (140  to  150  mm. 
systolic,  and  85  to  100  mm.  diastolic)  had  hyperten- 
sion subsequently  (ten  or  twenty  years  later) ; where- 
as, only  a small  number  (3.4  per  cent)  with  original 
blood  pressures  in  the  lower  ranges  or  normal  had 
hj'pertension  subsequently.®  To  state  this  in  a dif- 
ferent way,  of  206  patients  who  recently  had  hyper- 
tension, 86  per  cent  gave  evidence  of  hyperreactivity 
of  the  mechanism  for  regulating  blood  pressure  ten 
to  twenty  years  previously,  although  they  did  not 
have  hypertension  at  that  time  and  the  majority  did 
not  have  hypertension  until  a number  of  years  had 
elapsed. 

In  any  consideration  of  variability  of  the  blood 
pressure  one  should  distinguish  between  variability 
in  the  systolic  pressure  and  variability  in  the  diastolic 
pressure,  as  one  does  not  necessarily  have  the  same 
significance  as  the  other.  The  diastolic  response  is 
the  more  reliable  index  of  vasoconstriction.  Changes 
in  only  the  systolic  blood  pressure  are  indicative  of 
increased  cardiac  output,  such  as  may  occur  with 


hyperthyroidism,  with  the  effort  syndrome,  and  as  a 
result  of  the  effect  of  adrenalin.  It  is  probable  that 
excessive  variability  of  the  systolic  pressure  alone  is 
not  indicative  of  subsequent  hypertension  inasmuch 
as,  in  my  follow-up  study,  none  of  the  patients  who 
had  an  original  systolic  blood  pressure  of  more  than 
140  mm.  but  who  had  a diastolic  blood  pressure  of 
less  than  85  mm.  had  hypertension  subsequently. 

As  has  been  previously  stated,  the  blood  pressure 
of  patients  who  have  hypertension  varies  widely, 
Mueller  and  Brown  found  that  these  variations  are 
similar  to  those  of  patients  with  normal  blood  pres- 
sure but  that  the  magnitude  of  the  former  was  about 
twice  as  great  as  that  of  the  latter.  It  is  true  clini- 
cally that  the  more  severe  the  hypertension  the  less 
closely  the  blood  pressure  approaches  normal  as  a 
result  of  rest  and  sleep.  Clinical  experience  indicates 
that  the  probability  of  influencing  the  blood  pressure 
satisfactorily  by  any  therapeutic  procedure  is  roughly 
proportional  to  the  tendency  for  the  blood  pressure  to 
approach  normal  as  a result  of  rest,  sleep,  sedation  or 
anesthesia.  There  rarely  are  any  symptoms  associated 
with  fluctuations  of  blood  pressure  in  cases  of  essen- 
tial hypertension  and  the  patient’s  chance  of  pre- 
dicting the  level  of  his  blood  pressure  accurately  is 
usually  no  better  than  if  he  had  guessed.  This  situa- 
tion is  sharply  in  contrast  to  paroxysmal  hypertension 
associated  with  chromaffin  tumors,  in  which  the 
changes  in  blood  pressure  are  more  abrupt. 

The  effects  on  the  blood  pressure  of  the  immersion 
in  ice  water  of  a hand  of  a- patient  with  hjqiertension 
duplicates  roughly  the  effects  of  such  stimuli  as 
strong  emotions  and  tobacco  smoking  on  the  blood 
pressure.  The  clinical  significance  of  the  sharp  in- 
creases in  blood  pressure  which  result  from  the  ap- 
plication of  the  cold  pressor  test  is  that  hypertensive 
patients  have  excessive  vasoconstriction  as  a result 
of  hyperirritable  sympathico-arteriolar  systems. 

Paroxysmal  changes  in  blood  pressure  may  result 
from  pheochromocytomas  of  which  about  two-thirds 
are  in  the  suprarenal  glands.  They  affect  individuals 
from  sixteen  to  si.xty-nine  years  of  age  and  cause 
paroxysms  of  hypertension  as  often  as  several  times 
daily.  The  episodes  of  hypertension  may  last  for  one 
to  two  hours  or  for  only  two  or  three  minutes.  They 
occur  spontaneously  or  are  induced  by  physical  e.xer- 
tion,  sneezing,  bending  the  body  in  various  directions 
or  by  pressure  on  the  abdomen.  The  following  symp- 
toms occur  during  attacks:  (1)  palpitation  (in  al- 
most all  cases),  (2)  pain  (in  about  five-sixths  of  the 
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cases)  which  is  precordial,  epigastric,  or  located  in 
the  head,  (3)  vomiting  (in  about  two-thirds  of  the 
cases),  (4)  rapid  res[)iration  (in  about  two-thirds  of 
the  cases),  and  (5)  sweating  (in  about  three-fourths 
of  the  cases).  During  attacks,  the  face  of  the  patient 
becomes  pallid  or  cyanotic.  In  some  instances  there 
is  alternate  flushing  and  blanching.  Distention  of  the 
veins  of  the  neck  may  occur.  Convulsions,  chills  and 
fever  are  absent  except  that  fever  may  occur  shortly 
before  death.  The  blood  pressure  is  increased  during 
attacks  and  there  may  be  wave-like  variations  over  a 
wide  range.  The  pulse  rate  may  increase  or  decrease, 
or  it  may  not  be  changed.  Hypertension  may  be  pres- 
ent between  attacks  (in  about  half  of  the  cases).  The 
diagnosis  is  based  on  the  occurrence  of  characteristic 
clinical  episodes  associated  with  paroxysms  of  hyper- 
tension, palpable  abdominal  tumor  (in  half  of  the 
cases)  and  positive  roentgenologic  findings  (in  about 
two-thirds  of  the  cases).  Hyperglycemia  and  gly- 
cosuria may  occur  during  paroxysms. 

Tlie  chief  diagnostic  difficulty  is  in  distinguishing 
between  episodes  of  elevation  of  blood  pressure  re- 
sulting from  psychic  stimuli  and  episodes  originating 
from  pheochromocytomas.  In  the  former  instance,  the 
emotional  disturbance  is  more  prominent,  and  pain, 
tachycardia,  sw'eating  and  discoloration  of  the  face 
are  minimal  or  absent.  The  elevation  of  the  blood 
pressure  is  less  marked  and  there  is  no  physical  evi- 
dence of  tumor. 

Orthostatic  hypotension  is  characterized  by  a fall 
in  blood  pressure  when  the  patient  assumes  an  erect 
position.  Ordinarily,  the  blood  pressure  rises  on 
assuming  the  erect  position  but  in  cases  of  orthostatic 
hypotension,  it  decreases.  The  commonest  symptom 
of  this  condition  is  weakness  on  assuming  the  erect 
position.  .Additional  s\Tnptoms  are  deficient  sweat- 
ing, failure  of  pulse  rate  to  increase  normally  on 
assumption  of  the  erect  posture,  accentuation  of 
symptoms  in  warm  weather  and  excretion  of  larger 
amounts  of  urine  when  the  patient  is  recumbent  than 
when  he  is  erect. 

A arious  other  conditions  may  cause  changes  in 
blood  pressure.  Holding  one’s  breath  or  grunting 
may  increase  markedly  the  blood  pressure.  Pain, 
fear,  excitement,  anger  and  muscular  effort  almost 
routinely  cause  increase  in  blood  pressure  and  the 


blood  pressure  decreases  during  sleep.  Sudden,  wide 
fluctuations  in  blood  pressure  may  occur  with  epi- 
sodes of  angina  pectoris  in  cases  of  lymphosarcoma 
of  the  superior  mediastinum,  in  cases  of  carcinoma  of 
the  larynx  or  esophagus,  and  in  cases  of  meningitis. 
Tobacco  smoking  may  cause  a marked  increase  in  the 
blood  pressure,  especially  in  the  presence  of  an  in- 
herently hyperreactive  vascular  system.  The  blood 
pressure  is  almost  always  greater  in  the  leg  than  it 
is  in  the  arm.  When  such  is  not  the  case,  coarctation 
of  the  aorta  should  be  suspected.  Blood  pressure  is 
unequal  in  the  two  arms  in  about  50  per  cent  of 
normal  persons;  the  average  inequality  in  the  systolic 
blood  pressure  and  in  the  diastolic  blood  pressure  is 
about  13  mm.  of  mercury.  These  differences  are  not 
constant  but  transient,  and  it  is  reasonably  certain 
that  all  people  have  inequality  of  blood  pressure  in 
the  two  arms  at  some  time.  Naturally,  one  should 
suspect  organic  disease  when  differences  are  great 
and  persistent. 
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INDUCTION  OF  OVULATION. 


William  Bickers,  M.D., 

Associate  in  Gynecology,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


There  is  now  available  for  clinical  use  a potent 
gonadotropic  hormone.  The  substance  is  derived 
from  the  serum  of  pregnant  mares.  The  ability  of 
this  hormone  to  induce  ovulation  in  the  human  fe- 
male with  subsequent  corpus  luteum  development  can 
be  demonstrated  by  endometrial  biopsy.  This  is  an 
office  procedure,  utilizing  the  suction  curet  by  means 
of  which  the  endometrium  is  obtained.  Examination 
of  the  stained,  fixed  tissue  wall  reveal  the  tortuous, 
enlarged,  fluid-filled  glands  of  the  endometrium 
w'hen  the  specimen  is  taken  several  days  after  ovula- 
tion. This  paper  wall  report  seven  cases  in  which 
the  symptoms  could  be  explained  on  the  basis  of 
ovulation  failure,  all  relieved  of  their  complaint 
w’hen  ovailation  was  induced. 

Case  1 

M.  H.,  age  tw'enty-one.  Chief  complaint — amenor- 
rhea of  eighteen  months’  duration.  Menses  were 
regular  until  the  patient  suffered  from  an  acute  in- 
fluenza eighteen  months  ago,  since  w’hich  time  she 
had  not  menstruated. 

October  13,  1939.  Physical  examination  was  nega- 
tive. B.M.R.  plus  10.  Weight  116.  Pelvic  examina- 
tion showed  a nulliparous  introitus,  intact  hymen, 
cervix  small  and  directed  posteriorly,  fundus  an- 
terior and  normal  size,  tubes  and  ovaries  not  pal- 
pable. Endometrial  biopsy  show'ed  an  early  pro- 
liferative phase. 

October  20,  1939.  Gonadotropic  hormone  1 c.c. 
was  given  subcutaneously  and  repeated  on  the  sec- 
ond, fourth,  sixth,  eighth,  ninth,  and  tenth  day. 

November  6,  1939.  Endometrial  biopsy — secretory 
phase. 

November  10,  1939.  Menses  began  and  lasted 
forty-eight  hours. 

November  16,  1939.  Gonadotropic  hormone  1 c.c. 
and  repeated  on  the  eighth,  tenth,  twelfth,  thirteenth, 
and  fourteenth  day  of  the  cycle  as  based  upon  the 
last  menses. 

November  30,  1939.  Endometrial  biopsy — secre- 
tory phase. 

December  8,  1939.  Menses  began  and  lasted  three 
days. 


Case  2 

M.  B.,  age  eighteen,  single,  virgin.  Chief  com- 
plaint— severe  dysmenorrhea  since  puberty.  Menses 
always  regular,  flow  lasts  four  days,  and  the  patient 
was  bedridden  for  the  entire  period. 

August  29,  1939.  Physical  examination  revealed 
an  undernourished  white  female  whose  general  con- 
dition w’as  otherwise  negative.  B.M.R.  plus  15. 
Weight  102.  Pelvic  examination — virgin  introitus; 
normal  vaginal  mucosa;  cervix  4 cm.  in  length; 
fundus  infantile,  anterior,  and  freely  movable;  right 
ovary  palpable,  non-tender,  freely  movable.  Endo- 
metrial biopsy  proliferative  phase. 

October  3,  1939.  Menses  began  with  severe  dys- 
menorrhea and  persisted  for  four  days. 

October  25,  1939.  Endometrial  biopsy — prolifera- 
tive phase. 

November  2,  1939.  Menses  began  with  severe 
dysmenorrhea. 

November  8,  1939.  Gonadotropic  hormone  1 c.c. 
— repeated  on  the  eighth,  tenth,  twelfth,  thirteenth, 
and  fourteenth  day  of  cycle. 

November  29,  1939.  Endometrial  biopsy — late 
secretory  phase. 

December  1,  1939.  Menses  began,  lasted  six  days, 
no  pain. 

Treatment  not  instituted  during  the  next  month 
and  pain  recurred  with  the  next  menses.  Course  of 
therapy  was  repeated  during  the  next  month  with 
complete  relief  of  s}onptoms.  Since  that  time  ovaila- 
tion  has  occurred  spontaneously  and  there  has  been 
no  dysmenorrhea. 

Case  3 

R.  N.,  age  twenty-two,  white,  married  three  years. 
Chief  complaint — sterility.  The  menses  have  ahvays 
been  irregular,  vaiadng  from  two  to  six  w-eek  cycles. 
Libido  normal. 

June  15,  1939.  E.xamination  of  the  semen  show’ed 
it  to  be  normal  in  amount,  normal  count,  active  mo- 
tility, and  normal  morphology  on  the  stained  smear. 
Pelvic  examination  was  entirely  negative  with  a w'ell- 
developed  uterus.  pH  of  the  vaginal  secretion  was 
5.6.  Huhner  test  was  negative  w’ith  fluid  aspirated 
from  the  cervical  canal.  Endometrial  biopsy  taken 
tw’enty-five  days  from  the  first  day  of  the  last  menses 
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showed  a poorly-developed  proliferative  phase.  No 
treatment  was  instituted  until  the  next  menses  which 
appeared  on  July  20,  1939. 

July  26,  1939.  Gonadotropic  hormone  1 c.c.  be- 
gun and  was  repeated  on  the  eighth,  tenth,  twelfth, 
thirteenth,  and  fourteenth  day  of  the  cycle. 

August  28,  1939.  Menses  began  and  lasted  four 
days. 

September  4,  1939.  Gonadotropic  hormone  1 c.c. 
and  repeated  on  the  eighth,  tenth,  twelfth,  thirteenth 
and  fourteenth  day  of  the  cycle. 

September  30,  1939.  Endometrial  biopsy — late  se- 
cretory phase. 

October  4,  1939.  Menses  began  and  lasted  five 
days. 

Treatment  was  repeated  after  this  menses  and  dur- 
ing this  month  the  patient  became  pregnant.  She 
aborted  spontaneously  at  nine  weeks’  gestation.  She 
has  subsequently  become  pregnant  again. 

Case  4 

L.  C.,  white  female,  age  fifteen,  high  school  stu- 
dent. Chief  complaint — severe  pain  in  the  lower  ab- 
domen between  the  menses,  usually  occurring  about 
half  way  between  the  menses.  The  menses  were  reg- 
ular in  amount  and  rh>1:hm  and  there  was  no  dys- 
menorrhea. The  patient  had  an  appendectomy  for 
relief  of  one  of  these  painful  episodes  with  no  relief. 
The  pain  was  undoubtedly  related  to  the  ovulation 
time  as  the  patient  could  foretell  the  time  of  the 
month  when  they  would  occur.  When  she  was  first 
seen  she  gave  a history  of  the  last  menses  having  be- 
gun on  December  2,  1939  and  she  was  seen  in  acute 
pain  on  December  17,  1939. 

December  27,  1939.  Endometrial  biopsy — marked 
proliferative  phase. 

December  30,  1939.  Endometrial  biopsy — ^marked 
proliferative  phase. 

January  1,  1940.  Normal  menses  began. 

Januar}'  7,  1940.  Gonadotropic  hormone  1 c.c. 
and  this  was  repeated  on  the  eighth,  tenth,  twelfth, 
thirteenth,  and  fourteenth  day  of  the  cycle. 

January  23,  1940.  Patient  stated  that  she  suffered 
no  pain  af  the  mid  cycle. 

Endometrial  biopsy — secretory  phase. 

January  28,  1940.  Normal  menses  began. 

February  3,  1940.  Gonadotropic  hormone  1 c.c. 
and  repeated  on  the  eighth,  tenth,  twelfth,  thirteenth, 
and  fourteenth  day  of  the  cycle. 


February  24,  1940.  No  pain  at  the  mid  cycle.  En- 
dometrial biopsy — secretory  phase. 

Pain  reappeared  in  March,  1940,  when  treatment 
was  discontinued. 

Case  5 

D.  M.,  white  female,  age  thirty-three,  married 
seven  years.  Chief  complaint — sterility.  Menses  al- 
ways regular,  normal  flow  without  pain.  Patient 
rather  obese  but  otherwise  in  good  physical  condi- 
tion. 

May  10,  1939.  Semen  examination — normal  in 
amount,  normal  count,  motility  good,  and  the  mor- 
phology was  normal  under  the  stained  smear. 
Huhner  test  with  fluid  from  cervix  and  vaginal 
vault  was  positive.  Pelvic  examination  showed  a 
marital  introitus,  normal  vaginal  mucosa,  cervix 
small  and  directed  towards  the  symphysis,  uterus  in 
third  degree  retroversion  but  freely  movable,  tubes 
and  ovaries  not  palpable.  Rubin  Test:  Air  passed 
through  the  tubes  at  150  mm.  mercury.  There  was 
a moderate  erosion  of  the  cervix  which  was  cau- 
terized. Endometrial  biopsy  (twenty-two  days  from 
the  first  day  of  the  last  menses) — proliferative  phase. 

May  18,  1939.  Normal  menses  began. 

May  24,  1939.  Gonadin  1 c.c.,  repeated  on  the 
eighth,  tenth,  twelfth,  thirteenth,  and  fourteenth  day 
of  the  cycle. 

June  14,  1939.  Endometrial  biopsy — secretory 
phase. 

June  17,  1939.  Normal  menses  began. 

July  14,  1939.  Endometrial  biopsy  (no  treatment 
in  this  cycle) — proliferative  phase. 

July  15,  1939.  Normal  menses  began. 

July  22,  1939.  Gonadin  1 c.c.  and  repeated  on  the 
eighth,  tenth,  twelfth,  thirteenth,  and  fourteenth  day 
of  the  cycle. 

August  21,  1939.  Menses  appeared  and  flow  was 
normal. 

August  26,  1939.  Gonadin  treatment  was  started 
and  repeated  on  the  eighth,  tenth,  twelfth,  thir- 
teenth, and  fourteenth  day  of  the  cycle. 

November  28,  1939.  Diagnosis  of  pregnancy  by 
physical  examination. 

Case  6 

C.  I.  D.,  white  female,  age  twenty-six,  married 
four  years.  Chief  complant — sterility.  Menses  have 
been  irregular  since  onset,  sometime  with  periods  of 
amenorrhea  lasting  three  months.  No  other  com- 
plaint. Examination  revealed  a healthy  young 
woman  with  normally  developed  secondary  sex  char- 
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acteristics.  Pelvic  examination  showed  introitus  and 
vagina  normal,  cervix  posterior,  uterus  anterior  and 
normal  size.  Tubes  patent  at  160  mm.  of  mercury. 
B.M.R.  plus  18.  Semen  examination — normal  quan- 
tity and  good  motility;  count  500,000,000  to  the  c.c. ; 
morphology  poor. 

June  10,  1939.  Endometrial  biopsy  (thirty-seven 
days  after  the  last  menses) — early  proliferative 
phase — atrophic  type. 

June  25,  1939.  Menses  began  and  lasted  three 
days. 

June  30,  1939.  Gonadin  1 c.c.,  and  repeated  on 
the  eighth,  tenth,  twelfth,  thirteenth,  and  fourteenth 
day  of  the  cycle. 

July  24,  1939.  Endometrial  biopsy — proliferative 
phase. 

July  25,  1939.  Menses  began  and  lasted  two  days. 

July  31,  1939.  Gonadin  1 c.c.,  and  repeated  on 
the  eighth,  tenth,  twelfth,  thirteenth,  and  fourteenth 
day  of  the  cycle. 

September  18,  1939.  Nausea  and  vomiting. 

September  28,  1939.  Diagnosis — pregnancy. 

Case  7 

O.  R.,  age  seventeen,  single,  white.  Chief  com- 
plaint— primary  amenorrhea.  Patient  has  not  men- 
struated at  all.  The  breast  development  and  adult 
hirsutism  is  retarded.  Pelvic  examination — intact 
hymen;  by  rectal  examination,  the  internal  genitalia 
were  difficult  to  palpate  but  no  gross  abnormality  was 
found.  No  attempt  was  made  to  obtain  endometrial 
biopsy  on  account  of  the  intact  hymen. 

July  1,  1939.  Gonadin  1 c.  c.,  repeated  on  the 
second,  fourth,  sixth,  eighth,  ninth,  and  tenth  day. 

July  29,  1939.  Vaginal  bleeding  began  and  lasted 
two  days  with  severe  dysmenorrhea. 

September  10,  1939.  Menses  appeared  again,  al- 
though no  further  treatment  was  given. 

October  28,  1939.  Menses  appeared  with  severe 
dysmenorrhea. 

December  18,  1939.  Menses  appeared  and  lasted 
three  days — witli  no  additional  treatment. 

Note:  Gonadin  supplied  by  Cutter  Laboratories. 

Medical  Arts  Building. 


Correspondence 

Richmond,  Virginia. 

„ „ October  31,  1940, 

To  THE  Editor: 

Of  course  you  have  noticed  the  jrublicity  Morris 
Fishbein  gives  to  the  fact  that  it  will  be  necessary 


for  him  and  some  others  to  attend  the  A.M..\.  trial 
in  Washington,  and  the  injurious  effect  this  will 
have  on  the  w’ork  of  the  Chicago  office.  He  fails  to 
mention  the  fact  that  during  the  ten  years  from  1927 
to  1937  he  has  published  thirty  books  or  an  average 
of  three  books  a year.  In  1937  alone  he  published 
eight  books,  but  he  has  said  nothing  about  the  in- 
jurious effect  such  outside  activities  have  on  the 
work  of  the  Chicago  office. 

E.  C.  L.  Miller,  M.D. 


Public  Health  Statistics 

I.  C.  Riggin,  M.  D., 

State  Health  Commissioner  of  Virginia 

The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  Oc- 
tober, 1940,  compared  with  the  same  month  in  1939, 
and  for  the  period  of  January  through  .October,  1940, 
compared  with  the  same  period  in  1939,  follows: 


Jan.- 

Jan.- 

Oct. 

Oct. 

Oct. 

Oct. 

19+0 

1939 

19+0 

1939 

Typhoid  and  Paratyphoid  Fever 

3+ 

33 

223 

+2+ 

Diarrhea  and  Dysentery 

131 

167 

1,716 

+,055 

Measles 

97 

23 

3, +58 

10,755 

Scarlet  Fever 

129 

180 

1,290 

1,111 

Diphtheria 

90 

296 

+95 

1,003 

Poliomyelitis 

61 

6 

183 

39 

Meningitis 

6 

+ 

6+ 

53 

Undulant  Fever 

2 

1 

20 

21 

Rocky  Mountain  Spotted  Fever 

2 

1 

+2 

+8 

Tularaemia 

2 

5 

39 

56 

A New  Program  for  Indigent  Children 

The  State  Health  Department,  in  cooperation  with 
the  Out-Patient  Department  of  the  IMedical  College 
of  Virginia,  has  recently  inaugurated  a program  for 
indigent  children  suffering  from  rheumatic  heart 
disease. 

There  are  not  enough  funds  available  to  make 
this  a state-wide  program,  and  only  patients  from 
the  city  of  Richmond  and  Henrico  County  are  being 
accepted  at  the  present  time.  The  program  will  be 
expanded  if  additional  federal  funds  are  secured. 

The  clinic  is  staffed  by  a cardiologist,  a pediatri- 
cian, a public  health  nurse,  a social  worker,  and  a 
clerk.  Full  diagnostic  facilities,  are  available,  in- 
cluding routine  electrocardiograms  and  X-rays.  Hos- 
pitalization for  active  cases  is  provided  in  the  hos- 
jhtal  division  of  the  Medical  College  of  Virginia,  and 
for  convalescent  cases  at  the  Crippled  Children’s 
Ho.spital  and  Richmond  Community  Hospital. 
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A survey  to  determine  the  incidence  of  rheumatic 
fever  in  adolescence  is  being  carried  on  at  the  pres- 
ent time.  The  incidence  of  clinical  heart  disease 
found  in  the  survey  to  date  is  approximately  one  per 
cent.  This  is  somewhat  higher  than  was  anticipated, 
but  little  at  present  is  known  as  to  the  amount  of 
rheumatic  heart  disease  present  in  Virginia. 


New  Members 


New  members  of  the  Medical  Society  of  Virginia 
since  the  list  published  in  the  jSIay,  1940,  issue  of 
the  Monthly  are : 

Dr.  Aubry  C.  Belcher,  Richmond. 

Dr.  Richard  Boxley  Bowles,  Mathews. 

Dr.  Ben  Lynn  Boynton,  Norfolk. 

Dr.  Harry  Brick,  Richmond. 

Dr.  Leland  Coffey  Brown,  Staunton. 

Dr.  John  Francis  Cadden,  Roanoke. 

Dr.  Clara  King  Dickinson,  Marion. 

Dr.  Thomas  Southgate  Ely,  Middlesboro,  Ky. 

Dr.  Sandidge  Evans,  McClure. 

Dr.  David  Samuel  Garner,  Roanoke. 

Dr.  Harold  Marshall  Goodman,  Richmond. 

Dr.  Marvin  Swindell  Herrington,  Norfolk. 

Dr.  Cecil  William  Hickam,  Pulaski. 

Dr.  Chester  Frederick  Hogan,  Richlands. 

Dr.  Harry  Wynn  Hollingsworth,  Derby. 

Dr.  Horace  Dunbar  Hoskins,  Lynchburg. 

Dr.  Edwin  Lawrence  Kendig,  Jr.,  Richmond. 

Dr.  Beverley  Randolph  Kennon,  III,  Norfolk. 

Dr.  Jefferson  Bishop  Kiser,  Emporia. 

Dr.  George  McLean  Lawson,  Charlottesville. 

Dr.  Robert  Bruce  Mallett,  Orange. 

Dr.  Joseph  Lee  Mann,  Hampton. 

Dr.  Theodore  Baldwin  McCord,  Fairfax. 

Dr.  Lewis  Alan  Micou,  Eagle  Rock. 

Dr.  Lyddane  Miller,  Piney  River. 

Dr.  Edward  Albert  Mitchell,  Clinchco. 

Dr.  Francis  Newby  Mullen,  Jr.,  Norfolk. 

Dr.  Samuel  Morton  Novak,  Alexandria. 

Dr.  Joseph  Thomas  Phillips,  Jr.,  Norfolk. 

Dr.  Marion  Timothy  Plyler,  Jr.,  Whaleyville. 

Dr.  Samuel  Byron  Pope,  Jr.,  Norfolk. 

Dr.  Walter  John  Rein,  Richmond. 

Dr.  Irwin  Rifkin,  Richmond. 

Dr.  Carter  Reed  Rowe,  Fredericksburg. 

Dr.  Edwin  Macrae  Rucker,  Richmond. 

Dr.  Leo  Solet,  Arlington. 

Dr.  Alexander  Armstrong  St.  Clair,  Richlands. 

Dr.  Thomas  Sydney  Ussery,  Norton. 

Dr.  Richard  Wingfield  Vaughan,  Richmond. 

Dr.  Thomas  Duval  Watts,  Richmond. 

Dr.  George  A.  Welchons,  Brook  Hill. 

Dr.  Samuel  Harrison  Williams,  Alexandria. 

^ Dr.  Washington  Carlyle  Winn,  Richmond. 


Woman’s  Auxiliary 

to  the 

Medical  Society  of  Virginia 

President — Mrs.  Griffin  Holland,  Eastville. 
President-Elect — Mrs.  E.,  Latane  Flanagan,  Richmond. 
Recording  Secretary — Mrs.  Harold  W.  Potter,  Hilton  Vil- 
lage. 

Corresponding  Secretary — Mrs.  J.  Walker  Jackson, 
Machipongo. 

Parliamentarian — Mrs.  James  B.  Stone,  Richmond. 
Treasurer — Mrs.  Reuben  F.  Simms,  Richmond. 

Chairman,  Press  and  Publicity — Mrs.  Henry  M.  Snead, 
Petersburg. 

Norfolk  Auxiliary, 

The  Woman’s  Auxiliary  to  the  Norfolk  County 
Medical  Society  held  its  first  fall  general  meeting  on 
November  4,  with  the  new  president,  Mrs.  A.  G. 
Horton,  presiding. 

Plans  for  the  year  were  outlined.  The  Public  Re- 
lations chairman  announced  that  the  Auxiliary  would 
work  with  the  Red  Cross  headquarters  one  day  each 
month  as  a part  of  their  program.  The  sale  of 
Hygeia  was  discussed  and  arrangements  made  for 
several  gift  subscriptions  to  public  institutions. 
Layettes  are  again  being  made  for  poor  families  and 
much  interest  is  shown  in  doing  this. 

News  from  the  Bulletin  of  the  Auxiliary  to  the 
American  Medical  Association  was  reviewed  by  one 
of  the  members  and  it  is  hoped  that  much  informa- 
tion and  inspiration  may  be  received  from  these 
Bulletin  reviews  at  each  meeting. 

The  younger  members  of  the  Auxiliary  are  taking 
a most  active  and  interested  part  in  Auxiliary  work 
which  is  a sure  sign  of  a wide-awake  organization 
and  which  is  most  gratifying  to  the  officers  and  older 
members. 

R.  Wilson, 
Publicity-  Chairman. 


Subscribe  to  the  Bulletin — 

Tlie  official  publication  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion, issued  quarterly,  $1.00  a year.  Send  sub- 
scriptions to  Mrs.  H.  E.  Christenberry,  High- 
land Drive,  Knoxville,  Tenn.,  or  to  the  State 
Chairman,  Mrs.  E.  Holland  Trower,  Eastville, 
Va. 
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Book  Announcements 


Medical  Work  of  the  Knights  Hospitailers  of  Saint 
John  of  Jerusaiem.  By  EDGAR  ERSKINE  HUME, 
Lieutenant-Colonel,  Medical  Corps,  United  States 
Army,  Knight  of  Honor  and  Devotion  of  the  Sov- 
ereign Military  Order  of  Malta.  Foreword  by  His 
M-ost  Eminent  Highness  Fra  Ludovico  Chigi-Albani, 
Prince  Grand  Master  of  the  Sovereign  Military 
Order  of  Malta.  Preface  by  Lieutenant-General  Sir 
Aldo  Castellani,  K.C.M.G.,  Count  of  Chisimaio,  Mag- 
istrat  Knight  of  the  Sovereign  Military  Order  of 
Malta,  Professor  at  the  Universities  of  Rome,  Lon- 
don and  Louisiana.  Baltimore.  The  John  Hopkins 
Press.  1940.  xxii-371  pages.  Illustrated.  Cloth. 
Price,  $3.00. 

Reviewed  editorially  in  this  issue. 


The  Practice  of  Medicine.  By  JONATHAN  CAMP- 
BELL MEAKINS,  M.D.,  LL.D.,  Professor  of  Medi- 
cine and  Director  of  the  Department  of  Medicine, 
McGill  University;  Physician-in-Chief,  Royal  Vic- 
toria Hospital,  Montreal;  Formerly  Professor  of 
Therapeutics  and  Clinical  Medicine,  University  of 
Edinburgh;  etc.  Third  Edition.  St.  Louis.  The 
C.  V.  Mosby  Company.  1940.  Octavo  of  xvi-1430 
pages.  With  562  Illustrations  Including  48  in  Color. 
Cloth.  Price,  $10.00. 

Reviewed  editorially  in  this  issue. 


Diagnosis  and  Treatment  of  Diseases  of  the  Hair.  By 
LEE  McCarthy,  M.D.,  Member  of  the  American 
Dermatological  Society;  Attending  Dermatologist  to 
Garfield  Memorial  Hospital;  Consulting  Dermatolo- 
gist to  the  U.  S.  Naval  Hospital;  etc.  St.  Louis. 
The  C.  V.  Mosby  Company.  1940.  Octavo  of  671 
pages.  With  291  Illustrations  Including  7 in  Color. 
Cloth.  Price,  $9.50. 

The  following  remarks  are  made  by  the  author  in 
the  preface.  “Many  physicians,  and  not  a few  der- 
matologists, profess  an  almost  complete  ignorance  of 
the  cause  of  many  diseases  of  the  hair,  and  they  are 
accordingly  unable  to  answer  questions  put  to  them 
by  their  patients.  As  a result,  the  coiffeurs  and  beau- 
ticians are  consulted  today  much  more  frequently  on 
this  subject  than  are  physicians.  * * * We  should 
all  be  able  to  tell  our  patients  what  types  of  treatment 
are  worthless,  even  though  we  cannot  cure  all  the  ills 
of  the  hirsute  system.” 

There  have  been  very  few  books  in  the  English 
language  devoted  to  diseases  of  the  hair,  and  the  au- 
thor of  this  one  is  particularly  well  qualified  to  write 
this  volume,  because  he  has  been  a student  of 
Sabouraud.  Sabouraud  probably  was  the  greatest 
modern  trichologist. 

This  work  is  very  well  done  and  complete.  Of 
particular  merit  are  the  sections  on  alopecia  areata, 
fungus  infections  of  the  hair,  and  seborrhea.  The 
author  has  devoted  some  space  to  the  historical  as- 


pect of  alopecia  areata  and  tineas  of  the  scalp.  The 
description  of  Fox-Fordyce  Disease  is  good. 

The  author  and  the  publisher  are  to  be  congratu- 
lated on  this  excellent  volume. 

Allen  Pepple,  M.D. 

Compendium  of  Regional  Diagnosis  in  Lesions  of  the 
Brain  and  Spinal  Cord.  A Concise  Introduction  to 
the  Principles  of  Localization  of  Diseases  and  In- 
juries of  the  Nervous  System.  By  ROBERT  BING, 
Professor  of  Neurology,  University  of  Basel,  Switzer- 
land. Translated  and  edited  by  WEBB  HAYMAKER, 
Assistant  Clinical  Professor  of  Neurology  and  Lec- 
turer in  Neuro-Anatomy,  University  of  California. 
Eleventh  Edition.  St.  Louis.  The  C.  V.  Mosby  Com- 
pany. Octavo  of  292  pages.  Illustrated.  Cloth. 
Price,  $5.00. 

This  brief  but  thorough  book  concerning  the  anat- 
omy and  regional  localization  of  lesions  in  the  nerv- 
ous system  has  remained  popular  for  thirty  years, 
and  the  eleventh  edition  is  thoroughly  up-to-date. 

It  is  almost  impossible  to  avail  one’s  self  of  good 
anatomic  description  and  illustration,  accompanying 
logical  physiologic  and  pathologic  data  covering  the 
brain  and  spinal  cord  in  such  compact  easily  read- 
able and  understandable  fashion.  Such  a book  with 
125  illustrations,  many  in  color,  should  be  available 
to  all  medical  students  and  physicians  interested  in 
the  field  of  neurology.  J.  L.  Thomson. 

The  1940  Year  Book  of  Public  Health.  Edited  by  J.  C. 
GEIGER,  M.D.,  Dr.P.H.,  Director  of  Public  Health, 
City  and  County  of  San  Francisco;  Clinical  Profes- 
sor of  Epidemiology,  University  of  California.  The 
Year  Book  Publishers,  Inc.  Chicago,  1940.  560  pages. 
Cloth.  Price,  $3.00. 

This  Year  Book  is  really  a series  of  abstracts  of 
many  articles  in  the  public  health  field  published 
over  the  last  year  or  two.  The  subjects  covered  are 
communicable  diseases,  epidemiology,  food  and  milk, 
nutrition,  housing,  statistics,  laboratory  and  in- 
dustrial hygiene,  administration  which  includes  ad- 
ministration of  medical  and  maternal  care  as  well  as 
public  health,  health  education  and  child  hygiene. 
Under  the  latter  is  included  dental  hygiene,  mental 
hygiene  and  nursing. 

Articles  on  all  the  important  communicable  dis- 
eases published  during  the  last  year  have  been  ab- 
stracted. The  other  subjects  outlined  above  are  cov- 
ered in  the  same  way  and  the  volume  gives  a good 
review  on  work  that  is  being  done  in  these  different 
fields.  If  anyone  wants  to  go  into  any  subject  more 
thoroughly,  he  can  do  that  by  referring  to  the  origi- 
nal articles.  The  book  will  be  of  much  value  to  the 
health  officer,  the  epidemiologist,  and  the  laboratory 
worker.  Fred  J.  Wampler,  M.D. 
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Editorial 


The  Theory  of  Diabetes. 

In  diabetes,  is  a pathological  pancreas  the  cause, 
or  is  functional  deficiency  of  the  islands  of  Langer- 
hans  merely  relative  to  something  else?  This  is  the 
point  on  which  the  thought  of  theorists  and  the  work 
of  experimentalists  has  centered  for  a long  time. 
After  the  introduction  of  insulin  the  pure  pancreatists 
held  the  field  for  a while,  almost  undisputed.  Then, 
recovering  somewhat,  the  skeptics  began  to  accumu- 
late new  evidence  to  the  effect  that  overactivity  of  the 
anterior  pituitary  and,  by  inference  at  least,  over- 
activity of  the  adrenal  cortex,  and  impairment  of 
liver  function,  each,  has  an  influence  on  carbohy- 
drate metabolism  which  may  be  primarily  respon- 
sible for  the  diabetic  state,  directly  or  through  an 
effect  on  the  pancreas.  Then  there  is  the  experience 
in  the  clinic  of  lessened  intensity  of  diabetes  after 
thyroidectomy  in  exophthalmic  goiter.  Altogether, 
the  champions  of  extra-pancreatic  factors,  like  Mrs. 
Browming  in  her  Aurora  Leigh,  have  charged  that, 
verily,  many  thinkers  of  this  age  understand  the  sub- 
ject “too  insularly”. 

The  clinician  has  a deep  interest  in  all  this.  It 
was  through  the  work  of  men  concerned  with  ad- 


v^anced  aspects  of  the  subject  that  the  clinician  was 
taught  something  about  the  relationship  between  car- 
bohydrate and  fat  metabolism  and  the  prevention  of 
ketosis.  But  in  the  great  majority  of  cases  the 
clinician,  armed  with  insulin,  may  for  the  present 
hold  to  the  insular  viewpoint.  Not  until  they  had 
carefully  weighed  the  newer  data  did  Warren  and 
Wilder  give  expression  to  these  tw’o  guiding  prin- 
ciples : 

Said  Warren:  So  much  experimental  evidence  ties 
the  pituitary  to  diabetes  that  we  are  prone  to  forget 
that  nature  herself  gives  us  but  few  examples  of 
diabetes  associated  with  pituitary  change,  and  those 
are  of  a distinctive  form. 

And  Wilder : It  seems  to  me  that  we  still  ought  to 
adhere  to  the  theory  of  diabetes  as  it  originally  was 
maintained  by  Naunyn  that  with  very  rare  excep- 
tions the  primary  cause  is  an  inborn  biologic  in- 
feriority, primarily  of  the  insular  reserve. 

This  thesis.  Wilder  said,  is  accepted  by  many  au- 
thorities, including  Umber,  Joslin — with  some  reser- 
vation— and  Woodyatt. 


J.  H.  Smith. 
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Comments  on  Crockett’s  Revision. 

In  this  issue  there  is  presented  the  first  revision 
of  the  list  of  commercial  preparations  of  hormones 
originally  published -in  this  Journal  (66  :191,  1939) 
by  the  late  Professor  W.  G.  Crockett.  The  wide  de- 
mand for  reprints  of  Dr.  Crockett’s  first  article, 
by  physicians,  pharmacists  and  pharmaceutical 
firms,  is  proof  of  the  importance  of  his  summary. 
On  the  day  of  his  death  he  sent  me  this  paper  for 
final  criticism.  Except  for  some  minor  changes  it 
remains  essentially  as  he  wrote  it. 

Probably  the  most  important  advance,  noticeable 
in  this  revision,  is  the  increase  in  the  number  and 
variety  of  estrogenic  preparations.  Unfortunately, 
there  is  much  confusion  existing  among  practitioners 
concerning  the  relative  efficiency  of  these  substances, 
as  estradiol,  estradiol  benzoate  or  di-propionate, 
estrone,  and  estriol.  Both  estrone  and  estriol  may  be 
rated  in  international  units  (I.  U.) — one  unit  repre- 
senting the  activity  of  0.1  gamma  (1/10,000  mg.)  of 
pure  estrone,  as  tested  usually  by  the  vaginal  smear 
method  in  castrated  female  rats. 

However,  since  the  benzoate  ester  of  estradiol  has 
a much  longer  lasting  effect,  even  when  the  intensity 
of  response  is  the  same  as  estrone,  an  international 
estradiol  benzoate  unit  has  been  established.  The 
end  result  of  having  two  such  units,  however,  is  con- 
fusing. Since  most  of  the  commercial  products  are 
now  in  pure  form,  some  synthesized  from  others,  in 
my  opinion  it  is  advisable  to  disregard  international 
units  entirely,  and  to  prescribe  dosages  in  milligrams. 

Of  course,  a milligram  of  estradiol  is  much  more 
effective  (about  12  times)  than  one  of  estrone.  How- 
ever, since  I know  of  no  work  proving  any  essential 
difference  in  the  physiologic  effects  of  the  various 
estrogens,  I believe  it  best  for  a physician  to  select 
one  preparation  and  use  it  constantly,  rather  than 
use  several  and  thereby  be  constantly  concerned 
about  how  much  of  one  is  equivalent  to  so  much  of 
another.  Few  men  in  general  practice  would  con- 
sider using  leaf  digitalis  on  one  patient,  ouabain 
on  another,  and  a pure  glycoside  on  a third,  nor 
would  they  shift  indiscriminately  from  one  brand  of 
dried  thyroid  to  another.  Why  should  we  not  look 
upon  the  estrogens  in  the  same  way  ? 

One  notes  that  some  of  the  estrogenic  prepara- 
tions in  Dr.  Crockett’s  list,  are  designated  only  by 
their  proprietary  name,  and  no  statement  is  made 
concerning  which  estrogenic  hormone  they  contain. 
This  is  due  to  the  fact  these  concerns  do  not  give 


this  information  in  their  literature,  either  because 
they  do  not  know — or  as  I have  been  told — that  a 
question  of  patent  rights  is  involved.  If  the  latter 
is  true,  then  it  is  truly  regrettable  that  such  legal 
technicalities  should  be  permitted  to  interfere  thus 
with  full  and  correct  labeling  of  a drug.  However, 
I feel  sure  that  all  such  undescribed  preparations, 
when  dissolved  in  oil  at  least,  may  be  considered  to 
be  estrone. 

There  are  a few  practical  points  that  may  be 
well  kept  in  mind  concerning  the  administration 
of  estrogen: 

1.  Oral  administration  of  an  estrogen  requires  per- 
haps eight  or  ten  times  as  much  as  is  administered 
intramuscularly.  This  is  probably  because  of  the  fact 
that  the  liver  detoxifies  the  hormone  as  it  is  ab- 
sorbed from  the  gut. 

2.  The  esters  of  estradiol,  as  the  benzoate  and 
di-propionate,  have  a longer  lasting  effect  than  estra- 
diol, probably  due  to  slow'er  absorption.  Perhaps 
they  may  be  better  suited  for  intramuscular  admin- 
istration because  of  this  fact.  However,  some  au- 
thors believe  that  it  may  be  inadvisable  to  inject  the 
foreign-oil  vehicles  of  these  preparations  over  long 
periods  of  time,  because  of  local  reactions. 

3.  Patients  wall  differ  remarkably  in  the  dosage 
needed.  For  instance,  one  patient  may  complain  of 
severe  mastod\nia  from  moderate  doses  of  estradiol 
benzoate,  whereas  another  may  take  twice  as  much 
without  such  symptoms.  Of  course,  due  to  the  cost 
of  the  products,  the  menopausal  patient  should  de- 
termine herself  what  is  the  minimal  amount  she  needs 
for  relief  of  her  condition. 

4.  For  oral  administration,  water-soluble  estriol 
is  probably  preferable  to  lipoid-soluble  estrone,  and 
free  alpha-estradiol  is  preferable  to  its  more  insoluble 
esters. 

5.  The  use  of  estrogenic  hormones  may  be  contra- 
indicated in  early  pregnancy. 

It  is  of  interest  that  a recent  assay  by  Goldman 
and  Cinberg  (Endoc.  27:524,  1940)  of  the  potency 
of  five  commercial  preparations,  of  pituitary  gonado- 
tropin has  shown  them  to  be  far  below  their  stated 
strength,  due  probably  to  deterioration. 

R.  J.  Main. 

Paging  Dr.  Doe  (to  ask  if  he  has  filled  out  his 

questionnaire). 

To  every  doctor  in  the  State  of  Virginia,  as  to 
doctors  in  ever}’  other  state  in  the  Union,  a question- 
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naire  was  recently  sent  by  the  American  Medical 
Association.  By  means  of  the  facts  contained  in  the 
answers  to  the  questionnaire  the  members  of  the 
medical  profession  will  be  assorted  as  to  age,  quali- 
fications, disability  and  preference  of  service.  The 
information  will  be  handed  over  to  the  War  De- 
partment in  Washington  and  on  the  basis  of  it  the 
medical  department  of  the  Army  and  Xavy  will  be 
organized  for  war.  The  importance  of  the  proper 
filling  out  and  the  prompt  returning  of  the  question- 
naire by  every  doctor,  irrespective  of  his  age  or  any 
disability,  is  obvious.  The  doctors  of  Virginia  who 
have  not  yet  performed  this  duty  are  again  urged  to 
do  so.  It  might  interest  those  doctors  within  the  age 
limit  of  the  draft  to  know  that  they  are  subject  to  the 
draft,  and,  unless  registered  in  Washington  by  the 
A.M.A.  through  their  properly  answered  question- 
naires, they  may  be  called  into  the  service  in  depart- 
ments other  than  those  in  which  they  should  be 
able  to  do  most  for  their  country  because  of  their 
training. 

Jonathan  Meakins’s  Third. 

Is  it  audacious  for  one  man  to  attempt  unaided  to 
write  a treatise  on  the  practice  of  medicine  at  a time 
when  specialization  is  so  much  to  the  fore?  Meakins 
does  not  think  so.  Sir  William  Osier  did  not  think 
so.  Nor  do  many  others  who  feel  that  the  unity  of  a 
presentation  has  a value  of  itself,  that  the  balance, 
the  varying  emphases  placed  upon  the  component 
parts  of  the  whole,  and  the  method  of  correlation  into 
a whole  are  of  themselves  important  in  giving  an 
understanding  of  the  whole. 

Meakins,  in  the  third  edition  of  his  Practice  of 
Medicine,  has  produced  single-handed  a serviceable 
text  with  a profusion  of  excellent  illustrations.  His 
emphasis  is  upon  the  fact  that  from  a patient’s  exist- 
ing symptoms  and  signs,  which  indicate  disturbance 
of  functions,  pathological  changes  may  be  traced  and 
identified.  To  symptoms  as  the  first  and  earliest  sign 
of  disease  he  gives  particular  prominence.  This  is  as 
it  should  be.  He  takes  account  of  rapid  changes  in 
medical  knowledge,  such  as,  for  instance,  the  chemo- 
therapy of  pneumonia,  the  part  of  Vitamin  K in 
hemorrhagic  disease  associated  with  liver  pathology, 
sarcoidosis  as  a general  disease,  the  newer  knowledge 
regarding  hypertension,  and  the  newest  conceptions 
of  the  role  of  the  liver  in  circulatory  failure. 

Among  the  present  generation  of  medical  books, 
Meakins’s  ranks  high.  Students  and  practitioners 


are  fortunate  if  they  have  a copy  on  hand  for  ready 
reference. 

The  Knights  of  St.  John. 

Tliose  who  have  heard  Colonel  Edgar  Erskine 
Hume  lecture  on  the  medical  work  of  the  Knights 
Hospitallers  of  St.  John  of  Jerusalem,  have  hoped 
that  he  would  put  his  material  into  book  form.  That 
wish  has  now  been  fulfilled.  The  Johns  Hopkins 
Press  has  recently  issued  a book  attractively  printed 
and  richly  illustrated  to  make  permanent  the  results 
of  this  piece  of  research. 

It  is  interesting  to  know  that  this  is  the  first  com- 
prehensive account  in  English  of  the  medical  work  of 
a remarkable  order  which  has  existed  since  the 
Eleventh  Century.  Of  the  Knights’  deeds  and  brav- 
ery on  land  and  sea  much  has  been  written,  but  little 
of  their  humanitarian  service  in  Rhodes  and  IMalta 
and  throughout  war-torn  countries  during  many  cen- 
turies has  been  told  until  now. 

Colonel  Hume’s  account  is  a fascinating  story  of 
the  accomplishments  of  this  Sovereign  Military 
Order  of  Malta. 

Subjugation  of  Tuberculosis. 

“One  of  the  great  achievements  of  the  20th  cen- 
tury will  be  the  subjugation  of  tuberculosis”,  said 
Henry  D.  Chadwick  in  his  presidential  address  be- 
fore the  National  Tuberculosis  Association  at  Cleve- 
land. 

Delegates  were  reminded,  however,  that  before  the 
goal  can  be  reached,  certain  wide  gaps  in  the  pro- 
gram of  research,  case-finding  and  provision  of 
treatment  facilities,  must  be  closed.  There  is  as  yet 
no  specific  cure,  no  dependable  vaccine;  chemother- 
apy offers  scant  encouragement,  case-finding  is  still 
too  haphazard  and  at  least  60,000  more  beds  for 
tuberculous  patients  are  needed. 

The  need  for  additional  beds  is  evident  when  we 
face  the  fact  that  those  states  which  have  provided 
the  minimum  of  two  beds  for  each  annual  death  have 
reduced  their  death-rate  much  more  rapidly  than 
those  with  one  bed.  Eourteen  states  have  failed  to 
provide  even  one  bed  and  the  majority  of  them  are 
in  the  South.  The  death-rate  in  thirteen  of  these 
states  exceeds  the  average  for  the  country  as  a whole. 

It  is  interesting  as.  well  as  challenging  to  note  the 
death-rate  for  Virginia  as  compared  with  the  average 
for  the  nation.  In  1939  the  rate  for  the  nation  was 
46.5  per  100,000  population  and  66.2  for  the  State  of 
Virginia. 


768 


Virginia  Medical  Monthly 


[December, 


Additional  beds  for  the  tuberculous  placed  where 
most  needed  should  be  the  No.  1 item  on  the  agenda 
of  the  tuberculosis  campaign.  Health  Education  as 
it  applies  to  tuberculosis  seems  to  be  item  No.  2.  It 
is  in  the  latter  field  that  individual  contributions  to 
the  voluntary  tuberculosis  associations  through  the 
purchase  of  Christmas  Seals  will  be  most  effective. 
These  organizations  furnish  information  to  the  in- 
dividual, to  the  community  and  to  the  governing 


bodies  in  the  various  localities,  which  results  in  in- 
creased appropriations  for  sanatoria  care,  clinic  serv- 
ice, collapse  therapy  and  above  all,  an  enlightened 
public.  Each  year,  hundreds  and  hundreds  of  Vir- 
ginians seek  medical  aid  while  the  disease  is  still  in 
the  early  stages.  We  should  see  to  it  that  their  hopes 
for  help  are  not  disappointed. 

A.  B.  C. 


Department  of  Clinical  and  Medical  Education 

of  the 


Medical  Society  of  Virginia 


Postgraduate  Clinic. 

The  twenty-sixth  postgraduate  clinic  was  held  at 
the  University  of  Virginia  on  November  8 and  9. 
It  consisted  of  a Symposium  on  Obstetrics  and  Gyn- 
ecology conducted  by  eminent  specialists  in  the  field. 
The  full  program  was  printed  in  the  November  issue 
of  the  Virginia  Medical  Monthly.  Following  the 
afternoon  program  on  Friday  the  visitors  were  en- 
tertained at  dinner  by  the  Department  of  Obstetrics 
and  Gynecology  at  the  Farmington  Country  Club. 
Dr.  and  Mrs.  Tiffany  Williams  entertained  for  them 
at  their  home  following  the  James  Carroll  Flippin 
lecture  on  Friday  evening. 

The  following  doctors  registered  for  the  clinic ; 

Dr.  L.  M.  Allen,  Winchester. 

Dr.  H.  L.  Baptist,  Ivy. 

Dr.  Joseph  Bear,  Richmond. 

Dr.  H.  G.  Bland,  Newport  News. 

Dr.  R.  E.  Booker,  Lottsburg. 

Dr.  G.  S.  Bowers,  Frostburg. 

Dr.  John  O.  Boyd,  Roanoke. 

Dr.  James  G.  Brown,  Woodville. 

Dr.  W.  E.  Brown,  Blue  Ridge  Sanatorium. 

Dr.  E.  W.  Buckingham,  Newport  News. 

Dr.  A.  C.  Byers,  Harrisonburg. 

Dr.  F.  L.  Byers,  Harrisonburg. 

Dr.  H.  G.  Byrd,  Louisa. 

Dr.  G.  C.  Campbell,  Staunton. 

Dr.  B.  L.  Carleton,  Newport  News. 

Dr.  A.  L.  Carson,  Jr.,  Richmond. 

Dr.  H.  T.  Chelf,  Culpeper. 

Dr.  J.  C.  Coulter,  Charlottesville. 

Dr.  Frank  Daniel,  Charlottesville. 

Dr.  H.  S.  Daniel,  Louisa. 

Dr.  A.  C.  Davis,  Roanoke. 

Dr.  E.  D.  Davis,  Crozet. 

Dr.  C.  O.  Dearmont,  White  Post. 


Dr.  H.  T.  Dickie,  Roseland. 

Dr.  C.  W.  Dorsey,  Roanoke. 

Dr.  E.  B.  Dovell,  Unionville. 

Dr.  L.  C.  Downing,  Roanoke. 

Dr.  Elizabeth  Edmunds,  Lynchburg. 

Dr.  E.  M.  Ellerson,  Staunton. 

Dr.  E.  E.  Epperson,  Meadow  View. 

Dr.  C.  F.  Gaylord,  Staunton. 

Dr.  G.  G.  Gooch,  Roanoke. 

Dr.  A.  M.  Groseclose,  Roanoke. 

Dr.  E.  S.  Groseclose,  Lynchburg. 

Dr.  A.  B.  Grubb,  Cripple  Creek. 

Dr.  J.  M.  Habel,  Suffolk. 

Dr.  Percy  Harris,  Scottsville. 

Dr.  W.  F.  Hartman,  Swoope. 

Dr.  H.  H.  Hazen  (Speaker),  Washington,  D.  C. 
Dr.  M.  B.  Hiden,  Leesburg. 

Dr.  R.  W.  Holmes,  Chicago  and  Charlottesville. 
Dr.  George  Hurt,  Roanoke. 

Dr.  J.  Paul  Kent,  Alta  Vista. 

Dr.  E.  C.  Kidd,  Lovingston. 

Dr.  D.  M.  Kipps,  Front  Royal. 

Dr.  W.  A.  Kyger,  Free  Union. 

Dr.  Henry  J.  Langston,  Danville. 

Dr.  T.  C.  Lawford,  Newport  News. 

Dr.  Charles  E.  Llewellyn,  Richmond. 

Dr.  Anita  Lotti,  Charlottesville. 

Dr.  J.  F.  McGavock,  Crozet. 

Dr.  C.  E.  McLennan,  Minneapolis,  Minn. 

Dr.  Margaret  McLennan,  Minneapolis,  Minn. 
Dr.  R.  H.  Manson,  McKenney. 

Dr.  T.  A.  Moneymaker,  Washington,  D.  C. 

Dr.  R.  Morgan,  Roanoke. 

Dr.  N.  P.  Moss,  Roanoke. 

Dr.  J.  O.  Mundy,  Charlottesville. 

Dr.  R.  D.  Mussey  (Speaker),  Rochester,  Minn. 
Dr.  Dan  O.  Nichols,  Charlottesville. 

Dr.  S.  E.  Oglesby,  Lynchburg. 

Dr.  W.  H.  Paine,  Charlottesville. 

Dr.  T.  E.  Patteson,  Ransons. 
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Dr.  Harrison  Picot,  Alexandria. 

Dr.  F.  O.  Plunkett,  Lynchburg. 

Dr.  B.  F.  Randolph,  Arrington. 

Dr.  C.  M.  Rice,  Sweet  Briar. 

Dr.  C.  L.  Riley,  Winchester. 

Dr.  L.  G.  Roberts,  Moorman’s  River. 

Dr.  M.  P.  Rucker  (Speaker),  Richmond. 

Dr.  J.  R.  Saunders,  Madison  Heights. 

Dr.  E.  C.  Schelin,  Richmond. 

Dr.  S.  W.  Selden,  Kents  Store. 

Dr.  L.  L.  Shamburger,  Richmond. 

Dr.  J.  A.  Sims,  Alexandria. 

Dr.  H.  C.  Spaulding,  Richmond. 

Dr.  H.  J.  Steele,  Bluefield,  W.  Va. 

Dr.  E.  W.  Stratton,  Charlottesville. 

Dr.  W.  D.  Suggs,  Richmond. 

Dr.  J.  F.  Thaxton,  Tye  River. 

Dr.  J.  A.  M.  Thompson,  Blue  Ridge  Sanatorium. 
Dr.  N.  A.  Thompson,  Danville. 

Dr.  P.  E.  Thornhill,  Norfolk. 

Dr.  H.  F.  Traut  (Speaker),  New  York  City. 


Dr.  H.  H.  Ware,  Jr.,  Richmond. 

Dr.  A.  D.  F.  White,  Lynchburg. 

Dr.  J.  M.  Whitfield,  Richmond. 

Dr.  M.  H.  Winer,  Charlottesville. 

Dr.  W.  C.  Winn,  Richmond. 

Dr.  William  H.  Wood,  Jr.,  Charlottesville. 

Dr.  F.  H.  Yorkoff,  Clintwood. 

Local  Courses. 

Dr.  Hugh  H.  Trout,  retiring  President  of  the 
Medical  Society  of  Virginia  and  the  new  Chairman 
of  this  Department,  recently  sent  letters  to  each  com- 
ponent society  offering  the  assistance  of  the  Depart- 
ment in  arranging  programs  and  providing  speakers 
on  local  clinics.  Societies  wishing  to  take  advantage 
of  this  offer  of  assistance  should  communicate  with 
the  Executive  Secretary. 

George  B.  Zehmer, 

‘ Executive  Secretary. 


Proceedings  of  Societies 


Louisa  County  Medical  Society. 

At  a called  meeting  of  this  Society  in  Mineral,  on 
October  28,  the  following  officers  were  elected:  Presi- 
dent, Dr.  H.  G.  Byrd,  Louisa;  and  secretary- 
treasurer,  Dr.  E.  B.  Pendleton,  Cuckoo. 

A county-wide  small-pox  vaccination  program  for 
school  children  was  adopted  for  the  near  future,  and 
the  society  agreed  to  aid  the  county  school  teachers 
in  their  annual  health  inspection. 

The  Dickenson-Buchanan  County  Medical 

Society 

Met  at  Grundy  Hospital,  Grundy,  on  October  23, 
Dr.  J.  C.  Moore,  President,  of  Keen  Mountain,  pre- 
siding. A committee  on  Medical  Preparedness  was 
appointed  as  follows:  Dr.  A.  S.  Richardson,  chair- 
man, Dr.  J.  C.  Trivett,  Dr.  D.  F.  Love,  Dr.  E.  M. 
Fusco,  and  Dr.  George  Snead.  Dr.  H.  M.  Kelso, 
Abingdon,  and  Dr.  C.  W.  Scott,  of  State  Health 
Department,  gave  an  interesting  talk  on  the  Tuber- 
culosis Situation  in  Southwestern  Virginia.  The 
principal  address  was  by  Dr.  A.  L.  Carson,  Jr.,  of 
the  State  Health  Department,  on  Syphilis  in  Preg- 
nancy. 


This  society  meets  monthly,  with  an  average  at- 
tendance of  about  twenty  members.  Dr.  T.  C. 
Sutherland,  Haysi,  is  secretary-treasurer. 

The  Tazewell  County  Medical  Society 

Met  on  November  14  in  Tazewell.  Dr.  F.  H. 
Smith,  Abingdon,  was  the  speaker,  his  topic  being 
“The  Sulfanilamide  Group  in  the  Service  of  the 
General  Practitioner”.  The  following  were  elected 
to  membership:  Dr.  J.  W.  Houck,  Dr.  G.  D.  Ver- 
milya,  and  Dr.  Lee  Harris,  all  of  Richlands. 

Dr.  J.  P.  Williams,  Richlands,  is  president  of 
this  society  and  Dr.  Mary  Elizabeth  Johnston,  Taze- 
well, is  secretary. 

Augusta  County  Medical  Association. 

This  Association  held  its  quarterly  meeting  early 
in  November  at  the  Stonewall  Hotel  in  Staunton,  at 
which  time  Dr.  Samuel  A.  Vest  of  the  University 
of  Virginia  gave  a talk  on  “The  Male  Hormone”, 
and  Dr.  Kenneth  Bradford  of  Staunton  gave  an  il- 
lustrated case  report  on  “The  Treatment  of  Spon- 
taneous Pneumothorax”.  Dinner  followed.  Dr. 
S.  H.  Garst  of  Staunton  is  president  and  Dr.  J.  E. 
Cox  of  Waynesboro  secretary  of  the  Association. 
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Lynchburg  Academy  of  Medicine. 

At  the  regular  meeting  on  September  9,  Dr.  Wal- 
ter B.  Martin,  Norfolk,  spoke  on  his  experimental 
work  using  sulfapyridine  and  sulfathiozol  in  the 
treatment  of  staphylococcus  infections.  His  lecture 
was  illustrated  with  many  spectacular  cases  of  re- 
covery. 

Dr.  George  S.  Bowers,  Rustburg,  was  elected  to 
membership. 

It  was  decided  that  membersi  in  good  standing  who 
are  called  to  active  service  as  a result  of  the  defense 
program  should  retain  their  full  membership  and  be 
relieved  of  payment  of  dues  while  in  the  service. 

Resolutions  on  the  death  of  Dr.  James  Morrison 
were  presented  from  the  Junior  Journal  Club  of 
Lynchburg,  of  w'hich  Dr.  Morrison  was  an  original 
member. 


Dr.  R.  Finley  Gayle,  Jr.,  Richmond,  gave  an  il- 


lustrated lecture  on  “The  Treatment  of  Parkinsonism 
with  Belladonna  Alkaloids”,  at  the  October  meeting. 

The  Society  tabled  indefinitely  any  action  on 
equalizing  medical  cost  to  men  serving  in  the  emer- 
gency program.  The  committee  on  National  Pre- 
paredness was  appointed  as  follows:  chairman.  Dr. 
R.  D.  Caldwell,  Dr.  D.  M.  Thomasson,  Dr.  James 
Gorman,  Dr.  Bernard  Kyle,  and  Dr.  Edwin  Harper, 
with  Drs.  George  Tompkins,  Powell  Dillard  and 
H.  P.  Brown,  as  alternates. 


The  November  meeting  was  held  on  the  4th  and 
the  entire  program  was  devoted  to  fractures.  Dr. 
H.  H.  Wescott,  Roanoke,  presented  a paper  on  “First 
Aid  Treatment  of  Fractures”,  and  Dr.  O.  L.  Miller, 
Charlotte,  N.  C.,  an  illustrated  paper  on  “Trauma 
In  and  Near  the  Hip  Joint”.  Both  papers  were  gen- 
erally discussed. 

Dr.  E.  G.  Scott  is  president  of  the  Academy  and 
Dr.  C.  E.  Keefer,  secretar}>'-treasurer. 


News  Notes 


The  Southern  Medical  Association 

Had  an  attendance  of  over  2,500  at  its  meeting  in 
Louisville,  November  13-15,  more  than  two  thou- 
sand of  whom  were  physicians.  Virginia  had  a 
representation  of  about  sixty,  many  of  whom  were 
accompanied  by  their  wives.  The  President-elect, 
Dr.  Quitman  U.  Newell  of  St.  Louis,  having  died  on 
the  4th  of  November,  Dr.  Paul  H.  Ringer  of  Ashe- 
ville, N.  C.,  was  elected  president  to  succeed  Dr. 
Arthur  T.  McCormack.  Other  officers  are:  Presi- 
dent-elect, Dr.  M.  Pinson.  Neal,  Columbia,  Mo.; 
vice-presidents.  Dr.  E.  Lee  Heflin  of  Louisville  and 
Dr.  James  R.  Bloss  of  Huntington,  W.  Va.  Mr. 
C.  P.  Loranz  continues  as  Secretarj'-Manager,  and 
Dr.  M.  Y.  Dabney  as  editor  of  the  Journal.  The 
next  meeting  of  the  Association  will  be  held  in  St. 
Louis,  Mo.,  in  November,  1941. 

Virginia  doctors  noted  as  officers  in  sections  are: 
Dr.  Austin  I.  Dodson  of  Richmond  as  secretary  of 
the  Section  on  Urology;  Dr.  David  C.  Wilson  of 
Charlottesville  as  chairman  of  the  Section  on  Neurol- 
ogy and  Psychiatry  and  Dr.  Harvey  B.  Haag  of 
Richmond  as  chairman  of  the  Medical  Education 
Section. 


The  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina 
Is  meeting  in  Washington,  N.  C.,  December  3 
to  5,  under  the  presidency  of  Dr.  John  Cotten  Tayloe 
of  that  place.  An  interesting  program  includes 
papers  by  a number  of  members  and  guests. 

Married. 

Dr.  Hubert  Dinwiddle  Crow,  Lawrenceville,  and 
IMiss  Pattie  Gregg  Featherstun,  Richmond,  Novem- 
ber 18.  Dr.  Crow  is  a graduate  of  the  IMedical 
College  of  Virginia,  class  of  ’38. 

Dr.  Homer  Jackson  Hancock,  Welch,  W.  Va., 
and  Miss  Harriet  Loyd  Hudgins,  Warrenton,  N.  C., 
October  26.  Dr.  Hancock  graduated  from  the  !Medi- 
cal  College  of  Virginia  in  1937,  and  is  at  present 
connected  with  the  staff  of  the  Stevens  Clinic  Hos- 
pital at  Welch. 

Dr.  Francis  Nicholson  Taylor  and  IMiss  Sarah 
Elizabeth  Madison,  both  of  Petersburg,  Novem- 
ber 12. 

News  from  Medical  College  of  Virginia. 

Dedication  of  the  new  teaching  hospital  at 
the  Medical  College  of  Virginia,  Richmond,  will 
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take  place  on  Founders’  Day  of  the  institution, 
Thursday,  December  5,  twelve  o’clock  noon.  Among 
those  participating  will  be  Governor  James  H. 
Price;  Colonel  E.  W.  Clark,  Public  Works  Adminis- 
tration; Dr.  Walter  L.  Bierring,  past  president, 
American  Medical  Association;  Dr.  Walter  B.  Vlar- 
tin,  president.  Medical  Society  of  Virginia;  Dr. 
H.  E.  Jordan,  Dean,  Department  of  Medicine,  Uni- 
versity of  Virginia;  Mr.  M.  Haskins  Coleman,  Jr., 
Secretary,  Richmond  Hospital  Council,  and  Dr. 
Lewis  E.  Jarrett,  Director  of  the  Hospital  Division, 
Medical  College  of  Virginia.  A notable  group  of 
visitors  is  e.xpected.  Beginning  at  two  o’clock  in  the 
afternoon  the  new  hospital  will  be  open  for  inspec- 
tion to  the  general  public,  and  on  Tuesday  night, 
December  3,  a reception  and  hospital  open  house 
will  be  observed  at  the  new  hospital  for  the  local 
medical  profession  and  specially  invited  guests. 

The  new  hospital,  completed  at  a cost  of  approxi- 
mately $2,500,000.00,  with  equipment,  provides  for 
two  new  services  here,  neuropsychiatry  and  con- 
tagious diseases,  enlarged  facilities  for  physical  ther- 
apy and  many  other  activities  including  ample  pro- 
vision for  teaching. 

Dr.  Walter  L.  Bierring,  President,  and  Dr.  J.  J.. 
Moore,  Secretary,  of  the  Alpha  Omega  Alpha  na- 
tional honorary  medical  fraternity,  will  participate 
in  the  installation  of  a chapter  of  this  fraternity  at 
the  Medical  College  of  Virginia  on  Wednesday, 
December  4. 

News  from  University  of  Virginia. 

On  October  10,  Dr.  Andrew  D.  Hart,  Jr.,  spoke 
before  the  .Alexandria  Medical  Society,  meeting  in 
Alexandria,  on  the  subject.  Psychosomatic  Medicine. 

Dr.  T.  J.  Williams  addressed  the  Peninsula 
Academy  of  Medicine,  meeting  at  Old  Point  Com- 
fort, on  October  21.  His  subject  w'as  Ovarian  Hor- 
mones in  Obstetrics  and  Gynecology. 

On  October  22,  The  Faculty  of  the  Department 
of  Medicine  gave  a dinner  in  honor  of  Mr.  John  J. 
Moran  of  Habana,  Cuba.  After  the  dinner  General 
Jefferson  R.  Kean,  U.  S.  A.,  Retired,  gave  an  account 
of  Dr.  Walter  Reed’s  experiences  as  Director  of  the 
Commission  sent  to  Cuba  in  the  summer  of  1900  to 
study  the  cause  and  prevention  of  yellow  fever  and 
Mr.  Moran’s  contribution  to  this  study  was  one  of 
the  experimental  subjects  inoculated  with  the  yellow 
fever  virus  by  the  bite  of  a mosquito. 


Dr.  Fletcher  D.  Woodward  addressed  the  Ten- 
nessee Valley  Medical  Assembly  in  Knoxville,  on 
October  10  and  11.  His  subjects  were  The  Value  of 
Bronchoscopy  and  Esophagoscopy  in  the  Diagnosis 
of  Obscure  Chest  Conditions  and  The  Result  of 
Treatment  of  Certain  Malignancies  about  the 
Larynx,  Throat  and  Sinuses. 

The  University  has  announced  a new  scholarship 
in  the  Department  of  Medicine.  This  scholarship 
was  founded  in  1939  upon  the  bequest  of  Dr.  James 
L.  Minor,  a distinguished  Ophthalmologist  of  Mem- 
phis, Tennessee.  It  carries  an  annual  stipend  of 
$350.00. 

.At  the  fall  meeting  of  the  Northern  Neck  Medical 
Association  held  in  Stratford,  on  October  24,  Dr. 
H.  B.  Mulholland  spoke  on  The  Treatment  of  Pneu- 
monia, Dr.  A.  D.  Hart,  Jr.  discussed  Psychosomatic 
Medicine  and  Dr.  Byrd  S.  Leavell  spoke  on  The 
.Anemias. 

On  October  28,  Dr.  Staige  D.  Blackford  presented 
a paper  on  The  Pathogenesis  of  Spontaneous  Pneu- 
mothorax with  Illustrative  Cases  before  the  Ameri- 
can Clinical  and  Climatological  Association,  meeting 
in  White  Sulphur  Springs,  W.  Va. 

On  "November  6,  Dr.  Samuel  A.  Vest  addressed 
the  .Augusta  County  Medical  Society,  meeting  in 
Staunton,  on  the  subject,  Male  Hormones. 

Dr.  J.  M.  Meredith  attended  the  twenty-first  an- 
nual meeting  of  the  Association  of  Surgeons  of  the 
Chesapeake  & Ohio  Railway  on  November  8 at 
White  Sulphur  Springs,  W.  Va.,  and  discussed  a 
paper  given  by  Dr.  C.  C.  Coleman  of  Richmond. 

The  twenty-sixth  Postgraduate  Clinic  sponsored 
by  the  University  Medical  School  and  the  Division 
of  Extension  was  held  on  November  8 and  9 with 
the  program  arranged  as  a Symposium  on  Obstetrics 
and  Gjmecology.  On  Friday,  Dr.  H.  H.  Hazen, 
Consultant  Dermatologist  to  the  United  States  Pub- 
lic Health  Service,  discussed  Syphilis  in  Pregnancy; 
Dr.  James  R.  McCord,  Professor  of  Obstetrics  and 
Gynecology  at  Emory  University,  spoke  on  Puer- 
peral Infections;  Dr.  Herbert  F.  Traut,  Associate 
Professor  of  Obstetrics  and  Gynecology  at  Cornell 
University,  spoke  on  Pyelitis  in  Pregnancy;  Dr. 
Maurice  B.  Strauss,  of  Boston  City  Hospital,  dis- 
cussed Anemias  of  Pregnancy;  and  Dr.  M.  Pierce 
Rucker,  of  Johnston-Willis  Hospital,  Richmond, 
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spoke  on  Maternal  Health  in  Virginia.  On  Friday 
evening,  Dr.  Robert  D.  Mussey,  of  the  Mayo  Clinic, 
gave  the  James  Carroll  Flippin  Lecture,  speaking  on 
The  Toxemias  of  Pregnancy.  On  Saturday,  Dr. 
David  A.  Cooper,  Assistant  Professor  of  Medicine  at 
the  University  of  Pennsylvania,  discussed  Tubercu- 
losis in  Pregnancy;  Dr.  Edwin  C.  Hamblen,  Asso- 
ciate Professor  of  Obstetrics  and  Gynecology  at  Duke 
University,  spoke  on  Endocrine  Therapy  of  Ovarian 
Failure  during  Reproductive  Period;  and  Dr.  Clar- 
ence J.  Gamble,  of  Milton,  Massachusetts,  discussed 
Planned  Parenthood  and  presented  a film  on  The 
Technique  of  Contraception.  Ninety-two  physicians 
registered  for  the  Clinic. 

During  the  meetings  of  the  Southern  Medical  As- 
sociation in  Louisville,  on  November  11,  Dr.  Vin- 
cent Archer,  Chairman  of  the  Council,  gave  a radio 
address  of  eight  minutes,  speaking  on  the  subject  of 
X-rays  in  Present  Day  Medicine.  During  the  meet- 
ings he  also  addressed  the  Woman’s  Auxiliary  and 
discussed  Dr.  Edwin  Ernst’s  paper  on  The  Roentgen 
Examination  of  the  Mandibular  Joint. 

At  the  same  meeting  Dr.  Glassell  S.  Fitz-Hugh 
presented  a paper  on  Tracheotomy — An  Analysis  of 
a Series  of  100  Consecutive  Cases. 

At  the  meeting  of  the  University  of  Virginia  Medi- 
cal Society  on  November  11,  Dr.  Thomas  J.  Kirwin, 
of  New  York  Hospital,  spoke  on  the  subject  of 
Bladder  Tumors. 

The  Neuropsychiatric  Society  of  Virginia 

Met  at  the  University  of  Virginia  on  October  16 
and  the  following  program  was  presented:  The 

Effect  of  Metrazol  on  Living  Nerves  by  Dr.  C.  C. 
Speidel;  The  Relationship  of  the  Emotions  to  the 
Hypothalamus  by  Dr.  Beverley  R.  Tucker  of  Rich- 
mond; A New  Syndrome  of  Vascular  Headache: 
Results  of  Treatment  with  Histamine  by  Dr.  Bayard 
T.  Horton  of  the  Mayo  Clinic;  The  Localization  of 
a Focus  by  Means  of  an  Electroencephalogram  by 
Dr.  C.  G.  Holland;  The  Mental  Hygiene  of  Reading 
Disability  by  Dr.  Robert  Stone  of  Marlboro,  New 
Jersey;  and  ClinicaLPathological  Conference  by 
Drs.  J.  M.  Meredith,  D.  C.  Wilson  and  C.  G.  Hol- 
land. There  were  seventy-five  physicians  in  attend- 
ance. 

Dr.  Alfred  W.  Norris, 

Class  of  ’37,  Medical  College  of  Virginia,  has 
moved  from  Jonesport,  Maine,  and  is  now  located  in 
Benson,  N.  C. 


Dr.  W.  S.  Burton, 

Formerly  of  Powhatan,  is  now  connected  with  the 
Division  of  Venereal  Disease  Control  of  the  State 
Health  Department  with  offices  at  Long  Branch, 
East  Hampton. 

Psychiatrists  Organize  for  Public  Education 

Work. 

The  Committee  on  Public  Education  of  the  Amer- 
ican Psychiatric  Association  has  announced  an  or- 
ganization of  twelve  regional  districts,  each  headed 
by  a nationally  known  psychiatrist,  to  cooperate  with 
the  press  and  otherwise  to  foster  the  dissemination 
of  sound  psychiatric  information  to  the  public.  Dr. 
Winfred  Overholser,  superintendent  of  St.  Eliza- 
beth’s Hospital,  Washington,  is  regional  chairman 
for  this  district. 

One  of  the  principal  aims  will  be  to  accquaint  the 
public  with  the  fact  that  a well-staffed,  well-equipped 
hospital  for  the  care  of  the  mentally  ill  is  not  a 
luxury,  but  a basic  necessity  in  any  civilized  com- 
munity. 

Dr.  D.  Hunter  Marrow, 

After  a summer  spent  at  his  home  in  Boydton,  has 
left  for  Florida  and  will  be  at  Daytona  Beach  for 
the  winter  months. 

Personnel  Notes  from  State  Health  Depart- 
ment. 

The  appointment  of  Dr.  Henry  G.  Steinmetz  as 
Health  Officer  of  Pulaski  County  has  been  cancelled 
and  he  will  remain  in  Arlington  County  as  .Assistant 
Health  Officer. 

Dr.  J.  C.  Neale,  Jr.,  Assistant  Director  of  Rural 
Health  for  the  Southeast  Health  District,  has  now 
moved  into  his  permanent  office  in  Essex  Building  in 
Norfolk. 

Dr.  Allen  W.  Lane,  recently  Assistant  Health 
Officer  in  Brunswick  - Greensville  - Mecklenburg 
Health  District,  has  just  entered  upon  his  new 
duties  as  Health  Officer  of  Pulaski  County,  with 
headquarters  in  Pulaski. 

Dr.  Hubert  D.  Crow,  formerly  of  Buckingham, 
has  succeeded  Dr.  Lane  as  Assistant  Health  Officer, 
in  the  above  counties,  with  headquarters  at  Law- 
renceville. 

Dr.  J.  Gordon  Rennie, 

Recently  of  Bedford,  announces  his  association 
with  the  Pulaski  Hospital  at  Pulaski,  and  with  Dr. 
D.  S.  Divers  and  Dr.  C.  W.  Hickam  in  the  practice 
of  surgery. 


1940] 


Virginia  Medical  Monthly 


773 


Virginia  Cancer  Foundation. 

At  its  recent  meeting  in  Charlottesville,  Dr.  J. 
Shelton  Horsley,  Sr.,  of  Richmond,  was  elected  presi- 
dent of  the  Foundation,  which  is  affiliated  with  the 
American  Society  for  the  Control  of  Cancer.  Dr. 
E.  P.  Lehman  of  the  University  of  Virginia,  a di- 
rector for  the  National  organization,  was  re-elected  a 
director  of  the  Virginia  Foundation,  and  Dr.  W.  D. 
Haden  of  Charlottesville  will  be  treasurer. 

American  Clinical  and  Climatological  Asso- 
ciation. 

At  the  meeting  of  this  Association  at  White  Sul- 
phur Springs,  W.  Va.,  this  Fall,  Dr.  William  H.  Hig- 
gins of  Richmond  was  elected  a member.  This  is 
considered  an  honor  as  the  membership  is  limited. 
Other  Virginia  members  are:  Drs.  Staige  D.  Black- 
ford, H.  B.  Mulholland  and  J.  Edwin  Wood  of 
Charlottesville,  and  Drs.  James  P.  Baker,  Wyndham 
B.  Blanton,  James  H.  Smith  and  William  B.  Porter 
of  Richmond,  the  last  named  being  the  retiring 
president. 

Dr.  C.  C.  Coleman 

Of  Richmond  conducted  a panel  discussion  on 
Penetrating  Wounds  of  the  Brain,  at  the  Clinical 
Congress,  American  College  of  Surgeons,  recently 
held  in  Chicago.  His  collaborators  were  Dr.  Howard 
Naffziger  of  San  Francisco  and  Dr.  Wallace  D. 
Hamby  of  Buffalo. 

The  Mental  Hygiene  Society  of  Virginia, 

Meeting  in  Richmond,  October  31,  was  well  at- 
tended and  the  sessions  were  both  interesting  and  in- 
structive. The  speakers  were  Dr.  Joseph  E.  Barrett, 
clinical  director.  Southwestern  State  Hospital,  Mar- 
ion, who  presented  “Some  Comments  on  Problems  of 
the  Adolescent”;  Dr.  Frank  Curran,  senior  psychi- 
atrist, Bellevue  Hospital,  New  York  City,  whose  sub- 
ject was  “Treatment  of  Juvenile  Delinquency  at 
Bellevue  Hospital”;  and  Dr.  Lawrence  Kolb,  As- 
sistant Surgeon  General,  U.  S.  Public  Health  Serv- 
ice, Washington,  D.  C.,  who  spoke  on  “Mental 
Health  and  National  Defense”.  Dr.  Rowland  Egger, 
director  of  the  State  Budget,  also  gave  a talk  en- 
titled “A  Public  Administrator  Looks  at  Mental 
Hygiene”. 

Dr.  David  C.  Wilson  of  Charlottesville  was 
elected  president,  succeeding  Dr.  O.  B.  Darden  of 
Richmond.  Drs.  R.  Finley  Gayle  and  O.  B.  Darden 
of  Richmond  and  Dr.  Frank  H.  Redwood  of  Norfolk 


were  named  as  new  members  of  the  executive  com- 
mittee. Doctors  among  the  new  directors  are:  Dr. 
David  C.  Wilson,  Charlottesville;  Drs.  Beverley  R. 
Tucker,  Howard  R.  Masters  and  R.  Finley  Gayle  of 
Richmond;  Df.  Philip  S.  Smith,  Abingdon;  and  Dr. 
Joseph  E.  Barrett,  Marion. 

Dr.  Sidney  Grey  Page,  Jr. 

Has  opened  offices  for  the  practice  of  internal 
medicine  in  the  Medical  Arts  Building,  Richmond, 
and  will  be  associated  with  Dr.  William  H.  Hig- 
gins. Dr.  Page  graduated  from  the  Medical  College 
of  Virginia  in  1938  and,  for  the  past  two  years,  has 
been  on  the  Medical  House  Staff  of  Peter  Bent  Brig- 
ham Hospital  in  Boston,  Mass. 

American  Public  Health  Association. 

At  the  annual  meeting  held  in  Detroit  the  week 
of  October  7,  Dr.  W.  S.  Leathers,  Nashville,  Tenn., 
succeeded  to  the  presidency.  Dr.  John  L.  Rice,  New 
York  City,  was  named  president-elect;  and  Dr. 
Reginald  M.  Atwater,  New  York  City,  was  con- 
tinued as  executive  secretary.  The  70th  annual  meet- 
ing will  be  held  in  Atlantic  City,  N.  J.,  in  October, 
1941. 

C.  & O.  Surgeons. 

The  annual  meeting  of  the  C.  & O.  Railway  Sur- 
geons Association  was  held  November  8-9,  with  Dr. 
M.  J.  Payne,  President,  Staunton,  presiding.  New 
officers  elected  are  president.  Dr.  Clarence  Porter 
Jones,  Newport  News,  and  vice-president.  Dr.  Thos. 
W.  Moore,  Huntington,  W.  Va. 

Dr.  Albert  G.  Schnurman 

Is  now  located  at  Radford,  where  he  is  employed 
by  Mason  and  Hagan  Company,  who  are  engaged  in 
constructing  a powder  plant  for  the  Hercules  Powder 
Company.  He  is  a graduate  of  the  University  of  Vir- 
ginia, Department  of  Medicine,  in  1938,  following 
which  he  interned  at  Sinai  Hospital,  Baltimore.  Dr. 
Schnurman  was  recently  resident  physician  at  the 
Roanoke  Hospital,  Roanoke. 

Post-Graduate  Course  in  Ophthalmology  and 
Otolaryngology. 

The  seventh  post-graduate  course  in  these  spe- 
cialties will  be  held  at  the  University  of  Virginia, 
December  10th- 13th,  inclusive,  in  the  amphitheater 
and  operating  rooms  of  the  University  of  Virginia 
which  is  sponsoring  the  lectures  and  clinics.  The 
fee  for  this  course  is  $25.00  for  the  full  course  or 
$15.00  for  either  part.  Further  information  and 


774 


Virginia  Medical  Monthly 


[December, 


program  may  be  secured  from  Dr.  Fletcher  D.  Wood- 
ward, Box  1685,  University  Station,  Charlottesville, 
Va. 

Dr.  H.  I.  Pifer 

Of  Winchester,  member  of  the  class  of  ’21,  Med- 
ical College  of  Virginia,  received  his  fellowship 
into  the  American  College  of  Surgeons,  at  the  recent 
meeting  in  Chicago. 

Dr.  Waverly  R.  Payne 

Of  Nen'port  News,  was  the  guest  speaker  before 
the  Section  on  Obstetrics  of  the  Norfolk  County 
Medical  Society,  at  its  meeting  on  November  25th, 
his  subject  being  Cesarean  Section  with  Special  Ref- 
erence to  the  Lower  Segment  Operation;  Report  of 
110  Consecutive  Cases.  Lantern  slides  were  shown. 

Attend  American  Academy  of  Pediatrics. 

At  the  meeting  of  the  Academy  in  Memphis, 
November  18th  and  19th,  the  following  Virginians 
were  among  those  who  registered  attendance:  Drs. 
Thomas  D.  Jones,  W.  Ambrose  McGee  and  James 
B.  Stone  of  Richmond,  and  Dr.  Leta  J.  White  of 
Petersburg. 

To  Head  Pine  Camp,  Richmond. 

Dr.  George  A.  Welchons,  for  the  past  two  years 
assistant  director  of  Pine  Camp,  Richmond’s  tuber- 
culosis hospital,  has  been  appointed  superintendent 
and  medical  director,  effective  December  1st,  suc- 
ceeding Dr.  P.  E.  Schools  who  recently  tendered  his 
resignation  after  a service  of  fifteen  years.  Dr. 
Welchons  is  a native  of  Goochland  County  and  a 
graduate  of  the  VIedical  College  of  Virginia.  Be- 
fore becoming  Dr.  Schools’  assistant  in  1938,  he 
was  a member  of  the  resident  staff  of  the  Hospital 
Division  of  the  Medical  College  of  Virginia. 

Dr.  Otis  Whitlock, 

Who  has  recently  been  located  in  Richmond,  has 
returned  to  Powhatan  where  he  will  be  engaged  in 
general  practice. 

Dr.  James  H.  Gordon, 

Captain,  U.  S.  A.,  has  just  been  assigned  to  the 
medical  service  at  Walter  Reed  General  Hospital, 
Washington,  for  a year  of  extended  active  duty.  He 
is  an  alumnus  of  the  Medical  College  of  Virginia, 
class  of  ’34,  and  has  recently  been  engaged  in  gradu- 
ate work  in  venereal  diseases  at  Stokes  Clinic,  Uni- 
versity of  Pennsylvania,  Philadelphia. 


Dr.  C.  H.  Armentrout, 

Formerly  of  Flint  Hill,  who  recently  completed  a 
postgraduate  course  in  internal  medicine  at  Harvard 
University,  has  located  in  Arcade  Building,  .\she- 
ville,  N.  C.,  for  the  practice  of  his  specialty. 

Dr.  Charles  W.  Scott, 

Of  the  State  Health  Department,  by  invitation, 
spoke  before  the  Sullivan- Johnson  Medical  Society 
of  Tennessee,  at  Bristol  Hotel,  on  November  6.  His 
subject  was  “The  Management  of  the  Tuberculous 
Patient  in  the  Home”. 

American  Board  of  Obstetrics  and  Gyn- 
ecology. 

In  accordance  with  its  Articles  of  Incorporation, 
the  American  Board  of  Obstetrics  and  Gynecology 
has  elected  Dr.  Norman  F.  Miller  of  Ann  Arbor, 
Michigan,  and  Dr.  Willard  R.  Cooke  of  Galveston, 
Texas,  as  members,  directors,  and  examiners,  to  fill 
the  unexpired  terms  of  Dr.  Jennings  C.  Litzenberg 
and  Dr.  Grandison  D.  Royston,  both  of  whom  re- 
signed October  15,  1940. 

The  written  examination  and  review  of  case  his- 
tories (Part  I)  for  Group  B candidates  will  be  held 
in  the  various  cities  of  the  United  States  and  Can- 
ada on  Saturday,  January  4,  1941,  at  2:00  P.  M. 
Formal  notice  of  the  place  of  examination  will  be 
sent  each  candidate  several  weeks  in  advance  of  the 
examination  date.  Candidates  who  successfully  com- 
plete the  Part  I examination  proceed  automatically 
to  the  Part  II  examintion  to  be  held  in  June,  1941. 

Application  for  admission  to  Group  A (Part  II), 
examinations  must  be  on  file  in  the  Secretary’s 
Office  not  later  than  March  15,  1941. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretar}',  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 

New  Books. 

The  following  are  recent  acquisitions  to  the  Li- 
brary of  the  IMedical  College  of  Virginia  and  are 
available  to  our  readers,  the  only  cost  being  return 
postage. 

Menkin,  V. — Dynamics  of  inflammation. 

Metchnikoff,  E. — Founders  of  modern  medicine. 
Moller-Christensen,  V. — The  history  of  the  forceps. 

Morton,  R.  S. — A doctor’s  holiday  in  Iran. 

Packard,  E.  et  als. — Artificial  pneumothorax. 

Pancoast,  H.  K.  et  als. — The  head  and  neck  in  roentgen 
diagnosis. 
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Randell,  M. — Training  for  childbirth. 

Roeder,  H. — Atlas  of  cardio-roentgenology. 

Schnitker,  M.A. — Sulfanilamide,  sulfapyridine  and  allied 
compounds. 

Sheldon,  W.  H. — The  varieties  of  human  physique. 

Tidy,  H.  L. — A synopsis  of  medicine. 

Trueta,  J. — Treatment  of  war  wounds  and  fractures. 
Vaughan,  W.  T. — Primer  of  allergy. 

Wilder,  R.  M. — Clinical  diabetes  mellitus  and  hyper- 
insulinism. 

Wilson,  M.  G. — Rheumatic  fever. 

Zinsser,  H. — As  I remember  him. 

Lieut.-Comdr.  J.  F.  Terrell  (MC),  U.  S.  N., 
Who  has  been  stationed  at  Honolulu,  T.  H.,  is 
now  at  the  U.  S.  Naval  Training  Station,  New- 
port, R.  I.  He  is  an  alumnus  of  the  Medical  Col- 
lege of  Virginia. 

Dr.  T.  J.  Hughes, 

Roanoke,  has  been  elected  to  membership  in  the 
International  College  of  Surgeons.  He  will  be  re- 
ceived at  the  next  international  convocation  in 
Mexico  City  in  August,  1941. 

For  Sale — 

Drug  store,  established  and  operated  for  years  by 
physician  in  connection  with  his  practice.  Doctor 
now  deceased.  Store  being  operated  and  doing  good 
business.  Located  in  town  of  800,  fifty  miles  from 
Richmond.  Wonderful  opening  for  doctor  to  operate 
store  and  practice.  Must  have  $1,000  cash;  balance 
monthly.  Store  is  modern  and  well  arranged  for 
doctor’s  office  in  store.  Address  “Drug  Store”  care 
this  Journal.  {Adv.) 

Resident  Physician  Wanted — 

For  72-bed  fully  equipped  hospital.  Work  pre- 
dominantly surgical.  $100.00  per  month  and  com- 
plete maintenance.  Appointment  immediate.  Ad- 
dress Petersburg  Hospital,  Petersburg,  Va.  {Adv.) 

For  Rent — 

Doctor’s  office,  fully  equipped,  in  the  town  of  Lees- 
burg, Virginia.  Good  opportunity  for  a practicing 
physician.  Write  Mrs.  H.  P.  Gibson,  Leesburg,  Va. 

{Adv.) 

Obituary  Record 

Dr.  John  Shelton  Horsley,  Jr. 

The  announcement  that  this  brilliant  young  sur- 
geon of  Richmond  was  instantly  killed  in  an  auto- 
mobile accident  on  November  22nd  will  bring  sor- 


row to  many  who  admired  him  for  his  personality 
as  well  as  medical  skill.  He  was  born  in  El  Paso, 
Texas,  nearly  forty-one  years  ago,  when  his  father 
was  in  charge  of  a hospital  there,  but  came  to 
Virginia  a few  years  later  and  had  since  made  his 
home  here.  Upon  completing  his  pre-medical  course 
at  the  University  of  Virginia,  he  entered  Harvard 
Medical  School  from  which  he  graduated  in  1922, 
later  doing  post-graduate  work  at  the  University  of 
Chicago,  and  taking  special  surgical  work  at  Mayo 
Clinic.  Dr.  Horsley  became  associated  with  his 
father  at  St.  Elizabeth’s  Hospital  in  1923  and  spe- 
cialized in  general  and  plastic  surgery.  At  the  time 
of  his  death,  he  was  associate  professor  of  surgery 
at  the  Medical  College  of  Virginia  and  associate 
surgeon  for  its  hospitals,  and  plastic  surgeon  at 
Crippled  Children’s  Hospital,  in  addition  to  many 
other  activities.  He  was  identified  with  a large 
number  of  medical  organizations  in  all  of  which 
he  was  an  interested  member.  Besides  his  wife 
and  three  children,  he  is  survived  by  his  parents 
and  several  brothers  and  sisters. 

Dr.  Joseph  Thomas  Buxton, 

Prominent  Newport  News  surgeon  and  founder 
of  the  Elizabeth  Buxton  Hospital,  died  November  5, 
having  been  in  ill  health  for  some  years.  He  was  a 
native  of  North  Carolina  and  sixty-five  years  of 
age.  Dr.  Buxton  received  his  medical  degree  from 
the  University  of  Pennsylvania  in  1897.  He  had 
been  an  active  member  of  the  Medical  Society  of 
Virginia  since  1902,  having  served  as  a vice- 
president  and  on  various  committees.  Dr.  Buxton 
founded  the  Elizabeth  Buxton  Hospital  in  1899, 
and,  although  he  had  retired  from  active  practice, 
he  continued  to  hold  the  post  of  surgeon.  Two 
daughters  and  three  sons,  one  of  them  Dr.  Russell 
von  Lehn  Buxton  of  Newport  News,  survive  him. 

Dr.  John  Gilmer  Reynolds, 

Well-known  physician  of  Chatham,  died  October 
25,  after  an  illness  of  several  weeks.  He  was  seventy- 
one  years  of  age  and  a graduate  of  the  former  Hos- 
pital College  of  Medicine,  Louisville,  Ky.,  in  1904. 
Dr.  Reynolds  had  been  a member  of  the  Medical 
Society  of  Virginia  for  eighteen  years.  His  wife  and 
a daughter  survive  him. 

Dr.  Enoch  ’Wilson  Baxter, 

Moyock,  N.  C.,  died  on  August  10,  at  the  age  of 
seventy-nine.  Dr.  Baxter  graduated  from  the  College 
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of  Physicians  and  Surgeons  of  Baltimore  in  1887 
and  practiced  for  a number  of  years  in  Norfolk,  be- 
fore retiring  and  returning  to  his  native  State  sev- 
eral years  ago.  He  had  been  a member  of  the  Medi- 
cal Society  of  Virginia  for  over  fifty  years. 

Dr.  David  Wendell  Eames, 

Chief  of  the  medical  service  of  the  Kecoughtan 
Veterans  Administration,  died  unexpectedly  at  his 
home  in  Elizabeth  City  County  on  November  8. 
He  was  fifty-four  years  of  age  and  a graduate  of  the 
former  University  of  the  South,  Sewanee,  Tenn.,  in 
1908.  Dr.  Eames  was  a member  of  the  Hampton 
Rotary  Club,  the  Elks,  Masons,  and  other  organiza- 
tions. His  wife  survives  him. 

Dr.  William  Goggin  Crockett, 

Professor  of  pharmacy  at  the  Medical  College  of 
Virginia,  Richmond,  died  October  29,  following  a 
heart  attack.  He  was  a former  president  of  the 
American  Association  of  Colleges  of  Pharmacy  and 
a member  of  numerous  other  pharmaceutical  and 
chemical  associations.  Dr.  Crockett  had  been  with 
the  Medical  College  of  Virginia  since  1920. 

Dr.  Samuel  S.  Guerrant, 

Callaway,  died  October  28,  after  an  illness  of 
several  days.  He  was  seventy-three  years  of  age  and 
a graduate  of  Tulane  University  in  1891,  but  prac- 
ticed medicine  for  only  a short  time.  For  some  years 
he  had  devoted  a great  deal  of  time  to  horticulture, 
having  perfected  apple  strains  that  have  become  na- 
tionally known. 

Dr.  George  Tapscott  Snead, 

An  alumnus  of  the  Medical  College  of  Virginia, 
class  of  ’80,  died  at  his  home  in  Princess  Anne 
County,  Va.,  October  30.  He  practiced  medicine  for 
about  fifteen  years,  after  which  he  represented  his 
section  in  the  State  Legislature,  which  position  he 
held  until  he  w^as  forced  to  retire  because  of  his 
health. 

Lt.  Col.  Robert  Baylor  Shackelford, 

Retired  surgeon,  U.  S.  Army,  died  November  2, 
at  his  home  near  Cismont,  after  an  illness  of  about 
a month.  He  was  a native  of  Albemarle  County  and 
fifty-nine  years  of  age.  He  graduated  in  medicine 


from  the  University  of  Virginia  in  1909,  and  prac- 
ticed for  a time  in  Prince  William  County  before 
entering  the  Army.  His  wife  and  a daughter  sur- 
vive him. 

Dr.  John  P.  Munroe, 

Charlotte,  N.  C.,  died  on  October  14th,  at  the 
age  of  83  years,  death  being  due  to  pneumonia. 
He  was  a graduate  of  the  University  of  Virginia, 
Department  of  Medicine  in  1885,  and  well  known 
in  this  State.  He  was  formerly  professor  of  neurol- 
ogy and  practice  of  medicine  in  the  North  Carolina 
Medical  College. 

Resolutions  on  Dr.  Watson. 

At  the  October  meeting  of  the  Roanoke  Academy 
of  Medicine,  the  following  resolutions  were  adopted : 

Dr.  Everett  Watson  was  born  at  Hillsville,  Virginia, 
August  16,  1888. 

He  came  to  Roanoke  at  the  age  of  five,  attended 
Roanoke  schools,  grading  from  Roanoke  High  School, 
1908. 

He  was  graduated  from  the  University  College  of 
Medicine,  Richmond,  Virginia,  in  1912. 

Dr.  Watson  spent  one  year  as  patient  and  House 
Physician  at  Mountain  View  Sanatorium,  Catawba,  Vir- 
ginia, and,  deciding  to  make  his  life  work  the  treatment 
of  tuberculosis,  he  spent  the  next  year  at  Saranac  Lake. 

Coming  back  to  Roanoke  in  1915,  he  organized,  built, 
and  operated  Mount  Regis  Tuberculosis  Sanatorium  in 
Roanoke  County  until  the  year  of  his  death. 

A constant  sufferer  from  the  disease  he  made  it  his 
life’s  work  to  fight,  he  fought  bravely  on  and  on,  over- 
coming seemingly  insuperable  obstacles. 

By  his  untiring  zeal  he  made  Mount  Regis  one  of  the 
best-known  institutions  of  its  kind  in  the  State,  drawing 
patients  from  all  over  the  South,  and  endeared  himself 
to  thousands  of  patients  and  physicians  who  came  to 
him  for  treatment  and  consultation. 

It  may  be  truly  said  of  him:  “This  loving  husband, 
father,  and  friend  passed  from  life  where  manhood’s 
morning  almost  touches  noon,  and  while  the  shadows 
were  still  falling  toward  the  west”. 

Loving  all  and  loved  by  all,  he  has  left  only  the 
sweetest  memories  to  be  long  cherished  by  a multitude 
of  friends. 

The  Roanoke  Academy  of  Medicine  extends  to  his 
family  and  friends  its  sincerest  sympathy  in  their 
bereavement. 

G.  M.  Maxwell,  M.  D.,  Chairman 

Churchill  Robertson,  M.  D. 

J.  B.  Nicholls,  M.  D. 

Committee, 


S.M. A.*  provides  20  calories  to  the  ounce,  but  more 
important,  the  nutritional  value  of  S.M.  A.  is  that  of 
a complete,  well-balanced  food,  specially  prepared 
to  help  build  strong,  healthy  babies. 


S.M. A.  combines  an  Easily  Digested  Fat  with  protein 
and  lactose  in  proportions  to  meet  the  requirements 
of  the  normal  full  term  infant.  In  addition,  S.M. A., 
when  made  according  to  the  usual  dilution  for 
feeding,  supplies: 


10  mg.  iron 

7500  international  units  vitamin  A per  quart 
200  international  units  vitamin  Bi  per  quart 
400  international  units  vitamin  D per  quart 


Normal  infants  relish  S.M. A.  . . . rligest  it  easily  and  thrive  on  it. 

n //  // 

*S.M.A.,  a trade  mark  of  S.M. A.  Corporation,  for  its  brand  of  food  espe- 
cially prepared  for  infant  feeding — derived  from  tuberculin-tested  cow's 
milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including 
biologically  tested  cod  liver  oil ; with  the  addition  of  milk  sugar  and 
potassium  chloride ; altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages 
of  protein,  fat,  carbohydrates  and  ash,  in  chemical  constants  of  the  fat  and 
physical  properties. 


S.M. A.  CORPORATION  . 8100  McCORMICK  BOULEVARD  . CHICAGO.  ILLINOIS 

23 

In  writing  advertisers,  please  mention  VIRGINIA  MEDICAL  MONTHLY. 


DAILY  AMOUNT  OF  IRON  REQUIRED  BY  NORMAL  BABIES, 
AND  AMOUNT  SUPPLIED  BY  PABLUM 


The  infant  starts  life  with  a store  of  iron. 
Thei'e  is  a steady  drain  of  this  reserve  during 
the  first  few  months.  Because  both  breast  milk 
and  cow's  milk  are  poor  in  iron,  it  is  becoming 
the  practice  to  feed  iron-bearing  foods  at  as 
early  an  age  as  ptjssiljle.  As  shown  in  the  above 
chart,  from  aljout  the  fourth  month  Pablum 
alone  supplies  more  than  the  infant’s  daily 
iron  retpiirements.  In  this  chart,  the  retjuire- 


ments  are  based  on  the  conservative  estimate  of 
the  Council  on  Foods,  i.e.,  0.5  milligram 
per  kilogram  of  body  weight.  U’he  iron  sup- 
plied by  Pablum  is  calculated  on  the  basis  of 
8.5  mg.  per  ounce.  On  account  of  its  thorough 
cooking  Pablum  is  well  tolerated,  having  been 
fed  without  gastrointestinal  upset  as  early  as 
the  first  month.  Bibliography  on  recjuest. 
Mead  Johnson  & Cp.,  Evansville,  Ind.,  U.S.A. 
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The  New  York  Academy  of  Medicine 

This  book  must  not  be  retained  for 

LONGER  THAN  ONE  WEEK  AFTER  THE  LAST 
DATE  ON  THE  SLIP  UNLESS  PERMISSION  FOR  ITS 
RENEWAL  BE  OBTAINED  FROM  THE  LIBRARY. 
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